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Foreword

The Inquiry’s Terms of Reference required me to consider the extent of Harold Fredrick
Shipman’s unlawful activities but left it to me to decide how this should be done. Within a very
short time, I came to realise that the only way in which to satisfy the reasonable expectations of
the families and friends of Shipman’s former patients was to provide, so far as I could, a
decision in each individual case in which suspicion might arise. The work of investigation and
decision writing proved to be far greater than I had anticipated and has taken longer than I had
hoped. I believe that this First Report provides as complete and accurate an account of
Shipman’s criminality as it will ever be possible to give.

Shipman breached the trust of his patients and of the communities in which he lived. He has
caused unimaginable grief and distress. No one who reads this Report can fail to be deeply
shocked. I would like to express my profound sympathy to those who have been bereaved by
Shipman’s actions and also to those whose trust has been so callously betrayed.

I wish to thank the many witnesses who have enabled the Inquiry to carry out its task. I know
that, for some, the experience of providing evidence, whether orally or in writing, has been a
painful one.

Although the investigation of Shipman’s crimes has at times been harrowing, there is one
particular respect in which it has been positively heart-warming. I want to express my
admiration and respect for the way in which the people of Hyde and Todmorden care so
affectionately for their relatives and neighbours. I have heard and read of countless families
where a son or daughter, son-in-law or daughter-in-law, niece, nephew or grandchild cared
devotedly for an elderly relation, sometimes visiting several times a day, while looking after his
or her own family and children and often coping with a job. I have heard many accounts of
kindness by neighbours.

The completion of this First Report is an important landmark in the life of the Inquiry. It provides
me with the opportunity to thank the Inquiry staff, who have worked unremittingly hard during
the last 18 months. I am grateful to the administrative team, led by Andrew Griffiths and
strongly supported by Oonagh McIntosh and Helen Owen. I express my admiration for, and
gratitude to, Henry Palin, who, together with Ita Langan, recruited and managed a team of
solicitors and paralegals. I thank the IT experts, in particular Michael Taylor, who have enabled
us to cope with an enormous quantity of information without drowning in a sea of paper. I am
grateful to Dr Aneez Esmail, the Inquiry’s Medical Advisor, whose help with medical issues has
been invaluable. Finally, I must mention the enormous assistance I have received from Caroline
Swift QC, Christopher Melton QC, Anthony Mazzag and Michael Jones, without whose
indefatigable industry and considerable talents my task would have been impossible.

Janet Smith
July 2002
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SUMMARY

1. Shipman entered general practice in early 1974, when he joined the Abraham Ormerod
Medical Practice in Todmorden. He remained there until September 1975, when his
partners discovered that he had been dishonestly obtaining controlled drugs for his
own use.

2. In February 1976, Shipman pleaded guilty at the Halifax Magistrates’ Court to three
offences of obtaining pethidine by deception, three offences of unlawful possession of
pethidine and two further offences of forging a prescription. He asked for 74 similar
offences to be taken into consideration. He was ordered to pay a fine and
compensation.

3. The fact of his convictions was reported to the General Medical Council, which decided
to take no disciplinary action against him. The Home Office imposed no prohibition on
his future dealings with controlled drugs. He was, therefore, free to continue practising
as a doctor without limitation or supervision.

4. In October 1977, Shipman joined the seven doctor Donneybrook practice in Hyde. He
remained there until January 1992, when he began to practice single-handed from
within the same building. 

5. In August 1992, he moved to new surgery premises at 21 Market Street, Hyde, where he
continued to work as a single-handed practitioner until his arrest in September 1998.

6. Throughout his career as a general practitioner, Shipman enjoyed a high level of
respect within the communities in which he worked. In Hyde, he was extremely popular
with his patients, particularly his elderly patients, and was regarded by many as ‘ the
best doctor in Hyde’.

7. In July 1998, the Greater Manchester Police began an investigation into the death of one
of Shipman’s patients, Mrs Kathleen Grundy. That investigation was rapidly widened to
include the deaths of many other patients of Shipman.

8. On 7th September 1998, Shipman was arrested, interviewed and charged with the
murder of Mrs Grundy and with other offences associated with the forgery of her will,
under which he was to be the sole beneficiary of her estate. He was subsequently
suspended from practice and charged with 14 further murders. 

9. On 31st January 2000, following a lengthy trial, Shipman was convicted of 15 counts of
murder and one of forging Mrs Grundy’s will. He was sentenced to 15 terms of life
imprisonment and, for the forgery, a concurrent term of four years’ imprisonment. The
trial judge said that his recommendation to the Home Secretary would be that Shipman
should spend the remainder of his days in prison. Following the criminal trial, the
Director of Public Prosecutions announced that no further criminal proceedings would
be instituted against Shipman.

10. Subsequently, the Professional Conduct Committee of the General Medical Council
erased Shipman’s name from the medical register. 
1
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11. Before the trial and subsequently, the police investigated a large number of deaths of
Shipman’s patients where there was evidence that Shipman had been responsible for
the death. Those deaths were reported to the South Manchester Coroner, Mr John
Pollard. Between August 2000 and April 2001, he conducted inquests into 27 deaths of
patients of Shipman, recording verdicts of unlawful killing in 25 cases and open verdicts
in the remaining two. On 18th May 2001, the Coroner opened inquests into a further 232
deaths; those inquests were immediately adjourned on the direction of the Lord
Chancellor, pending publication of the findings of this Inquiry.

12. On 31st January 2001, following resolutions of both Houses of Parliament, the Secretary
of State for Health issued the instrument of appointment establishing The Shipman
Inquiry, giving it the powers conferred by the Tribunals of Inquiry (Evidence) Act 1921
and appointing me as Chairman of the Inquiry.

13. The first of the Inquiry’s Terms of Reference requires it, ‘ after receiving the existing
evidence and hearing such further evidence as necessary, to consider the extent of…
Shipman’s unlawful activities’. In this, the Inquiry’s First Report, I set out my findings as
to how many of his patients Shipman killed, the means employed and the period over
which the killings took place.

14. Volumes Two to Six of this Report contain my written decisions in 494 cases – 493
deaths and one incident involving a living person. Those decisions are based on an
enormous volume of evidence, which has been gathered by the Inquiry team.

15. I have found that Shipman killed 215 of his patients. The first, Mrs Eva Lyons, was killed
in March 1975, when Shipman was practising in Todmorden, and the last, Mrs Kathleen
Grundy, died in June 1998.

16. Shipman’s usual method of killing was by the administration of a lethal dose of an
opiate, most frequently diamorphine. There is some evidence that he may have killed a
few patients by the administration of large doses of a sedative. There is no reliable
evidence that he killed by any means other than the administration of a drug.

17. Of the 215 killings, one took place in Todmorden, 71 during Shipman’s time at the
Donneybrook practice and the remaining 143 during his six years at the Market Street
Surgery. While at the Market Street Surgery, Shipman killed one patient in 1992,
16 patients in 1993 and 11 in 1994. In each of the years 1995 and 1996, he killed
30 patients, increasing to 37 in 1997. During the first three months of 1998, he killed
15 patients, after which there was an interval of about seven weeks; he went on to kill a
further three patients before his arrest in September 1998.

18. Shipman’s oldest victim, Miss Ann Cooper, was 93 years old when she was killed. The
majority of Shipman’s victims were elderly but he did, on occasions, kill younger people.
Mr Peter Lewis died at the age of only 41; he was the youngest of Shipman’s patients to
die at his hands. Mr Lewis was in the advanced stage of a terminal illness and Shipman
hastened his death. The youngest of Shipman’s victims to suffer an unexpected death
was Mr David Harrison, who was 47 years old when he died.



19. Of Shipman’s 215 victims, 171 were women and 44 were men. In general, women live
longer than men, so that there are more elderly women than elderly men living alone.
Since Shipman’s typical victim was an elderly person living alone, he found most of his
potential victims among his female patients. However, he also killed men when the
opportunity presented itself.

20. Whilst the majority of the deaths for which Shipman was responsible occurred while he
was working as a single-handed practitioner, it is nevertheless clear that, even
while working in a multi-handed practice, he was able to kill undetected over a period
of many years.

21. I have found that 210 of the deaths investigated by the Inquiry team occurred as the
result of natural causes and not by reason of any action on the part of Shipman. I hope
that the families concerned with these cases will be reassured by my finding that
Shipman was not responsible for their relative’s death.

22. There are 45 deaths for which I have found that a real suspicion arises that Shipman
may have been responsible, although the evidence is not sufficiently clear for me to
reach a positive conclusion that he was. In addition, there are a further 38 deaths in
respect of which there was so little evidence, or evidence of such poor quality, that I was
unable to form any view at all. These are mainly deaths dating from the early years,
where little documentary or witness evidence survives. I regret that the families
concerned with these deaths are left in a state of uncertainty, but it was inevitable that
there would be some cases where the evidence would not permit me to reach a positive
conclusion one way or the other. I can only hope that it will be of some comfort to the
relatives at least to know that the circumstances of each death have been investigated
as fully as possible.

23. In all, the Inquiry has examined 888 cases; I have given a written decision in 494
(493 deaths and one incident involving a living person) of those cases. In the remaining
394 cases, there was compelling evidence that Shipman was not responsible for the
death. The Inquiry legal team therefore closed the files in those cases, without the
necessity for a written decision. In all but the most straightforward cases, I examined the
file and confirmed the decision to close it.

24. Professor Richard Baker OBE, Professor of Quality in Health Care at the University of
Leicester, conducted a review of Shipman’s clinical practice, which was published in
January 2001. He carried out a number of analyses of the estimated excess of deaths
among Shipman’s patients during his career as a general practitioner. He estimated that
the true number of excess deaths lay between 198 and 277 and concluded that an
excess of 236 deaths was ‘ most likely to reflect the true number of deaths about which
there should be concern’.

25. Having considered my findings, Professor Baker has concluded that they support the
conclusion that the excess of deaths is in the region of 220 to 240, i.e. very close to his
own figure of 236. Here, Professor Baker is taking into account, not only the 215 deaths
which I have found that Shipman caused, but also some of the deaths about which I was
unable to reach a positive conclusion but where I found that there was a real suspicion
3
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that Shipman was responsible. It is inevitable that that group of deaths will, in fact,
contain some killings. The striking compatibility between the results of Professor Baker’s
previous review and my own findings strongly suggests that the conclusions of the
Inquiry and of the review are very likely to be correct.

26. All but three of the deaths for which I have found that Shipman was responsible were
entered in the register of deaths in reliance upon Medical Certificates of Cause of Death
completed by Shipman. The majority of those deaths were followed by cremation.
Before a cremation can be authorised, a second doctor must confirm the cause of death
and the cremation documentation must be checked by a third doctor employed at the
crematorium. These procedures are intended to provide a safeguard for the public
against concealment of the fact that a person has been unlawfully killed. Yet, even with
those procedures in place, Shipman was able to kill 215 people without detection. It is
clear therefore that, in reality, the procedures provided no safeguard at all. Why that
was, and what steps should be taken to devise a system which will afford the public a
proper degree of protection in the future, are issues which the Inquiry will consider
during Phase Two.

27. Shipman’s patients frequently died suddenly at home, without any previous history of
terminal or life-threatening illness. Such deaths should be reported to the coroner. Yet
Shipman managed to avoid a referral to the coroner in all but a very few cases in which
he had killed. He did this by claiming to be able to diagnose – and, therefore, to certify –
the cause of death and by persuading relatives that there was no need for a post-
mortem examination. In Phase Two, the Inquiry will consider measures which can be
taken to ensure that all unexpected or unexplained deaths are reported and their cause
properly investigated.

28. After Shipman’s convictions for drugs offences in 1976, he declared his intention never
to carry controlled drugs again. Accordingly, he was not obliged to have a controlled
drugs register. Yet he was able, by a number of different methods, to obtain large
quantities of controlled drugs; in 1996, he prescribed and obtained in the name of a
dying patient as much as 12,000mg diamorphine on a single occasion. That alone
would have been sufficient to kill about 360 people. Despite the fact that the possession
and supply of such drugs is said to be ‘ controlled’, those controls did not prevent
Shipman from acquiring large amounts of diamorphine without detection. How that
could happen, and what measures should be taken to strengthen the system of
controlling access to such drugs, are matters which will also be considered by the
Inquiry in Phase Two.

29. Professor Baker has observed that one implication of the high number of patients killed
by Shipman is that an effective system of monitoring the death rates of patients of
general practitioners would have detected the excess number of deaths. No such
system was in place during Shipman’s time in general practice. In Phase Two, the
Inquiry will seek to identify effective systems for monitoring death rates, and will
consider other possible improvements to the arrangements for monitoring general
practitioners and ways of encouraging those genuinely concerned about possible



misconduct on the part of doctors to express their concerns to those in a position
properly to investigate and evaluate them.

30. No one reading this Report can fail to be shocked by the enormity of the crimes
committed by Shipman and to feel, as I do, the deepest sympathy for his victims and
their families. His activities have brought tragedy upon them and also upon the
communities in which he practised and which gave him their trust.

31. In its first Phase, the Inquiry has determined the extent of Shipman’s criminality. We shall
now direct our efforts to attempting to devise improved systems so as to ensure that
such a terrible betrayal of trust by a family doctor can never happen again.
5
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CHAPTER ONE

Before the Inquiry

Shipman’s Professional Career: Training

1.1 In September 1965, Harold Fredrick* Shipman entered the University of Leeds School of
Medicine at the age of 19 years. He spent five years there, training for his future medical
career. During that time, he married and the couple’s first child was born. Shipman left
Leeds in 1970, having gained the qualification MB ChB.

1.2 From Leeds, Shipman moved to Pontefract, where he was employed for 12 months as a
pre-registration house officer at the Pontefract General Infirmary, before being fully
registered with the General Medical Council (GMC) in August 1971. Thereafter,
he continued to work at the same hospital as a senior house officer, gaining a
diploma in child health (DCH) in 1972 and a diploma in obstetrics and gynaecology
(DRCOG) in 1974.

The Move to Todmorden

1.3 In the early part of 1974, Shipman answered an advertisement in a medical publication
and, after an interview, secured a position in a busy general practice operating from the
Abraham Ormerod Medical Centre in Todmorden, a town in the Pennines on the
Lancashire/Yorkshire border. After a short probationary period as an assistant general
practitioner, Shipman became a junior partner in the practice, with a view to becoming
an equal partner in due course.

1.4 Shipman impressed his partners with his competence, enthusiasm and capacity for
hard work. He was popular with patients. He persuaded his partners to adopt a more
modern system of categorising data contained in patient records and himself undertook
much of the work required to change to the new system. Another task that he undertook
was the disposal of a quantity of out-of-date controlled drugs which were stored in
the surgery’s controlled drugs cabinet. It also seems that he assumed responsibility for
re-stocking the cabinet and, on occasion, for ordering stocks of controlled drugs for use
by members of the practice.

Shipman’s Abuse of Pethidine

1.5 By February 1975, the Home Office Drugs Inspectorate and the West Yorkshire Police
Drugs Squad had become aware that Shipman was obtaining abnormally large
quantities of pethidine from local pharmacies. Their discussions with the pharmacists
concerned were reassuring; Shipman was held in high esteem by them and was
described as ‘ very efficient and confident’. The police report written at the time
concluded:

‘ It would seem from the enquiries made into this matter that there is no
drug abuse by Dr Shipman.

* Shipman himself uses the spelling ‘ Fredrick’; see, for example, page CO 76 04038 of the scanned documents.
7
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A watch will be maintained and should anything further come to light
then a further report will be submitted’.

1.6 In early June 1975, it was noticed that a local pharmaceutical company was regularly
supplying to the pharmacy at Boots the Chemists in Todmorden abnormally large
amounts of pethidine for injection. Those amounts were accounted for by Shipman’s
written orders on behalf of the practice and by prescriptions for the drug issued by him.
As a consequence of this discovery, Shipman was interviewed by two Home Office
drugs inspectors and a detective constable from the West Yorkshire Police. Shipman
offered ready explanations for the amount of pethidine he had obtained and denied that
he was abusing the drug. However, deficiencies were found in the controlled drugs
documentation held by the practice; in particular, there was no register recording the
supply of pethidine to patients from the surgery stocks, as required by law. It appeared
to Shipman’s interviewers that some of the ampoules of pethidine, which he had
obtained on written requisition for the practice, were unaccounted for but, without a
register of supplies, this could not be confirmed.

1.7 Because of the deficiencies in procedures which had been revealed at the interview, a
Home Office drugs inspector, Mr Donald McIntosh, who has since died, visited the
practice in early August 1975, saw all the partners, including Shipman, and advised
them on the institution of a controlled drugs supply register and the correct procedure
for destroying controlled drugs. No further action was taken at that stage, although
Mr McIntosh expressed his intention of keeping the case under review. He requested
from the police a further report in about six months’ time, giving details of all controlled
drugs obtained by Shipman over that period. In the event, that report was never
prepared, having been overtaken by events.

1.8 Meanwhile, Shipman was experiencing problems with his health. In May 1975, one of
his partners, Dr John Dacre, was called out by Mrs Primrose Shipman, after her
husband had fallen in the bathroom and struck his head. Dr Dacre diagnosed
concussion and referred Shipman to the casualty department of one of the local
hospitals. Shipman’s partners recall other occasions when he suffered ‘ blackouts’ or
‘ seizures’; one occurred in the practice car park and another partner, Dr David Bunn,
remembers assisting him on that occasion. Mrs Shipman gave evidence about an
incident when her husband blacked out beside her while she was driving the family car
with him as a passenger. According to another of his partners, Dr Michael Grieve,
Shipman suffered several blackouts in front of patients in the surgery waiting room.

1.9 Because of his blackouts, Shipman was referred to Dr Philip Humberstone, a consultant
physician at the Halifax Royal Infirmary. Shipman was seen there on 18th August 1975
and it seems that a diagnosis of idiopathic epilepsy (i.e. epilepsy of unidentified origin)
was made.

1.10 At some time during 1975, Shipman was either advised, or himself decided, to stop
driving and, from that time, he relied on his wife to drive him when he visited patients at
their homes. It is not known precisely when this arrangement began. Mrs Shipman’s
recollection was that the blackouts began ‘ not many months’ before they left Todmorden



in late 1975. She thought that she had been driving him around for only a matter of
weeks before he ceased to practise in Todmorden.

Discovery

1.11 In late September 1975, Shipman’s partners discovered that he was abusing pethidine
and had been obtaining the drug illicitly to feed his habit. He had obtained large
quantities of pethidine on written requisition, ostensibly for practice use; these quantities
could not be accounted for and it was plain that Shipman had taken them for his own
use. His partners confronted Shipman, who admitted that he was abusing pethidine
and, after unsuccessfully trying to persuade his colleagues to assist him in continuing to
obtain supplies of the drug illegally, tendered his resignation from the practice. Although
he later withdrew that resignation, his partners took legal advice and eventually
succeeded in dismissing him from the practice.

1.12 Shipman was immediately admitted to the Halifax Royal Infirmary under the care of
Dr Humberstone, who quickly referred him to a consultant psychiatrist, Dr Hugo Milne.
Dr Milne arranged for Shipman’s voluntary admission to The Retreat, a private hospital
in York, specialising in the treatment of psychiatric disorders. There, Shipman was
placed under the care of Dr R W Bryson, consultant psychiatrist. Both psychiatrists later
notified the Home Office that Shipman should be registered as a drug addict.

1.13 Shipman was successfully withdrawn from pethidine, following which he was diagnosed
as suffering from a moderately severe depressive or melancholic state. He was treated
with antidepressant medication, which appeared to effect a great improvement in his
condition. He was discharged from The Retreat on 30th December 1975, with advice to
continue under psychiatric supervision for several years.

Criminal Proceedings

1.14 Meanwhile, the latest developments had been immediately notified by Shipman’s
partners to the Home Office Drugs Inspectorate which, in turn, had informed the police.
On 28th November 1975, Mr McIntosh, together with Detective Sergeant George
McKeating, from the West Yorkshire Police Drugs Squad, interviewed Shipman at The
Retreat. Initially, Shipman refused to speak to the police officer but quickly changed his
mind and gave what his interviewers took to be a full account of his criminal activities.
He admitted using a variety of deceptions to obtain pethidine for his own consumption
which he claimed had risen, by the time of his discovery, to 600 to 700mg a day. He
said that he had started taking pethidine about 18 months previously (that is in about
May 1974) when he became depressed because he did not get on with his partners.
It should be said that his partners do not agree that there was any friction within the
practice; they were never asked for their response to Shipman’s assertion and, indeed,
say that they were unaware that he was to be prosecuted until they read about the court
proceedings in the local newspaper.

1.15 Shipman then made a detailed written statement, setting out his account of what had
occurred. In the course of that statement, he wrote:
9
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‘ I have no future intention to return to General Practice or work in a
situation where I could obtain supplies of pethidine’.

1.16 On 13th February 1976, Shipman appeared at the Halifax Magistrates’ Court, where he
pleaded guilty to eight specimen charges: three offences of obtaining ten ampoules of
100mg pethidine by deception, three of unlawfully possessing pethidine and two of
forging a prescription. He asked for 74 further offences to be taken into consideration.
Unfortunately, no list of those further offences survives; the police and court files, which
would have contained such a list, have now been destroyed. However, it is clear from
contemporaneous press reports that 67 of the 74 offences concerned the obtaining of
pethidine by deception. Shipman was fined £75 on each charge, £600 in all, and
ordered to pay compensation of £58.78 to the NHS Family Practitioners Committee.

A New Job

1.17 By the time of his conviction, Shipman had already started a new job. On 2nd February
1976, he had commenced employment with the Durham Area Health Authority as a
clinical medical officer at the Newton Aycliffe Health Centre. He told his prospective
employers of his previous problem with drugs and of the fact that he was facing criminal
proceedings and possible disciplinary action by the GMC. Having discussed his case
with the psychiatrists who had been treating him, the Health Authority offered him the
post on condition that he continue to have follow-up care from a psychiatrist. Shipman
had no access to controlled drugs in the course of his new employment.

1.18 Meanwhile, Shipman’s health problems had resolved and he had ceased to suffer the
blackouts or seizures which had affected him during his time in Todmorden. With
hindsight, it is clear that those episodes were a product of his pethidine abuse, rather
than a manifestation of epilepsy. His wife believes that he began to drive again in
about March 1976. He was still under the care of Dr Milne in April 1976 but it is not
known how much longer this psychiatric supervision continued, as Dr Milne’s records
have not survived.

Possible Disciplinary Proceedings

1.19 Shipman’s convictions at the Magistrates’ Court were reported to the GMC, which then
had to decide whether to take disciplinary action against him to remove or restrict his
registration as a doctor. Following the procedure then in force, Shipman’s case was
automatically referred to the Penal Cases Committee, whose task it was to decide, on
the basis of written evidence and submissions, whether the case should be referred for
inquiry to the GMC Disciplinary Committee.

1.20 Shipman’s case came before the Penal Cases Committee, which had before it reports
from Dr Bryson and Dr Milne, the consultant psychiatrists who had treated Shipman.
There was also a letter of support from Dr Michael O’Brien, Area Medical Officer of the
Durham Area Health Authority; the letter stated that Shipman ‘ had settled well into his
new employment’ and was ‘ well received by both patients and professional colleagues
alike’, with no evidence to suggest any recurrence of ‘ his former difficulties’.



1.21 On 28th April 1976, the Penal Cases Committee of the GMC determined that no inquiry
into Shipman’s case should be held by the Disciplinary Committee and that the case
could, therefore, be concluded. Subsequently, a letter was sent to Shipman, part of
which reads as follows:

‘ The Committee instructed me to inform you that they take a grave view
of offences arising out of an abuse of drugs and of offences involving
dishonesty… You would therefore be wise to assume that, if
information relating to any further conviction of a similar nature should
be received by the Council, a charge would then be formulated against
you on the basis of both the earlier and the later convictions and
referred to the Disciplinary Committee of the Council for inquiry’.

The GMC informed the Home Office of its decision by a letter dated 3rd May 1976.

1.22 Following Shipman’s conviction for drugs offences under the Misuse of Drugs Act 1971,
the Home Secretary had power under that Act to make a direction pursuant to section
12, prohibiting Shipman from having in his possession, prescribing, administering or
otherwise dealing with such controlled drugs as were specified in the direction. In the
event, the Home Office officials who dealt with the case decided that no such direction
should be given. In reaching that decision, they appear to have been influenced by the
view expressed by the police that there was no evidence that any of Shipman’s patients
had suffered as a result of his obtaining of pethidine and also by the decision of the
GMC not to take disciplinary proceedings against Shipman.

The Move to Donneybrook

1.23 Shipman was, therefore, free to pursue his medical career when and where he chose.
In 1977, he responded to an advertisement which had been placed in a medical
publication by a seven doctor practice in Hyde, a former mill town which has, over the
years, been subsumed into the Greater Manchester conurbation. The Donneybrook
practice was seeking a new doctor to replace one who was leaving to work in industry.
At interview, Shipman told members of the practice about his previous abuse of
pethidine and his convictions. He referred them to one of the psychiatrists who had
treated him and who would be able to give them details about his condition.

1.24 One of the doctors at the practice spoke to the psychiatrist named by Shipman (it is not
clear whether this was Dr Milne or Dr Bryson, although it seems likely to have been the
latter) and also to officials at the GMC and the Home Office. He was assured by the
psychiatrist that Shipman was not, in his opinion, suffering from any mental health
problems which would interfere with his work as a general practitioner and he was
informed (correctly) by the GMC and the Home Office that there were no restrictions in
force which would affect Shipman’s use of controlled drugs. Once that information had
been obtained, Shipman was invited to join the practice, starting on 1st October 1977.

1.25 Shipman stayed at the Donneybrook practice for over 14 years. He was hard-working,
apparently dedicated and popular with his patients. He was active in introducing new
ideas to the practice and also became involved in organisations outside the practice.
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For several years, he was an area surgeon for the local St John Ambulance; he was a
member of the (then) Family Practitioners Committee and, later, secretary of the
Tameside Local Medical Committee.

1.26 In 1991, Shipman told his colleagues at Donneybrook that he was intending to leave the
practice; the ostensible reasons for this were Shipman’s dislike of the computer system,
which had been introduced in 1989 to record patient details, and his disagreement
with the proposed scheme of fundholding. With hindsight, these stated reasons for
his departure make little sense since, once in his own practice, Shipman embraced
enthusiastically the use of computers and became chairman of the local users’ group for
Micro-Doc, a software system developed especially for doctors. Moreover, in 1995, he
joined the Tameside Consortium (South) for the specific purpose of fundholding.
It seems that, even at the time, at least some members of the Donneybrook practice
believed that he might have had other reasons for leaving. One describes Shipman as
tending to be ‘ individualistic’ in his approach and says that he ‘ could become irritated
if confronted by any other of the doctors and other staff members’. According to him,
the assumption at the time was that these features of his personality might have led
Shipman to prefer single-handed practice. At his trial, Shipman claimed that he left
because the other doctors were not as committed to fundholding as he was. It seems
also that, towards the end of his time at the Donneybrook practice, Shipman’s
relationships with at least one member of the staff there had deteriorated badly.

The Market Street Surgery

1.27 Whatever the real reasons for his move, from 1st January 1992, Shipman ran a single-
handed practice from within Donneybrook House until his new surgery was ready in
August 1992. He then moved to premises at 21 Market Street, Hyde. He took with him
several members of staff from the Donneybrook practice and, to the annoyance and
financial detriment of his former partners, his patient list. The parting was acrimonious
and was followed by lengthy negotiations between solicitors to settle the financial
arrangements consequent upon Shipman’s departure.

1.28 For the next six years, Shipman’s practice appeared to flourish. He enjoyed a high
reputation in Hyde as an attentive, caring doctor. A major reason for his popularity was
his willingness to visit his elderly patients at home. One witness described his mother’s
delight at being accepted onto Shipman’s patient list; it was, he said, ‘ as though she
had won the lottery’. Many elderly people were persuaded to join Shipman’s practice by
friends or family members who were impressed by the quality of the care which they
received from him. Shipman did not have space on his patient list to accommodate all
those who wished to join it and, by the time of his arrest, he was actively attempting to
recruit a partner to share his workload and enable the practice to take on more patients.

1.29 Shipman and his staff performed regular medical audits, which impressed the Health
Authority’s Audit Group, and the practice was generally regarded as being innovative
and advanced. Some indication of the high esteem in which Shipman was held emerges
from a Health Authority document dating from late December 1997. An issue had arisen
about access to patient records and the Health Authority’s solicitor had advised



Ms Andrea Horsfall, the deputy complaints manager, to contact a local general
practitioner and ascertain whether he or she was aware of recent guidance issued by
the British Medical Association. Ms Horsfall spoke to Dr Alan Banks, then Assistant
Director of Primary Care and Medical Adviser to the Health Authority. Her note of that
conversation records:

‘ Asked A. Banks which GP I should ring. He suggested Dr Shipman as
he is apparantly (sic) very uptodate (sic) on all the latest information/
advice’.

1.30 In addition, Shipman was active in local medical politics and an enthusiastic member,
latterly treasurer, of the local branch of the Small Practices Association. Although there
were people who regarded him as arrogant, sometimes overbearing, the majority of his
patients, his staff and other professionals with whom he came into contact appear to
have held him in high esteem and to have believed that the health and welfare of his
patients were his main priority. When giving evidence to the Inquiry in May 2002,
Mr Nigel Reynolds, widower of the late Dr Linda Reynolds, observed that, in 1998,
Shipman was quite simply perceived as ‘ the best doctor in Hyde’.

The Police Investigation of March 1998

1.31 By March of that year, however, certain people in Hyde had begun to feel concern at the
number of Shipman’s elderly patients who were dying in curiously similar
circumstances. After discussion with her colleagues, Dr Reynolds, a partner in the
nearby Brooke Practice, alerted the Coroner for the Greater Manchester South District
(‘ the South Manchester Coroner’), Mr John Pollard, to the concerns felt by herself and
others. Mr Pollard initiated a limited police investigation, during which the police sought
the assistance of the West Pennine Health Authority. At the conclusion of that
investigation, the police officer who conducted it, Detective Inspector David Smith,
decided that there was no evidence to substantiate the concerns which had been
expressed by Dr Reynolds to the Coroner. No further action was, therefore, taken.

1.32 The conduct of the March 1998 investigation and its outcome have been fully examined
by the Inquiry in the course of oral hearings held between May and July 2002.
The Inquiry’s findings as to the adequacy of the investigation will be published in
due course.

The Death of Mrs Kathleen Grundy

1.33 Mrs Kathleen Grundy died on 24th June 1998. She was Shipman’s patient and he
certified the cause of her death as ‘ old age’. Despite her 81 years, Mrs Grundy had
enjoyed good health and her death was sudden and unexpected. She was buried at
Hyde Chapel.
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1.34 Mrs Grundy’s daughter, Mrs Angela Woodruff, was a practising solicitor who, ever since
she had qualified, had conducted any necessary legal work on her mother’s behalf.
In 1986, she had drawn up Mrs Grundy’s will, by which Mrs Grundy had made her
daughter the sole beneficiary to her substantial estate. Following Mrs Grundy’s death,
Mrs Woodruff became aware of the existence of what purported to be a new will; this
was dated 9th June 1998 and had been sent, together with a covering letter apparently
signed by Mrs Grundy, to a firm of Hyde solicitors very shortly before Mrs Grundy’s
death. Those same solicitors, to whom Mrs Grundy was not known, subsequently
received a letter from a person signing himself or herself ‘ J. Smith’ or ‘ S. Smith’,
informing them of Mrs Grundy’s death. The new will left Mrs Grundy’s entire estate
to Shipman. A copy of the will and letters can be seen at the end of this Chapter.

Investigating Mrs Grundy’s Death

1.35 Mrs Woodruff was immediately suspicious about the new will and her suspicions
deepened after she had visited and spoken to the two patients of Shipman whose
signatures appeared on the will as witnesses. On 24th July 1998, she reported her
suspicions to the police in Warwickshire, where she lived. The matter was passed to the
Greater Manchester Police for investigation and it was quickly realised that the doctor
who was the beneficiary of Mrs Grundy’s new will was the same doctor who had been
the subject of a police investigation only a few months earlier.

1.36 A warrant for the exhumation of Mrs Grundy’s body was obtained from the South
Manchester Coroner and the exhumation took place on 1st August 1998. On the same
day, the police executed warrants to search Shipman’s surgery and home address.
A typewriter and Mrs Grundy’s medical records were seized from the surgery. On
3rd August 1998, Detective Chief Superintendent (then Detective Superintendent)
Bernard Postles was appointed Senior Investigating Officer and a major incident
investigation began.

1.37 A post-mortem examination of Mrs Grundy’s body failed to establish the cause of her
death and a decision was taken to carry out toxicological tests. On 14th August 1998,
the police were told that initial tests carried out at the North West Forensic Science
Laboratory had shown the presence of an opiate, possibly morphine, in Mrs Grundy’s
body. Further tests were to be carried out to confirm the type and levels of opiate
present.

1.38 Also on 14th August 1998, an inspector from the Home Office Drugs Inspectorate,
together with a chemist inspector from the Greater Manchester Police, visited Shipman
at his surgery and interviewed him in connection with his use of controlled drugs. Prior
to that visit, on 10th August, the Home Office inspector informed the police that Shipman
had previous convictions. This was the first time that the Greater Manchester Police
became aware that Shipman had a criminal record. Enquiries were then made and the
nature of the previous convictions established.

1.39 Meanwhile, the police had decided to re-examine the 19 deaths certified by Shipman, of
which they had become aware during the March 1998 investigation. They began to
interview family members to ascertain whether they had any concerns about the



circumstances of the deaths. Later in August, the investigation was widened to include
a further nine deaths.

1.40 On 26th August 1998, the police were informed of the opinion of Mr Michael Hall, a
forensic document examiner, that the signatures on Mrs Grundy’s new will had been
forged and the will itself had probably been typed on the typewriter which had been
seized from Shipman’s surgery.

1.41 On 28th August 1998, Mrs Julie Evans, a forensic scientist, told the police that the levels
of morphine present in Mrs Grundy’s body were consistent with levels which had
previously been known to have caused death by morphine overdose.

1.42 On 7th September 1998, Shipman was arrested on suspicion of the murder of
Mrs Grundy, of attempting to obtain property by deception and of forgery. He was
interviewed in connection with those offences and later charged. The following day, he
appeared before Tameside Magistrates’ Court, when he was remanded in custody.
He has been in custody ever since.

Widening the Investigation

1.43 During September 1998, the bodies of Mrs Joan Melia, Mrs Winifred Mellor and
Mrs Bianka Pomfret were exhumed. On 5th October 1998, Shipman was arrested on
suspicion of their murders and was interviewed; however, the interview had to be
discontinued because Shipman became distressed and confused. He was charged
with the three murders on 7th October 1998.

1.44 In October 1998, the bodies of Mrs Marie Quinn and Mrs Ivy Lomas were exhumed.
Shipman was arrested and interviewed in connection with those deaths on
11th November 1998 but made no comment during the interviews. He was charged with
both murders the same day.

1.45 Exhumations of the bodies of Mrs Jean Lilley and Mrs Irene Turner followed in
November 1998 and, following a further ‘ no comment’ interview, Shipman was charged
with their murders on 3rd December 1998.

1.46 On 22nd February 1999, Shipman was charged with the murder of Mrs Muriel Grimshaw,
whose body had been exhumed in December 1998, together with the murders of
Mrs Norah Nuttall, Mrs Kathleen Wagstaff, Miss Maureen Ward, Mrs Pamela Hillier,
Mrs Maria West and Mrs Lizzie Adams, all of whom had been cremated.

Suspension from Practice

1.47 The police had been attempting for some time to prevent Shipman from continuing to
practise. They had informed the GMC of the position in August 1998 but were told that
the GMC could do nothing until Shipman had been convicted of an offence. On
18th August, the West Pennine Health Authority contacted the NHS Tribunal, which had
power to suspend him, but a hearing by the Tribunal could not be arranged before
29th September. After that hearing, the Tribunal’s decision to suspend Shipman from
practice was not communicated to the Health Authority until 15th October. The Health
15
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Authority was able to take control of the practice only after the expiration of the period
for an appeal against that decision, on 29th October 1998.

The Criminal Trial

1.48 At Shipman’s trial, which opened on 5th October 1999, he pleaded not guilty to the 15
counts of murder against him and to one count of forging Mrs Grundy’s will. On
31st January 2000, Shipman was convicted on all counts. He was sentenced to 15 terms
of life imprisonment and, for the forgery, a concurrent term of four years’ imprisonment.
When sentencing Shipman, the trial judge, Mr Justice Forbes, stated that his
recommendation to the Home Secretary would be that Shipman should spend the
remainder of his days in prison.

The End of Shipman’s Professional Career

1.49 Following the trial, Shipman was suspended from practice by the GMC Preliminary
Proceedings Committee and, on 11th February 2000, his name was erased from the
medical register by the Professional Conduct Committee of the GMC.

The Inquests

1.50 In the course of the police investigations, bodies had been exhumed in three cases
which did not form the subject of counts on the indictment at the criminal trial. Inquests
into the deaths of Mrs Sarah Ashworth, Mrs Alice Kitchen and Mrs Elizabeth Mellor had
been opened and adjourned by the South Manchester Coroner shortly after the
exhumations; these inquests were concluded in August and September 2000; all three
resulted in verdicts of unlawful killing.

1.51 By the time of the trial, the police had investigated a large number of deaths amongst
Shipman’s patients, in addition to the 15 deaths which were the subject of counts on the
indictment and the additional three cases where bodies had been exhumed. Some of
these investigations had been initiated by the police themselves; others had started as a
result of communications from concerned relatives. As a result of their investigations,
the police identified 23 further cases in which they believed that the evidence was
strong enough to justify a prosecution for murder.

1.52 On 18th February 2000, the Director of Public Prosecutions announced that no further
criminal proceedings would be instituted against Shipman because of the impossibility
of his having a fair trial after the publicity surrounding his convictions in January 2000.
A further factor was that, since it had been recommended that Shipman should spend
the rest of his life in prison, no additional punishment would be imposed as a result of
any future conviction.

1.53 In early 2001, the South Manchester Coroner sought and obtained from the Home
Secretary a direction to open inquests into the 23 deaths identified by the police,
together with a further death, that of Mr Charles Killan. The inquests were held between
January and April 2001 and concerned the deaths of Mrs Dorothy Andrew, Mrs Irene



Berry, Mrs Edith Brady, Mrs Edith Brock, Mrs Elsie Cheetham, Mrs Erla Copeland,
Mrs Lilian Cullen, Mrs Valerie Cuthbert, Mrs Elsie Dean, Mrs Joan Dean, Mrs Doris
Earls, Mrs Elsie Hannible, Mrs Irene Heathcote, Mrs Hilda Hibbert, Mr Charles Killan,
Mrs Bertha Moss, Mrs Nellie Mullen, Mrs Gladys Saunders, Miss Mabel Shawcross,
Mrs Marjorie Waller, Mrs Mary Walls, Miss Ada Warburton, Mrs Amy Whitehead and
Mrs Joyce Woodhead. All resulted in verdicts of unlawful killing, save for the inquests
into the deaths of Mrs Joan Dean and Mrs Marjorie Waller, at the conclusion of which the
Coroner returned open verdicts.

Further Police Investigations

1.54 The publicity surrounding Shipman’s trial and convictions caused more people to
contact the police, concerned about Shipman’s possible involvement in the death of a
family member. By the beginning of 2001, the Greater Manchester Police had
investigated 192 deaths. Meanwhile, the West Yorkshire Police had carried out
investigations into the deaths of Mr Edward Walker and Mrs Margaret Wilmore in
Todmorden and an incident involving Professor Elaine Oswald, who had become
concerned during the criminal trial that she may have been one of Shipman’s
intended victims.

1.55 On 5th January 2001, Professor Richard Baker’s review of Shipman’s practice, which
had been commissioned by the Chief Medical Officer, was published. That review,
which is discussed by Professor Baker in Appendix A to this Report, identified deaths
which he considered suspicious, having examined the cremation forms and/or the
medical records of the deceased. Approximately 60 of those deaths had not previously
been investigated by the police; following publication of the review, the
police proceeded to investigate them, together with others of which they had recently
become aware.

1.56 Professor Baker discovered that Shipman had issued 22 Medical Certificates of Cause
of Death (MCCDs) during his time in Todmorden, including the MCCD relating to the
death of Mr Edward Walker. Following the publication of the review, the West Yorkshire
Police investigated the other 21 deaths, as well as nine deaths (including that of
Mrs Margaret Wilmore) which had been certified by the local coroner. They interviewed
Shipman about the Todmorden deaths at Halifax Police Station on 30th April 2001. He
refused to answer their questions.

1.57 All those investigations had been concluded by June 2001, at which time the incident
room was closed and the police investigation scaled down.

The Laming Inquiry

1.58 On 1st February 2000, the day after Shipman’s convictions, the Secretary of State for
Health, The Rt. Hon. Alan Milburn, MP, announced in the House of Commons the setting
up of an inquiry under the provisions of section 2 of the National Health Service Act
1977, under the chairmanship of Lord Laming of Tewin.
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1.59 The Laming Inquiry began its preliminary work but, when it was discovered that it was to
be held in private, that members of the families of the deceased former patients of
Shipman would not be permitted to hear or read the evidence given to the Inquiry by
statutory and other bodies or individuals, and that families would not be permitted legal
representation, there was widespread dissatisfaction about the form of the Inquiry.
Representations were made to the Secretary of State on behalf of a number of relatives
of Shipman’s known or suspected victims, known collectively as the Tameside Families
Support Group. The Secretary of State considered his decision afresh but declined to
change it. He stated his reasons for maintaining his stance in a letter dated 12th April
2000, addressed to Ms Ann Alexander, the solicitor representing the Support Group. As
a result, proceedings for judicial review were commenced by the Support Group and,
subsequently, by nine media organisations.

1.60 On 20th July 2000, the Divisional Court set aside the Secretary of State’s decision of
12th April and remitted the matter for re-determination by him.

1.61 On 21st September 2000, the Secretary of State announced that a public inquiry would
be held into the issues surrounding the crimes committed by Shipman.



 

The forged will in the name of Mrs Kathleen Grundy, leaving her entire estate to Shipman
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Letter to a local firm of solicitors, purporting to be from Mrs Kathleen Grundy, sending 
them a copy of the forged will for safekeeping

Letter to the solicitors, purporting to be from a friend of Mrs Katheen Grundy called 
‘ J. Smith’ or ‘ S. Smith’, informing them of Mrs Grundy’s death



CHAPTER TWO

The Inquiry

The Setting Up of the Inquiry

2.1 On 31st January 2001, exactly a year after Shipman’s convictions and following
resolutions in both Houses of Parliament, the Secretary of State for Health issued the
instrument of appointment, establishing The Shipman Inquiry, giving it the powers
conferred by the Tribunals of Inquiry (Evidence) Act 1921 and appointing me as
Chairman of the Inquiry.

Terms of Reference

2.2 The Terms of Reference of the Inquiry are as follows:

‘ (a) after receiving the existing evidence and hearing such further evidence as
necessary, to consider the extent of Harold Shipman’s unlawful activities;

(b) to enquire into the actions of the statutory bodies, authorities, other
organisations and responsible individuals concerned in the procedures and
investigations which followed the deaths of those of Harold Shipman’s
patients who died in unlawful or suspicious circumstances;

(c) by reference to the case of Harold Shipman to enquire into the performance of
the functions of those statutory bodies, authorities, other organisations and
individuals with responsibility for monitoring primary care provision and the
use of controlled drugs; and

(d) following those enquiries, to recommend what steps, if any, should be taken to
protect patients in the future, and to report its findings to the Secretary of
State for the Home Department and to the Secretary of State for Health’.

Independence

2.3 Although the Inquiry was set up by Parliament at the invitation of the Secretary of State
for Health and is funded from the budget of the Department of Health, it is wholly
independent of Government.

Starting Work

2.4 The Inquiry was able to take over the offices at Gateway House, Manchester which had
previously been occupied by the Laming Inquiry. Work began immediately on the
collection and assessment of the available evidence; the legal team at first consisted
only of Leading Counsel to the Inquiry, Miss Caroline Swift QC, and the Inquiry’s then
Solicitor, Mr Campbell Kennedy, but they were soon joined by Senior Counsel,
Mr Christopher Melton (who was appointed Queen’s Counsel in April 2001) and Junior
Counsel, Mr Anthony Mazzag and Mr Michael Jones, and by the Deputy Solicitor to the
Inquiry, Miss Ita Langan. In March 2001, Mr Kennedy was replaced as Solicitor to the
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Inquiry by Mr Henry Palin. The Secretary to the Inquiry, Mr Andrew Griffiths, established
the administrative team.

2.5 I appointed Dr Aneez Esmail, LRCP MRCS MFPHM PhD to be my Medical Advisor. At
the time of his appointment, Dr Esmail was Head of the School of Primary Care at the
University of Manchester; he is a practising general practitioner and has also trained in
public health. He has, therefore, been able to advise me on matters relating to the
organisation of general practice and on medical issues relating to some of the individual
deaths which I have had to consider.

Deciding How to Proceed

2.6 The first of the Inquiry’s Terms of Reference required it to consider the extent of
Shipman’s unlawful activities. It seemed to me that this could be done in two ways. The
first possible approach was for me to look at the totality of the evidence relating to the
deaths which Shipman was known to have caused or was suspected of causing, and
take a broad and general view of his criminality. Alternatively, I could instruct the legal
team to investigate every suspicious or potentially suspicious death in which Shipman
may have been involved as thoroughly as possible and then, on the basis of the
evidence collected, reach a decision in the case of each individual death as to whether
or not Shipman was responsible for it.

2.7 Having considered the matter carefully and discussed it with the legal team, I decided
on the latter course. My reasons for doing so were these:

• There were hundreds of people who were in a state of uncertainty and distress, not
knowing whether their relatives had died a natural death or been killed by
Shipman; there was a strong feeling that it was only by knowing the truth that they
would be able to begin to come to terms with their shock and grief.

• Whilst it was anticipated that some of the deaths would be the subject of coroner’s
inquests in the future, not all those deaths had been fully investigated by the
police, and, if the Inquiry did not undertake further investigations, the evidence
relating to those deaths would remain incomplete. Also, it was unlikely that
inquests would be held into all the deaths which the Inquiry would investigate.

• It seemed to me essential that, before I went on to consider whether, and, if so, in
what respects, there had been failures in systems or on the part of individuals or
statutory or other bodies, which had allowed Shipman to commit murder
unchecked, I had to be able to form an accurate and authoritative view as to the
number of people he had killed and the period over which – and the
circumstances in which – the killings were perpetrated. Only by making decisions
about Shipman’s responsibility for individual deaths would I be able to form such
a view.

2.8 In deciding that individual deaths should be investigated, I did, of course, anticipate
that a great deal of work would be involved in the collection and analysis of evidence
relating to the individual deaths and, indeed, in the decision-making process itself. In
the event, the Inquiry’s decision to investigate a large number of deaths which had not



previously been investigated by the police has made the task an even more formidable
one than I had anticipated. However, the reaction of many of the family members
concerned, and their evident relief at being made aware for the first time of the full
circumstances surrounding their relatives’ deaths, has persuaded me that my decision
was the right one.

The First Report

2.9 It was plainly logical that the determination of Shipman’s guilt in respect of individual
deaths should be the subject of the first phase of the Inquiry. Thus, when the Inquiry
published its List of Issues in March 2001, the issues to be considered in Phase One
were identified as:

‘ …how many patients Shipman killed, the means employed and the
period over which the killings took place’.

2.10 Because of my desire to bring to an end, wherever possible, the uncertainty of many
family members as to whether or not Shipman killed their relatives, I decided that the
Inquiry should publish a First Report, setting out my findings as to Shipman’s guilt in
respect of all those deaths which the Inquiry legal team placed before me for decision.
Those findings can be found in Volumes Two to Six of this Report.

The Application of the Coroners Act 1988

2.11 In February 2000, the South Manchester Coroner sought a direction from the then Home
Secretary, The Rt. Hon. Mr Jack Straw, MP, to open inquests into all the deaths (not
previously the subject of the criminal trial or past or planned inquests) which had been
reported to him by the police. Such a direction was required because the bodies had
been cremated.

2.12 The Inquiry legal team was concerned that, if the Coroner were to proceed to hold full
inquests into those deaths, this would involve a duplication of the work of the Inquiry in
investigating and making decisions in respect of those deaths. There was also the risk
of inconsistency as between the Coroner’s verdicts and my own findings.

2.13 Accordingly, I invited the Lord Chancellor to exercise his powers under the provisions of
Section 17A of the Coroners Act 1988 and to require that the inquests, when opened,
should be adjourned pending publication of the findings of the Inquiry.

2.14 On 30th April 2001, the Home Secretary directed the Coroner to open inquests into 262
deaths and, on 4th May 2001, the Lord Chancellor wrote to Mr Pollard, requiring that
those inquests, once opened, should be immediately adjourned in the absence of any
exceptional reason why this should not be done.

2.15 On 18th May 2001, the Coroner opened inquests into 232 deaths, which inquests were
then adjourned. The disparity in the numbers of inquests (i.e. between 262 and 232)
was caused, according to the Coroner, by the fact that the original list included a
number of deaths which had already been the subject of criminal convictions or
inquests.
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2.16 Following publication of this First Report, my findings in the 232 cases will be
communicated to the Coroner; he will then forward certificates to the register office, with
a view to re-registration of the deaths with causes of death consistent with my findings,
without the need for the inquests to be resumed. In those cases where no inquest has
yet been opened but where it appears that, on the basis of my findings, re-registration of
the death is appropriate, I anticipate that inquests will be opened and adjourned under
the provisions of Section 17A of the 1988 Act and that my findings will be forwarded to
the register office in the same way.

Identifying the Deaths to be Investigated

2.17 The first task confronting the legal team was to identify all those deaths which should be
examined by the Inquiry. A database was created, on which details of every death
known to the Inquiry were recorded.

HOLMES

2.18 The starting point was the huge amount of information which had already been collected
by the police. The Greater Manchester Police gave the Inquiry immediate access to
their database, the Home Office Large Major Enquiry System (‘ HOLMES’), on which
appeared details of, and evidence relating to, all the deaths which had been
investigated by them and by the West Yorkshire Police, together with details of some
deaths which had not been investigated. The information contained on HOLMES was
updated from time to time until the police incident room was closed, and the
investigation scaled down, in June 2001.

Professor Baker’s Audit

2.19 In the course of the research involved in his review, Professor Baker had identified
virtually every death in Todmorden and Hyde for which Shipman had signed the MCCD.
Inevitably, a small number of such deaths were missed, either because they were
registered outside the district or by reason of human error. However, the Inquiry has
been able to identify most, if not all, of the ‘ missed’ deaths by checking through
Shipman’s books of used MCCDs, in which the counterfoils remain. Professor Baker
provided to the Inquiry a list of every death which he had identified; many of them also
appeared on HOLMES but the remainder were added to the Inquiry’s database, for
scrutiny by the Inquiry team. Those additional deaths which the Inquiry had identified
from the MCCD counterfoils were also put on the database.

Expressions of Concern

2.20 Any death in respect of which a relative, friend or other member of the public expressed
concern to the Inquiry was considered by the legal team. Sometimes, there was no
known connection between the death and Shipman, and the caller just wanted to
exclude the possibility that he might have been involved; in that event, the legal team
was able to reassure him or her and close the case immediately. In other cases,
however, the circumstances gave rise to a possibility that Shipman may have been
responsible for the death and, in such cases, a full investigation was undertaken.



Coroner’s Cases

2.21 There is a perception among the public that all deaths automatically come to the
attention of the local coroner. In fact, that is not the case – the coroner only becomes
aware of deaths which are specifically referred to him, or about which his advice is
sought. The majority of deaths proceed to registration, and thereafter to burial or
cremation of the body, without the intervention of the coroner, the cause of death having
been certified by the deceased’s general practitioner or a hospital doctor. Initially,
therefore, the police investigation centred on deaths which had been certified by
Shipman, rather than those which had been referred to the coroner.

2.22 Following publication of Professor Baker’s review, however, there was considerable
concern in Todmorden about Shipman’s possible involvement, not only in deaths which
had been certified by him, but also in deaths which had been referred to and certified
by the coroner. In response to that concern, the West Yorkshire Police considered 81
deaths which had been referred to the Coroner during Shipman’s time in Todmorden
and carried out detailed investigations into nine of those deaths where there was
thought to be a real possibility of involvement by Shipman.

2.23 The Inquiry has examined the Coroner’s files for the 81 deaths considered by the police.
The files contained post-mortem examination reports and factual summaries provided to
the Coroner by the police at the time of the death. The Inquiry legal team confirmed that
there was evidence of involvement by Shipman only in the nine cases already identified
by the police. One additional file was opened but was closed when the hospital records
of the deceased person in question revealed that Shipman was not involved in the
death. One of the nine cases involved the death of a newborn child. There is no question
of deliberate killing in that case, although it has been suggested that Shipman may have
provided inadequate medical care. As such, that death falls outside the Inquiry’s Terms
of Reference for Phase One. I have given decisions in the remaining eight cases and am
satisfied, on the basis of the available evidence (including expert forensic pathological
evidence), that six were natural deaths. In the seventh, there was inadequate evidence
to enable me to reach a decision and the eighth I regarded as suspicious, without being
able to come to any positive conclusion about Shipman’s guilt.

2.24 The legal team considered for some time whether or not it should perform a similar
exercise in relation to the deaths which had been referred to the South Manchester
Coroner during Shipman’s time in Hyde. It was recognised that this would be a far
bigger task than in Todmorden, involving as it would the examination of an estimated
52,500 files, covering a period of 21 years. It was also recognised that the Inquiry had to
balance the need to obtain the fullest possible information about deaths occurring
during Shipman’s professional life against the time and resources which a full review of
the South Manchester Coroner’s files would take. With those considerations in mind, I
decided that, in the interests of completeness, a search of the Coroner’s files should be
undertaken, with a view to identifying those deaths which were or might be connected
with Shipman.

2.25 As a result of the search which ensued, 136 deaths in which Shipman had some
involvement, usually as the deceased’s general practitioner, were identified. The
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majority of the deaths raised no suspicion, once the circumstances were examined, and
those cases were closed. A number of the deaths identified from the Coroner’s files had
come to the Inquiry’s attention by other means and were already the subject of
investigation. However, a small proportion were deaths of which the Inquiry had no
previous knowledge and these were made the subject of further investigation by the
legal team.

2.26 In the event, I have found that Shipman was responsible for only three deaths which had
been referred to the Coroner immediately after the death (other than by means of an
informal telephone query such as that made in the case of Mrs Kathleen Grundy); in one
of those cases (that of Mr Charles Barlow), there was a post-mortem examination which
revealed an apparently natural cause of death. In another (that of Mr John Stone), the
Coroner issued a Form 100A, indicating that there had been no post-mortem
examination and that he did not consider it necessary to hold an inquest. The third
patient, Mrs Renate Overton, died on 21st April 1995. She had remained in a persistent
vegetative state for 14 months, following an injection administered by Shipman in
February 1994. After a post-mortem examination without inquest, Mr Peter Revington,
who was then the South Manchester Coroner, certified that Mrs Overton had died as a
result of natural causes. I have found that Shipman unlawfully killed Mrs Overton.

2.27 It is plain that Shipman made every effort to ensure that deaths for which he was
responsible did not come to the coroner’s attention and, as is evident from my
decisions, he developed many techniques by which he was able to prevent them from
doing so.

The Deaths Investigated

2.28 In all, the Inquiry has investigated 887 deaths which were, initially at least, believed to
have some connection with Shipman. I have given written decisions in respect of 493 of
these deaths and one incident involving a living person; the remaining 394 cases have
been closed without a decision having been made. It is necessary to explain why.

2.29 As soon as the legal team began to consider the deaths which had been recorded on
the Inquiry database, it was evident that some were completely unconnected with
Shipman. A number of people, listed on HOLMES as ‘ deceased’, proved to be potential
witnesses who had died, or were deceased relatives of persons whose deaths were
being investigated, but who had not themselves had any dealings with Shipman. There
was obviously no point in considering those deaths further and the files relating to them
were closed.

2.30 Similarly, there were a number of deceased patients of Shipman whose medical records
had been found at his home and whose details appeared on HOLMES. The Inquiry team
at first suspected that the mere fact that records relating to a particular patient were
found at Shipman’s home might mean that the death of that patient should automatically
be regarded as sinister. However, after the legal team had spent some time looking
specifically at such cases, it became clear that no particular significance could be
attached to the fact that a patient’s records had been found at Shipman’s home.
Consequently, while some of the deaths merited further investigation, there were many



others where no cause for suspicion arose. Some of the patients concerned had died in
hospital after a significant period of in-patient treatment, others had died abroad or
suffered an accident. Again, those cases could be closed, in the knowledge that
Shipman was not responsible for the deaths.

2.31 Sometimes, it was only when further evidence was obtained – evidence from a family
witness, for example, to the effect that the deceased person had remained conscious
and apparently well for several hours after Shipman’s most recent visit – that it became
plain that Shipman could not have caused the death. Such cases were, therefore,
closed at that stage.

2.32 The preliminary view of the Inquiry legal team was that I should give a written decision:

• in the case of all deaths where the Inquiry’s investigations revealed real suspicion
as to whether Shipman was responsible for the death;

• in all cases where a family, friend or other member of the public had expressed a
real concern about the circumstances of the death and where that concern related
to potentially unlawful activity and was, therefore, within the Inquiry’s Terms of
Reference; this excluded allegations of incompetence, poor service or clinical
negligence;

• in the case of all deaths which had been assessed by Professor Baker as
moderately or highly suspicious on the basis of medical records or cremation
documentation; and

• in the case of all the Todmorden deaths investigated by the police (save for the
one which fell outside the Inquiry’s Terms of Reference for Phase One).

2.33 The effect of applying these criteria was to leave unallocated, either to the ‘ closed’ or
‘ decision’ categories, a significant number of cases where no concern had been
expressed by relatives and which Professor Baker had assessed as non-suspicious or
had not been able to assess at all because of the absence of medical records or
cremation forms. These were mainly cases from the late 1970s and early 1980s and, in
many (152 at the time of the Opening Meeting of the Inquiry in May 2001), the only
information which the Inquiry had in its possession was a copy of the entry in the register
of deaths. The amount of information available in these cases increased as more
relatives were traced by means of enquiry agents and advertisements in the press, and
as additional documents – Shipman’s visits books from the Donneybrook years, books
of MCCD counterfoils and daily report diaries from a residential care home, Charnley
House – came into the Inquiry’s possession, but the evidence still remained very limited
in some cases.

2.34 In the first instance, the legal team had intended that, of those cases with very little
available evidence, only those where there was some positive evidence that Shipman
had been, or might have been, involved in the death would be investigated and put
before me for decision; it was proposed that the remainder should be closed. As
matters progressed, however, it became clear that, for the early years, this was going to
mean that there would be few decisions and, moreover, no means by which the public
would be able to see the reasoning which had led to large numbers of cases being
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closed. There was also the risk that this approach would mean that some cases where
Shipman had killed would be missed.

2.35 It was decided, therefore, to change the approach. Instead of requiring positive
evidence of Shipman’s involvement, the legal team would investigate as fully as
possible those cases where there was little information available and refer them to me
for decision, in the absence of compelling evidence that Shipman had not been
involved in the death.

2.36 From the first, the legal team had taken the view that the fact that family members had
no concerns about the death, or were positively opposed to the death being
investigated, would not prevent the Inquiry from investigating in a case where there was
real cause for suspicion. However, where there were no overtly suspicious
circumstances and the family, on being contacted, had declared that they had no
concerns about the death, it was initially thought appropriate to close the case.

2.37 Once the decision was taken to lower the threshold for determining which cases would
be placed before me for decision, it was recognised that the Inquiry’s stance in relation
to families expressing ‘ no concerns’ would also have to be changed. After all, the
relative of a deceased person may have ‘ no concerns’ about Shipman’s involvement in
the death because he or she was with that person continuously during the days before
death and knows that Shipman never visited; equally, he or she may have ‘ no concerns’
because, having being abroad at the time of the death, he or she knows nothing about
the circumstances of the death but has no positive reason to suspect Shipman’s
involvement. In the first case, Shipman was obviously not implicated in the death; in the
second, it is impossible to know one way or another. In order to find out the true state of
affairs, it was necessary to approach families to ascertain precisely what they knew
about the circumstances of their relatives’ deaths. When this was done, it was
discovered that, in some cases where families had reported ‘ no concerns’, further
enquiries revealed that the circumstances of the death were such as to arouse
considerable suspicion about Shipman’s possible involvement.

2.38 Naturally, the Inquiry has been reluctant to take any step which might disturb or upset
families who have, hitherto, had no worries about their relative’s death, or who had been
unwilling to voice any concerns which they may have had. It has, however, been
impossible to avoid approaching such families in some cases. I hope that those who
have been contacted by the Inquiry, in circumstances when they would have preferred
that this was not done, will understand that it was necessary in order to discharge the
Inquiry’s duty to obtain the fullest possible information about deaths occurring during
Shipman’s professional career. The vast majority of people from whom the Inquiry has
sought information have responded courteously and patiently and I am most grateful to
them for their co-operation.



CHAPTER THREE

The Evidence and the Oral Hearings

3.1 Having identified the cases to be investigated, the Inquiry team opened a file on each
death and the work of collecting and analysing the evidence began. Further staff were
taken on as necessary to assist with this work; the legal team reached maximum
strength at the end of the summer of 2001, by which time a further six solicitors – among
them Assistant Solicitors to the Inquiry, Mrs Julie Denham and Miss Julie Clarey – and a
total of nine paralegals had joined the legal team.

The Collection of the Evidence

3.2 The investigation of 888 cases has necessitated a huge evidence-gathering exercise on
the part of the Inquiry. A great deal of effort has gone into tracing witnesses, obtaining
documents and doing the type of ‘ detective work’ normally associated with police
investigations. The result of all this work has been the accumulation of an enormous
body of evidence, which I have drawn upon in order to reach my decisions. The main
sources of evidence upon which my decisions are based can be identified as follows.

Police Statements

3.3 The Inquiry has had access to 2311 witness statements which were taken by the police
in the course of their enquiries in Todmorden and Hyde.

Inquiry Witness Statements

3.4 In addition, the Inquiry has obtained a further 1378 statements from relatives and friends
of those persons whose deaths have been investigated, and from neighbours,
paramedics, district nurses, police officers, home helps, residential home and other
care staff – in short, anyone who might be able to shed some light on the circumstances
of any of the deaths under investigation. Generic statements were also obtained
from Shipman’s practice staff, his former partners and others who had background
evidence which might assist in informing the Inquiry about the circumstances
surrounding the deaths.

3.5 Initially, the Inquiry employed solicitor agents, Eversheds, to take witness statements on
its behalf. That task was subsequently taken over by members of the Inquiry legal team.
The statements of those families who are legally represented were taken by their
solicitors, Alexander Harris, at the Inquiry’s request.

Coroner’s Documents

3.6 Where there was a post-mortem examination and/or an inquest at the time of the death,
the coroner’s files contained documents relating to the death; such documents also
sometimes existed if a case had been referred to the coroner but no post-mortem
examination followed. All the relevant files were obtained from the coroner as described
in Chapter Two.
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Documents Forming Part of the Death Registration and Cremation Certification Processes

3.7 The nature and significance of the documents created in the course of the death
registration and cremation certification processes are fully explained in Chapter Five.
Some of these documents, notably MCCDs and cremation Forms B, have been of great
importance in the decision-making process.

Practice Records

3.8 The Inquiry obtained from the police a full set of appointments sheets and surgery visits
books, together with other documents, from the Market Street Surgery; these have been
of the utmost importance in piecing together the events surrounding many of the deaths
being investigated. A visit to the Market Street Surgery by members of the Inquiry team
yielded further material.

3.9 Very few documents from the Donneybrook practice were available to the Inquiry until
October 2001, when Mrs Primrose Shipman delivered three boxes of documents which
had been cleared out of the Market Street Surgery in, she believes, about April 2001,
and stored at her home ever since. One of those boxes contained Shipman’s visits
books from 1979 to 1992, which covered all but his very earliest time at Donneybrook.
Receipt of those books necessitated a complete reconsideration by the Inquiry of all
pre-1993 deaths in the light of the information which they contained.

3.10 The nature and purpose of the practice records is described further in Chapter Four.

Medical Records

3.11 Initially, the Inquiry obtained from the police 362 sets of general practitioner notes (also
known as ‘ Lloyd George’ notes) and hospital records. The Inquiry has since obtained a
substantial number of further medical records, as well as other records of a similar type,
such as district nursing notes.

3.12 Up to 1996, responsibility for the retention and destruction of general practitioner
records lay with the relevant Family Health Service Authority (FHSA); after that time,
responsibility devolved onto the local health authority. Until 1994, the rule was that the
records of deceased patients had to be retained by the FHSA for only three years after
the completion of all the administrative procedures connected with the death. Further
guidance was issued to authorities in July 1994. This guidance stipulated different
periods of retention for different categories of patient, the longest minimum period being
25 years. For ease, the local FHSA and, afterwards, the West Pennine Health Authority,
instituted a policy whereby all records would be kept for 25 years. Although theoretically
that should mean that all records from July 1991 onwards have been preserved, in
practice the new system took some time to implement and, consequently, few records
from 1991 survive. In general, therefore, records dating from before 1992 are not
available for examination.

3.13 From 1973, general practitioners were given the option of having the records of their
deceased patients returned to them at the expiration of the three year period. Shipman
was one of a number of Tameside general practitioners who availed himself of this
opportunity. He then stored them in a completely haphazard fashion in his house and



garage, where they were found by police who were searching the premises as part of
their investigation into Mrs Grundy’s death. Most of the records found there post-dated
1991, but there were some records relating to deaths occurring before that time. They
had thus been preserved longer than would have been the case had they remained in
the custody of the Health Authority.

3.14 The procedure for destroying medical records has, of course, meant that few remain
from Shipman’s time at the Donneybrook practice. The Inquiry has, however, obtained
computerised records relating to some of Shipman’s patients who died while he was
practising at Donneybrook. A computer was installed at the surgery in 1989 and the
Inquiry obtained access to a copy of the patient data from the Donneybrook computer
hard drive. A search of the Donneybrook premises, carried out at the request of the
Inquiry, also revealed the medical records for 21 of Shipman’s deceased patients,
which had been retained by the practice and subsequently forgotten.

3.15 The medical records, where available, have been invaluable in informing the Inquiry of
the deceased’s medical history and state of health prior to death, as well as
of Shipman’s treatment of the deceased and his involvement, if any, around the time
of death.

Other Contemporaneous Documents

3.16 The Inquiry has obtained many other documents, such as police sudden death reports,
paramedics’ ‘ Diagnosis of Adult Death’ forms, telephone billing records, logs kept by
the deputising doctor service employed by Shipman, entries in the diaries of district
nurses, incident books kept by wardens of sheltered accommodation – even entries
from individuals’ personal diaries which had some relevance to the circumstances of
death. In addition, the Inquiry sought records from all the residential care homes in the
Hyde area where deaths of Shipman’s patients had occurred. Many of these were no
longer available but some – notably the Charnley House admissions registers (from
1970) and daily report diaries (from 1978) – have survived.

The Arrangements for the Distribution of Evidence

3.17 It was decided at an early stage that the Inquiry hearings should, as far as possible, be
paper free. Thus, the evidence to be placed before the Inquiry was scanned into an
image database and released to legal representatives on a series of CD-ROMs. Release
of the evidence in advance was subject to an undertaking by the recipient not to
disclose the material to anyone other than the relevant legal team and their clients and
to return the CD-ROMs and any paper copies to the Inquiry once the Inquiry was over,
or otherwise upon request.

3.18 The evidence available to legal representatives has been regularly updated by the issue
of new CD-ROMs; in between issues, any relevant documents added to the system
have been distributed in the form of paper copies which could then be discarded on
receipt of the next CD-ROM.

3.19 At the conclusion of Phase One, more than 37,500 pages of documents had been
scanned into the image database.
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The Opening Meeting

3.20 On 10th May 2001, the Inquiry held an Opening Meeting, at which I set out my intentions
with regard to the conduct of the future hearings. On that day, I announced that oral
hearings of the evidence relating to Phase One would begin on 20th June 2001. By then,
the Inquiry’s investigative work would by no means be complete but there would be a
tranche of cases in which the evidence would be ready to be heard.

Representation

3.21 Before and after the Opening Meeting, I granted leave to various individuals and
organisations to be represented before the Inquiry during Phase One and, for some,
recommended funding for that representation at public expense. A list of participants in
Phase One and their representatives can be found at Appendix B.

The Application to Broadcast

3.22 Before the start of the oral hearings in June 2001, I received letters from three
organisations, seeking the right to film and broadcast the Inquiry proceedings.
I decided to refuse my permission, as it seemed to me that exposure to the additional
publicity which would be caused by broadcasting would give rise to an unacceptable
degree of distress for the relatives of those of Shipman’s former patients whose deaths
were under investigation.

3.23 Shortly before the Opening Meeting on 10th May 2001, I was asked by one of the
organisations which had made the previous application to give full reasons for my
refusal of permission. By this time, I had decided that the Inquiry should be divided into
phases and I knew that most of the relatives, on whose behalf I had been concerned,
would be giving their evidence during Phase One. Since I realised that considerations
different from those on which I had based my earlier decision might arise after Phase
One, I decided to invite representations from all those who might be affected by the
broadcasting of the Inquiry.

3.24 The 102 relatives of known or suspected victims of Shipman whose views were
submitted to the Inquiry, generally agreed with the reasons which I had advanced at the
Opening Meeting for the refusal of my permission to broadcast Phase One. As a
consequence, when I published my decision, on 11th June 2001, it was to the effect that
there was to be no broadcasting of the Phase One hearings.

3.25 On 11th October 2001, I heard a further application by Cable News Network (CNN) for
permission to film and broadcast the public hearings of the Inquiry. Although the
application was couched in the form of a request for permission, CNN asserted a right
to film and broadcast the Inquiry proceedings. In particular, it asserted a right by virtue
of Article 10 of the European Convention on Human Rights (‘ the Convention’).

3.26 CNN’s application was opposed by the West Pennine Health Authority, the Greater
Manchester Police and several individuals with an interest in the Inquiry, most of whom
would be expected to give evidence in Phase Two. It was supported in part by the



Tameside Families Support Group, although they continued to oppose broadcasting of
Phase One. Because the application raised an issue of general importance to all public
inquiries, I permitted the Attorney General to appear by counsel. His representations
were limited to the points of principle arising, particularly under Article 10(1) of the
Convention.

3.27 Having heard the arguments, I held that Article 10 of the Convention did not guarantee a
right to film the Inquiry, so that if the Inquiry were to be filmed, it would be done, not by
right, but pursuant to my permission. So far as Phase One was concerned, I decided not
to permit the filming or broadcasting of hearings. During the hearings in June and July,
I had had the experience of seeing witnesses speaking about the deaths of their
relatives and was aware of the distress which this frequently caused them. By October
2001, I was also aware that many of the remaining non-expert witnesses in the Phase
One hearings would be extremely reluctant to attend to give evidence if they were to be
subjected to the additional stress of the wider public exposure which would result from
broadcasting. Accordingly, my decision not to permit the filming and broadcasting of
the Phase One hearings remained unchanged. I did, however, grant permission to film
and broadcast the first Stage of the Phase Two hearings.

The Oral Hearings

3.28 The oral hearings were held in the Council Chamber at Manchester Town Hall. The
Phase One hearings took place from 20th June to 24th July 2001, from 8th October to
10th December 2001, on 12th April 2002 (in a Committee Room) and on 2nd May 2002.
During those periods, the Inquiry heard oral evidence relating to 65 deaths and one
incident involving a living person, together with generic expert medical evidence
relevant to Phase One issues. In addition, in the course of the hearings, evidence
relating to a further 428 deaths, upon which I have made decisions without an oral
hearing, was placed on the Inquiry’s website and thus released into the public domain.
The release of evidence in those cases was formally marked by Counsel to the Inquiry
reading out the names of the deceased persons to whom the evidence related.

3.29 The evidence given in the course of oral hearings has been transcribed by
stenographers, using the ‘ LiveNote’ system, which enables a draft transcript of the
evidence to be displayed on laptop computers at the Town Hall and the Inquiry offices a
few seconds after the evidence has been given and revised transcripts to be available
and to be posted on the Inquiry’s website within hours of the conclusion of the day’s
hearings. In order to enable legal representatives to make full use of the various
systems, the Inquiry has loaned laptop computers to those requiring them for the
duration of the Inquiry. Documents received or referred to in evidence during the oral
hearings, or otherwise related to the issues under discussion, were also posted on the
Inquiry website. The website has been widely used. Up to April 2002, it had been
‘ visited’ on average 225 times a day by more than 15,000 individual visitors; moreover,
the Inquiry has received a number of communications from people wishing to comment
on evidence which they had plainly been following with great attention by means of the
website.
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3.30 During the hearings, the Inquiry has used a document display system, ‘ TrialPro’, by
which documents scanned into the image database can be called up and displayed on
three large screens situated at various points in the hearing chamber, as well as on
smaller screens for the use of legal representatives, witnesses giving evidence, the
media and, of course, myself. The advantage of the system is, first, that it enables
everyone in the hearing chamber to see the document which is being discussed and
thus greatly enhances the ability of the public to understand and follow the
proceedings. Second, time is not wasted in searching for a relevant document among
the many paper files that would otherwise be required; instead, the document can be
called up and displayed in a matter of seconds.

3.31 As well as the screens used for the display of documents, a fourth large screen in the
hearing chamber shows an image of the person speaking, whether that be a legal
representative, witness or myself, the image being taken by voice-activated cameras
situated at various points in the hearing chamber.

3.32 In order to enable people living in or near Hyde who had an interest in the Inquiry to
follow its proceedings without having to travel into the centre of Manchester, the Inquiry
provided a room in the public library at Hyde, to which the same images and documents
as those displayed on the screens within the hearing chamber, together with the
accompanying sound, were relayed. Apart from the first days of the oral hearings and a
handful of occasions since, this facility has been little used and, at the conclusion of the
hearings in December 2001, I indicated that, in order to save unnecessary expense,
I was considering whether or not the facility should continue to be provided during the
Phase Two hearings. A consultation exercise followed, after which I decided that the
facility should be maintained until June 2002, after which the library, for reasons
unconnected to the Inquiry, would no longer be available for use. I should then consider
whether a transfer of the facility to another venue could be justified.

3.33 Within the Town Hall, media representatives have been provided with an annex,
comprising a lobby and three rooms equipped with telephones, telephone points for
computers, screens on which are displayed the documents and images currently being
viewed in the hearing chamber, and documents and information relating to the oral
hearings.

3.34 It has been the intention of the Inquiry, by means of the various arrangements described
above, to make its proceedings as open and accessible as possible to members of the
public with an interest in its proceedings. All the evidence upon which the findings set
out in this First Report are based has been placed in the public domain by means of the
website. The Inquiry is in every sense a ‘ public’ inquiry.

3.35 It was recognised that not everyone with an interest in the Inquiry owns a computer or
has the knowledge, inclination or opportunity to make use of computer facilities which
are available for public use in libraries and other settings. Arrangements were,
therefore, made for family members of deceased persons whose deaths were to be the
subject of a decision, to attend the Town Hall or the Inquiry offices, where they were
given the opportunity of reading the evidence relating to their relative’s death from a
paper copy or on a computer screen. Many families have availed themselves of this



service. Members of the Inquiry’s witness liaison team were on hand on these occasions
to answer, or refer to the Inquiry legal team, any queries raised by those who attended.

3.36 Also in attendance on those occasions were volunteers from Tameside Victim Support,
who were available to give assistance to any family members who became distressed.
Tameside Victim Support has provided invaluable support to witnesses and families
throughout Phase One, both at the oral hearings and at all other stages of the Inquiry
process, and I am most grateful to their manager, Mrs Helen Ogborn, and her staff and
to all the volunteers who have fulfilled this important and sensitive role.

The Oral Evidence

3.37 It would clearly have been impracticable for me to hear oral evidence relating to every
one of the 494 cases in respect of which I have had to make a decision as to Shipman’s
guilt. It was, therefore, decided that I should hear oral evidence in a representative
sample of cases, where it seemed that the evidence required clarification or where there
was some other particular feature (for example, a link with another death) which made
an oral hearing desirable.

3.38 In the course of the oral hearings, I heard evidence from 179 individuals in connection
with 65 deaths and one other incident. The Inquiry team and I did all that we could to
make the experience of giving evidence as easy as was possible in the circumstances.
The family witnesses in particular received support and encouragement from members
of their own families and friends, as well as from Tameside Victim Support.
Nevertheless, as was inevitable, many found their attendance to give evidence a
stressful and upsetting experience.

3.39 I wish to express my personal thanks to all those who gave evidence before me and who
assisted me greatly in resolving the difficult issues which arose in some of the cases
which I have had to decide.

The Expert Evidence

3.40 The Inquiry obtained generic reports from two expert medical witnesses, Professor
Henry McQuay and Dr John Grenville, both of whom attended (Dr Grenville on several
occasions) to give oral evidence. The most important aspects of their evidence are
summarised in Chapters Six and Seven. Professor Helen Whitwell, a forensic
pathologist, gave written and oral evidence in connection with a number of individual
deaths which had been followed by post-mortem examinations. Professor Kevin Park,
Head of the Department of Pharmacology and Therapeutics at the University of
Liverpool, advised the Inquiry in connection with a number of specific matters.

3.41 The Inquiry heard evidence from Professor Richard Baker, OBE MBBS MD FRCGP
MRCGP, Professor of Quality in Health Care and Director of the Health and Clinical
Governance Research and Development Unit, Department of General Practice and
Primary Care, University of Leicester, author of the review of Shipman’s practice, which
was commissioned by the Chief Medical Officer and published in January 2001.
Dr Peter Goldblatt, PhD MSc BSc (Hons), Director, Health and Care Division, Office for
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National Statistics and Chief Medical Statistician, who assisted with that review, also
gave oral evidence. The main findings of the clinical audit are summarised and
compared with my own findings in Chapter Fourteen.

Shipman’s Position

3.42 Shortly after the Inquiry started work, the Inquiry wrote to Shipman and to solicitors
acting on his behalf, inviting him to contribute to the Inquiry. His solicitors replied that he
did not wish to participate.

3.43 As an Inquiry established under the provisions of the Tribunals of Inquiry (Evidence) Act
1921, the Inquiry has the power to compel witnesses to attend to give evidence. Whilst
that power has proved useful in persuading – and, in a very few cases, compelling –
witnesses to attend the oral hearings, it would plainly not be effective in the case of
Shipman. The ultimate penalty for non-compliance with a witness summons is
imprisonment and, since the trial judge recommended that Shipman should remain in
prison for the remainder of his life, the threat of imprisonment was unlikely to be effective
in persuading him to attend and give evidence to the Inquiry.

3.44 Shipman’s resolve to say nothing whatsoever about the allegations made against him
was demonstrated in April 2001, when the police attempted to interview him in
connection with their investigations into deaths in Todmorden and Hyde. Shipman
turned his face to the wall and refused to respond to their questions. It is plain that he
would not be prepared to say anything which would be of assistance to this Inquiry.

3.45 The Inquiry has sent to Shipman and his solicitors lists of the names of his former
patients whose deaths are being investigated by the Inquiry. Thus, he has been
afforded the opportunity to comment on the circumstances of those deaths. He has
chosen not to do so.

The Position of Mrs Shipman

3.46 Examination of the evidence showed that Mrs Shipman appeared to have some
involvement in the circumstances surrounding two of the deaths and one incident being
investigated by the Inquiry. The legal team, therefore, wished to call her to give oral
evidence. She was initially unwilling to attend the Inquiry and a witness summons was
served on her. Shortly before she was due to attend in response to the summons,
I declined an application that she should give her evidence by video link or in private; in
doing so, I was confident that the Inquiry would be able to ensure that, despite the
intense media and public interest in her attendance, Mrs Shipman would be able to give
her evidence in the same calm and orderly atmosphere which has generally prevailed in
the hearing chamber; that, indeed, proved to be the case.

3.47 Mrs Shipman’s evidence was given subject to an undertaking provided by the Attorney
General that:

‘ …no evidence she (Mrs Shipman) may give before the Inquiry (whether
orally or by written statement) nor any written statement made



preparatory to giving evidence nor any documents produced by her to
the Inquiry will be used in evidence against her or Harold Shipman in
any criminal proceedings, except in proceedings where she is charged
with having given false evidence in the course of this Inquiry or having
conspired with or procured others to do so’.

Such undertakings are, of course, not unusual in public inquiries where the giving of an
undertaking will facilitate the functions of the inquiry in obtaining the fullest possible
evidence.

3.48 I found Mrs Shipman to be an honest and straightforward witness. Before she came to
give evidence, she was asked whether she had any documents in her possession
relevant to the Inquiry’s investigations. She admitted that she had and delivered them
up. They have been of great assistance to the Inquiry and have helped me to reach
decisions on a number of individual deaths where, without them, I would have been
unable to do so. Although Mrs Shipman might not have realised the potential
importance of these documents and the extent to which they might damage her
husband’s interests, I consider that a dishonest woman, whose only concern was to
protect her husband, would have withheld or disposed of the documents and said that
they had been destroyed long ago. In one of the cases about which she was asked in
oral evidence (that of Mrs Irene Chapman), Mrs Shipman’s evidence was very
damaging to her husband’s interests. The overwhelming impression which I formed of
Mrs Shipman was that, whilst attending the Inquiry to give evidence was a great ordeal
for her and she was understandably nervous, once in the hearing chamber, she did her
very best to co-operate as fully as she was able.

Submissions

3.49 In each case where there was no oral hearing of the evidence, Counsel to the Inquiry
prepared a detailed summary of the evidence relating to the death, together with
submissions as to the appropriate finding. The case summary and submissions were
put into the public domain by placing them on the Inquiry website. Where the evidence
was heard orally, brief written submissions as to the appropriate finding were prepared
by Counsel to the Inquiry and made public in the same way. In most cases where family
members of the deceased were legally represented, written submissions on the
evidence were also made by their Counsel. In considering the evidence in each case,
I took careful account of the submissions made by Counsel, but the final decision was,
of course, mine alone.
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CHAPTER FOUR

Shipman’s Practice

4.1 The Inquiry has taken witness statements from former members of staff at all three
practices at which Shipman worked, as well as from his former partners in Todmorden
and his former colleagues at the Donneybrook practice. From their evidence, it has
been possible to build up a picture of the structure of Shipman’s working week and to
gain an understanding of practice procedures and of the purpose and use of those
practice documents which are in the Inquiry’s possession. This knowledge has provided
me with the necessary background against which to view the circumstances of each
individual death.

Todmorden

4.2 Shipman joined the Abraham Ormerod Medical Centre in Todmorden in 1974. It would
appear that, at that time, there were between 9000 and 12,000 patients registered with
the Medical Centre, from a local population of about 17,000 people.

4.3 Shipman was recruited to replace Dr Jim Howat, who had retired by reason of ill health.
The other partners were the senior partner, Dr Michael Grieve, and Dr John Dacre,
Dr David Bunn and Dr Brenda Lewin. There were two receptionists, Mrs Mollie Dunkley
and Mrs Marjorie Walker. All the district nurses who worked in the Todmorden area were
also based at the Medical Centre, although they were employed by the local health
authority and not by the doctors.

4.4 Each doctor held a morning surgery, before carrying out home visits and then returning
for an afternoon surgery. The evidence suggests that morning surgery lasted from about
8.30am or 9am until about 11.30am. In case of emergency, the doctor would visit the
patient immediately. The local doctors were frequently called out in an emergency,
since the nearest hospital was a 30 minute drive away.

4.5 Although Shipman’s partners have different recollections about the matter, it seems
unlikely that Shipman inherited an established list of patients when he joined the
practice. According to Dr Dacre, Shipman was encouraged to see Dr Howat’s patients;
Dr Grieve believes that Shipman actually took over Dr Howat’s list. However, Dr Bunn is
adamant that he inherited Dr Howat’s list and that Shipman was at first expected merely
to assist the other partners with their patients and to start building up his own list. It
seems likely that Dr Bunn’s recollection is the most reliable since he would have reason
to remember this particular development in his own practice.

4.6 All the doctors did home visits and Shipman did no more than the others. According to
Dr Grieve, Shipman was keen to go out and see patients, especially in an emergency.

4.7 Shipman did not have a higher proportion of terminally or severely ill patients than his
colleagues, but it was apparently he and Dr Bunn who used to visit the residents of the
two local nursing homes, Scaitcliffe Hall (where Mr Edward Walker died) and Mytholm
Hall. All but one of the doctors also worked as clinical assistants at the Stansfield View
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and Fielden hospitals for the mentally handicapped. I have found that neither of the two
deaths at Fielden Hospital was in any way suspicious. Dr Lewin, who suffered poor
health, did not do emergency visits; she did not attend patients in hospital or nursing
homes, nor did she work at the weekend.

4.8 The district nurses had been based at the Medical Centre before the doctors moved in
during the early 1970s, and continued to provide nursing services and some domestic
assistance to patients of the practice thereafter. They gave instruction and assistance to
patients in the self-administration of injections of morphine and pethidine, which were
the drugs normally prescribed to patients in severe pain. The usual procedure,
according to District Nurse Myra Bairstow, was for patients to collect their own
prescriptions from the pharmacy, or to arrange for someone to do so on their behalf.

Donneybrook

4.9 When Shipman joined the Donneybrook practice, he became one of seven doctors
practising there, the others being Dr Geoffrey Roberts (who left in November 1980),
Dr Geoffrey Bills (who was there until December 1988), Dr William Bennett (who left in
1989 or 1990), Dr Derek Carroll (who retired in 1992), and Dr Ian Napier and Dr John
Smith (both of whom remained at the practice throughout Shipman’s time there). The
practice had been formed by the amalgamation of three smaller practices and each
doctor maintained his own patient list. Other doctors who were members of the
Donneybrook practice during Shipman’s time there were Dr Wojciech Kucharczyk (from
1981 until 1983), Dr Jeffrey Moysey (from May 1983), Dr Alan Rowlands (from January
1989 until 1995), and Dr Anthony Rodgers (from 1990 until 1995). In October 1977,
Shipman replaced Dr John Bennett. By October 1991, the number of patients registered
with Shipman was 2842.

4.10 Shipman’s morning appointments began at about 8.45am and, according to the
practice staff, he would arrive at the surgery 15 to 20 minutes before, sometimes earlier.
The appointments sheets for the Donneybrook practice were kept for five years
(sometimes less); they were then burned, so that no records of appointments from
Shipman’s time have survived. However, staff at the practice recall that his
appointments frequently lasted longer than the allotted time of seven minutes; as a
consequence, his morning surgery regularly overran the ‘ official’ finishing time of 11am,
ending instead at about 11.30am, or even later. After his surgery, Shipman would
prepare and sign any necessary prescriptions and do other paperwork, before going
out to visit patients in their homes.

4.11 Unlike the other doctors in the practice, who would often eat their lunch in the reception
area or common room, Shipman was rarely in the surgery at lunchtime. Instead, he had
already set out on his visits. The exception to this was on Fridays, when representatives
of drugs companies would frequently visit and give presentations to the doctors.
Shipman was a regular attender at these events.

4.12 The staff noticed that, as well as visiting on request, Shipman would also visit patients
without being asked to do so. He often did this only a few days after the patient had
attended the surgery. One of Shipman’s former partners, Dr Napier, has pointed out



that, until the mid-1980s, it was usual for himself and other doctors to pay routine visits
about once a month to elderly patients with limited mobility. While such visits would
involve some medical examination (for example, the measurement of blood pressure),
their purpose was social as much as medical. From the mid-1980s, however, Dr Napier
did not offer this service to new patients and he gradually ceased making such visits
altogether.

4.13 According to Dr Grenville, this pattern reflects a widespread move by doctors away
from visiting their patients at home. The reason for this change was primarily pressure of
time; a home visit takes significantly longer than a consultation at the surgery. Some
doctors did – and apparently still do – attempt to maintain the habit of making home
visits, even when not strictly necessary on health grounds; they recognise that it can be
useful to observe a patient in his or her home environment and that a home visit is easier
for, and much appreciated by, patients. However, the general trend over recent years
has been towards treatment in surgery, rather than at home.

4.14 It is likely that the pattern of routine home visits described by Dr Napier would have
been relatively common amongst family doctors when Shipman joined the Donneybrook
practice in 1977. Whereas other doctors ceased the habit of making such visits over the
years which followed, it is clear that Shipman continued to make regular unannounced
visits (which he termed ‘ cold visits’) right up to the end of his professional career;
moreover, the type of patient whom he would visit without a prior request went well
beyond the elderly patients with limited mobility described by Dr Napier.

4.15 The books in which the Donneybrook practice staff recorded requests for visits and the
symptoms of the patients requesting such visits, have not survived. However,
throughout his time at the Donneybrook practice, Shipman kept a series of hardback
diaries, in which he noted the names and addresses of the patients whom he was to
visit. On occasions, he would also record brief details about their condition and any
future action (such as referring them to the district nurse or arranging a domiciliary visit)
which he proposed to take. Shipman’s diaries from 1979 to 1992, which he used as
visits books, have survived and are in the Inquiry’s possession.

4.16 If a patient’s name appears in Shipman’s visits book on a particular day, my experience
is that this is generally good evidence that a visit was indeed made on that day. A
recorded visit on the day of a patient’s death may not necessarily have been made
before death; the entry might refer to a request for Shipman to visit after a patient had
been found dead in order to confirm the fact of death; this is a possibility which I have
had to bear in mind when considering the circumstances of each individual death.
Sometimes, such entries have a symbol beside them, indicating that the patient had
died. In some cases, there is no entry in the visits book, despite the fact that it is clear
from other evidence that Shipman visited on that day. The absence of an entry could
mean that no request for a visit was made because Shipman was making an
unannounced visit; it could also mean that a request was made but was not
communicated to Shipman by the practice staff until after he had left the surgery to go
out on his rounds. It is not wholly clear whether Shipman carried a pager whilst he was
at the Donneybrook practice – he may have done so for part of the time – but, if he was
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needed urgently, the practice staff would contact him by telephone at the house of a
patient whom they knew he was due to visit.

4.17 Afternoon surgery was scheduled to last from 4pm until about 5.30pm except on
Thursday, when Shipman had the afternoon off. In addition to the usual morning and
afternoon surgeries, Shipman held an antenatal clinic on Tuesdays at noon; this would
last about an hour. In the early years of his time at Donneybrook, he had appointments
and patient visits every Saturday morning; from the mid-1980s, however, the practice
changed its system so that Saturday morning duties were shared and, from then on,
Shipman worked on alternate Saturday mornings.

4.18 The doctors at the Donneybrook practice maintained their own lists but covered
for each other on their respective afternoons off, during some holidays and, from the
mid-1980s, on Saturday mornings. For the first three years or so, Shipman and
Dr Roberts provided half day and other cover for each other. After Dr Roberts left the
practice, the same reciprocal cover was provided for Shipman’s patients by
Dr Kucharczyk (for about two years), and then by Dr Moysey.

4.19 In addition, a doctor would be responsible for all the patients registered with the
practice when he was on duty in the evenings, at weekends and over bank holidays.
The system was that each of the members of the practice provided out of hours cover
on a rota. When on evening duty, a doctor was responsible for providing cover from
5.30pm or 6pm until about 11pm, after which telephone calls were diverted to the
deputising service used by the practice. The deputising service would then respond to
all calls made until 8 or 8.30 the following morning. Dr Bills recalls Shipman telling him
that he would sometimes arrange for the deputising service to inform him of calls
received during the night; if the call came from one of his own patients, Shipman would
on occasions choose to make the visit himself, rather than leave the deputising service
to deal with it in the usual way.

4.20 The charges made by the deputising service for dealing with calls received by them
from 11pm onwards were shared between all the partners in the practice. Before 11pm,
telephone calls made to the surgery were transferred to the home of the doctor on duty.
That doctor could choose to have calls diverted to the deputising service earlier than
11pm but, if he chose to do so, he would be financially responsible for the charges of
the deputising service for responding to those calls.

4.21 The Inquiry has obtained the Donneybrook duty doctor transfer book, covering the
period from May 1982 to November 1995. The book records details of which doctor was
on duty each evening, weekend and bank holiday, as well as the time at which each
doctor arranged for calls to be diverted to the deputising service. That book has proved
extremely useful when considering deaths which occurred out of the normal surgery
hours.



Market Street

4.22 Once at the Market Street Surgery, Shipman practised alone. In October 1992, two
months after the move, he had a list of 2931 patients. By 1998, the number of patients
registered with him had risen to 3046 with a maximum number (in 1994) of 3124.

4.23 The long-standing members of Shipman’s staff at Market Street were Sister Gillian
Morgan (practice nurse, later nursing practitioner), Mrs Alison Massey (receptionist,
then practice manager), Mrs Carol Chapman (receptionist, then building manager/
receptionist), Mrs Judith Cocker (receptionist, then senior receptionist) and
Mrs Margaret Walker (computer operator). Mrs Primrose Shipman provided cover on
Saturdays and for illness and holidays in the later period of Shipman’s practice at
Market Street. Sister Morgan, Mrs Massey and Mrs Cocker had moved with Shipman
from the Donneybrook practice.

4.24 All these members of staff have given statements describing the layout of the surgery,
the staffing arrangements and the general working of the practice. Some have given
additional statements dealing with specific deaths about which they have some
personal knowledge and, in Mrs Chapman’s case, about the deaths of relatives which
have been investigated by the Inquiry.

4.25 Shipman saw patients with pre-arranged appointments from 8.45am each weekday
morning. He arrived at the surgery between 8am and 8.30am. The appointments were
recorded on the appointments sheet for the day, the allotted time for two patients being
15 minutes; the Inquiry has in its possession the full set of appointments sheets covering
Shipman’s time at the Market Street practice. As at Donneybrook, Shipman’s
appointments frequently overran. They would last until 10.15 to 10.30am, after which
Shipman would hold an open surgery, when patients without pre-booked appointments
would be seen on a ‘ first come, first served’ basis. The numbers of patients attending
open surgery varied from day to day but, on occasions, could be as many as 18.
Shipman’s willingness to see patients without a prior appointment and to visit his
patients at their homes contributed significantly to his popularity as a doctor.

4.26 The time at which Shipman finished his open surgery varied according to the numbers
of patients attending and could be at any time from about 11.15am onwards. Sometimes
(particularly on Mondays), the numbers of patients attending the open surgery was such
that it extended until noon or later. In his evidence at trial, Shipman said that, after the
end of surgery, he would first check the visits book to see whether there were any urgent
visits to be made. If there were, he would leave the surgery and deal with them
immediately. If a very urgent request for a visit came in during surgery, he would attend
immediately and the patients in the surgery would have to wait.

4.27 Assuming that there were no visits to be made immediately after the open surgery,
Shipman would prepare, check and sign prescriptions, deal with his post, talk to the
practice staff and carry out other administrative tasks.

4.28 By contrast with his habit at Donneybrook, Shipman is said to have lunched with staff in
the reception area at the surgery several times a week. Since the reception area was
situated immediately inside the main entrance to the premises, he would sometimes see
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patients who had called into the surgery to book an appointment, collect a prescription
or for some other purpose. On such occasions, members of staff say that it was not
unusual for an informal consultation to take place there and then.

4.29 Shipman paid his home visits to patients between the end of his morning activities in the
surgery and the beginning of his afternoon appointments at 4pm. If he had only a few
visits to make, he would arrive back in the surgery early and continue with work of an
administrative nature. On Tuesdays, he shared an antenatal clinic with the midwife
between noon and about 12.45pm. On Wednesday afternoons, he had a vaccinations
clinic, starting at 2pm and lasting no more than an hour, sometimes less. He held a
minor operations clinic on Fridays at 2pm, which lasted an hour or less. He made home
visits to patients before and after his Wednesday and Friday clinics.

4.30 On Thursdays, Shipman often attended postgraduate continuing education sessions at
the local hospital; the Inquiry has records of his attendance at many of these sessions
and at other professional courses. On Fridays, Shipman would frequently see drugs
company representatives from about noon to 12.30pm. Staff meetings at the surgery
also took place on Fridays, usually starting at 12.30pm.

4.31 When a patient requested a home visit, that request was entered in the surgery visits
book, with the patient’s name and address and brief details of his or her symptoms.
Where no request for a visit had been received, but Shipman had informed the practice
staff of his intention to revisit a patient, the intended revisit would be noted by staff in the
visits book. That book stayed in the surgery at all times. The Inquiry has the full set of
visits books covering the whole of Shipman’s time at the Market Street Surgery.

4.32 After his arrival at Market Street, Shipman initially continued his previous habit of
maintaining his own visits book and, for 1993, both his own and the surgery visits books
are available. After that time, however, either Shipman ceased to keep his own books or
they have been lost or destroyed. At some time – it is not clear precisely when, although
it was certainly in operation by December 1996 – a new system was introduced. From
then on, a receptionist would fill in a visit request form, containing similar information to
that recorded in the surgery visits book; the form would then be handed to Shipman to
take with him on his rounds. Some of those forms have been found in patients’ medical
records; others have been destroyed or lost. In his evidence at trial, Shipman said
that he used the forms to record his clinical findings and other information; on his return
to the surgery, he would transfer that information onto the computer and then destroy
the form.

4.33 There was also an acute prescriptions book, in which telephone requests by patients for
a prescription other than a repeat prescription were recorded; the requests would then
be communicated to Shipman, who would decide whether or not to issue the
prescription which had been requested. Other messages were also recorded in the
book. The Inquiry has the acute prescriptions books from the Market Street Surgery for
the whole of Shipman’s time there.

4.34 Shipman’s afternoon surgery began with booked appointments from 4pm or shortly
before. This was followed by an open surgery, usually beginning at 5.30pm. The length



of the open surgery would again depend upon the number of patients attending. After
the surgery had finished, Shipman would sometimes see new patients by appointment.
He would leave the surgery premises at 6 to 6.30pm, sometimes as late as 7pm or
beyond. Sometimes he would visit patients on his way home from the surgery.

4.35 On Saturday mornings, Shipman saw patients by appointment from 8.45 and then went
out on visits before his open surgery, which usually started at 11am. He finished in the
surgery at about noon and then carried out any remaining visits.

4.36 Outside surgery hours, Shipman made use of a deputising service, Healthcall Medical
Services (Healthcall). Healthcall offered two types of service, namely, a telephone
answering facility and a deputising doctor service. Shipman availed himself of both
these services at different times. From 6pm, when the surgery closed, the usual
arrangement was that all patient calls were transferred to Shipman’s home telephone
number; Mrs Shipman usually answered these calls and passed messages on to her
husband. On occasions, calls were diverted to Healthcall, which would pass the
messages on to Shipman for him to deal with. This was the telephone answering facility.
Sometimes, when he was going to be unavailable, Shipman used the deputising doctor
service during the evening.

4.37 From about 11pm until 7am, the deputising doctor service operated; telephone calls
were diverted to Healthcall, whose doctors would deal with them. Between 7am and
8.30am, Shipman again used Healthcall’s telephone answering service.

4.38 At weekends, patients’ calls were usually transferred direct to Shipman’s home and he
would deal with any necessary visits himself. Sometimes, calls were diverted to
Healthcall. If Shipman was unavailable, he would arrange for Healthcall to provide their
deputising doctor service. Otherwise, he would use Healthcall as a ‘ holding service’ so
that, when a call was received, Healthcall would contact Shipman by telephone or
pager to inform him of the call and he would then decide whether to deal with it himself
or instruct Healthcall to do so on his behalf.

4.39 The system of payments for out of hours visits required careful records to be kept, and
one member of the Market Street staff was responsible for keeping the ‘ duty doctor’
diary, which recorded out of hours visits by Healthcall and by Shipman and also noted
whether or not a claim could be made to the Health Authority in respect of each visit.

4.40 The Inquiry has the duty doctor (previously called the ‘ night visits’) books for the period
1992 to 1997. They confirm that out of hours calls were dealt with sometimes by
Shipman and sometimes by Healthcall. On comparing the books for 1995 and 1997, it is
noticeable that, in 1995, Shipman was recorded as attending patients at weekends
much more frequently than was the case in 1997; in 1997 also, he was more likely to
allow Healthcall to visit his patients on weekday evenings and nights. However,
Shipman’s use of Healthcall as a ‘ holding service’ meant that he retained control of his
calls for much of the time when he was officially ‘ off duty’. He was usually in a position to
make the decision as to whether or not he would respond personally to a request by a
patient for a home visit out of surgery hours.
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4.41 Sister Gillian Morgan worked five mornings a week and a late shift on Friday. She ran
regular clinics for the management of chronic conditions such as hypertension, asthma
and diabetes. She kept her own diaries, recording the names of patients and
appointment times, and those diaries covering the period from 1992 to 1998 have been
made available to the Inquiry.

4.42 In 1993, a networked computer system was installed at the practice and used for the
storage of patient data. The server for the networked system was on the first floor of the
surgery, in the room occupied by Mrs Walker, the computer operator. The four other
workstations were at other sites in the surgery; there was one workstation in Shipman’s
consulting room and another in the practice nurse’s room.

4.43 From 1993, Shipman kept a set of computerised medical records for each patient, in
addition to the manuscript ‘ Lloyd George’ records. Until January 2001, general
practitioners were required to keep paper records for each patient; only in certain
circumstances were they allowed to maintain only computerised records. However,
Shipman’s entries in the manuscript records became increasingly intermittent after the
introduction of computerised records and, in the case of some patients, his manuscript
entries ceased altogether in the mid-1990s. Notes in the computerised records about
patient consultations were entered only by Shipman himself or, following an
appointment with her, by Sister Morgan. Other information, such as that contained in
letters from consultants, or the results of blood tests, was entered by receptionists and
other members of staff; all members of staff, together with Shipman, used a single user
name,‘ HFS’, to gain access to the system.

4.44 The computerised medical records of Shipman’s patients were stored on the hard drive
of the server and they could be accessed from each workstation. Micro-Doc software
was installed and was used to maintain and update patient medical records. Prior to
14th October 1996, the version of the Micro-Doc software being used had no facility for
identifying the date on which entries in patient records stored on the computer system
had been added, deleted or altered. On that date, however, an improved version of
Micro-Doc was installed and, from that time, it was possible to carry out an ‘ audit trail’ on
any entry, in other words to identify precisely when a particular entry was made.

4.45 During the course of their investigations, the police discovered, by means of the audit
trail facility, that Shipman had falsified the computerised records of a number of
patients; he had made additions to those records in order to create a medical history
which would explain the death. In the case of Mrs Bianka Pomfret, for example, some
entries in her computerised records, apparently dated several months before her death,
were found to have been added on the day she died so as to provide a plausible
explanation for her death, which Shipman certified as having been caused by coronary
thrombosis due to ischaemic heart disease.

4.46 The Inquiry has in its possession an image of the computer hard drive from the Market
Street Surgery. It has been possible to carry out audit trails on entries made after
October 1996 in the computerised medical records of patients whose deaths have been
investigated by the Inquiry.



4.47 The practice records at the Market Street Surgery (in particular the appointments sheets
and the surgery visits books) were kept meticulously by the practice staff and, except
where it is clear that an entry was made at Shipman’s specific direction, I have no
reason to doubt that the entries in the records are anything other than entirely genuine
and accurate. In my decisions on those individual deaths where the fact or timing of a
visit is in issue, I have invariably included a description of Shipman’s probable
movements on the day in question and I have attempted to identify, by reference to the
records, any ‘ windows of opportunity’ which would have been available to him to visit
the patient concerned. The reliance which I have been able to place on the accuracy of
the records maintained by the practice staff at the Market Street Surgery has been of
invaluable assistance to me in carrying out this exercise and the records have provided
the chronological framework for many of my decisions.

4.48 The patient medical records kept by Shipman were not of the same high standard. The
purpose of keeping such records is, as Dr Grenville pointed out, not only to assist the
doctor making them, but also to inform other doctors, who might assume responsibility
for treating the patient, of the patient’s medical history and any treatment which the
patient may have received. In the main, Shipman’s records were inadequate for this
purpose. His manuscript notes were usually sketchy and frequently illegible. Little detail
was included of the history given by the patient and of the results of any examination
performed. The nature and amounts of medication prescribed frequently went
unrecorded. After 1993, the use of the dual system of manual and computerised
records led to consultations going unrecorded on one system or the other and, on
occasions, both. Where I have found that Shipman killed, his records (both manuscript
and computerised) frequently contain false entries which were designed to provide the
basis for an innocent explanation of the death. Even where I have found that the death
was natural, the patient records are generally of an unsatisfactory standard.

Residential and Nursing Homes

4.49 I have made decisions in 124 individual cases of deaths which occurred in residential or
nursing homes. Of these, 109 occurred in residential homes and 15 occurred in Hyde
Nursing Home.

4.50 The Inquiry has taken witness statements from members of staff at these homes and has
had access to all the relevant documentation from the homes which is still in existence.
As I have mentioned elsewhere, daily diaries for Charnley House are available from
1978 through to 1995 and the admissions register from 2nd February 1970 to date is also
available. Obviously, wherever contemporaneous documentation has been made
available, my task in assessing Shipman’s likely involvement in the death has been
made much easier.

4.51 The witness statements and the documentation reveal that, Shipman called
unannounced on his patients who lived in residential or nursing homes, just as he did
upon patients who lived in their own homes, albeit apparently with less frequency. They
also show that there were occasions when Shipman saw residents in those homes in the
absence of a member of staff. Sometimes this would arise because he had entered the
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premises without making his presence known. On other occasions, where he was
known to be on the premises, a member of staff had to leave him alone with a patient for
a short while, in order to attend to other duties. It also appears that there were many
occasions when Shipman was summoned to see one resident and then, perhaps of his
own volition or perhaps at the request of a member of staff, visited another patient who
lived at the same home.

4.52 Comparisons of entries in the diaries from Charnley House and Shipman’s visits book
shows that the majority – but not all – of the visits recorded in Shipman’s visits book were
also recorded in the Charnley House diary and vice versa.



CHAPTER FIVE

The Existing Procedures for Death Registration and Cremation 
Certification

5.1 It has been necessary, in the course of investigating the deaths of Shipman’s patients,
to examine the existing procedures for establishing, certifying and registering the fact
and cause of death and for obtaining, where appropriate, the necessary authority to
cremate the deceased; the documents created in the course of those procedures have
formed an important body of evidence available to the Inquiry.

5.2 This is not the time to embark on a detailed evaluation of the working of the current
system, nor of the respects in which it might be improved; those matters will be fully
considered in the course of Phase Two, Stage Two of the Inquiry and I shall report upon
them, and upon my recommendations for change, if any, in a further Report. For the
purpose of this First Report, it is necessary merely to set out an account of how
the existing systems operate, so as to provide a background against which the
circumstances surrounding the individual deaths can be viewed.

5.3 Since all but a few of the deaths which have been investigated by the Inquiry have
occurred outside hospital, the account will be based upon the procedures which are
followed in the event of a death at home or elsewhere in the community. Furthermore,
this account of the system is not concerned with the case where the circumstances of
the death are such as to arouse immediate suspicion of violence, giving rise to an early
referral to the coroner and a criminal investigation. No such suspicion was reported in
the immediate aftermath of the death of any of Shipman’s patients.

Death Registration

Confirming the Fact of Death

5.4 Where a death is sudden and/or unexpected, an ambulance is frequently summoned
and the attending paramedics carry out a series of tests to confirm that death has
indeed occurred. In other cases, a doctor is usually summoned to confirm the fact of
death. Whilst the paramedics will record their findings on a form and a doctor will
usually note the death in the deceased’s medical records, there is no requirement for
any formal document, certifying the fact of death, to be completed.

5.5 If the death is discovered during surgery hours, the doctor summoned to confirm the
fact of death will frequently be the general practitioner with whom the deceased is
registered; at other times, it is highly likely that a deputising doctor with no knowledge of
the medical history of the deceased will attend.

Certifying the Cause of Death

5.6 Once the fact of death has been established, the priority then becomes to identify an
appropriate cause of death. Apart from cases in which an inquest has been opened and
the coroner gives specific authorisation, it is only when the cause of death has been
certified that burial or cremation of the body can take place.
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5.7 The individual most likely to be able accurately to identify the cause of death is the
doctor with the best knowledge of the deceased’s medical history, in particular the
history during the days and weeks immediately preceding the death. That will usually be
the deceased’s general practitioner, who may or may not be the same doctor who has
confirmed the fact of death. Section 22(1) of the Births and Deaths Registration Act 1953
requires that:

‘ In the case of the death of any person who has been attended during
his last illness by a registered medical practitioner, that practitioner
shall sign a certificate in the prescribed form stating to the best of his
knowledge and belief the cause of death…’.

5.8 The form of the certificate (see Appendix C), which is entitled ‘ Medical Certificate of
Cause of Death’ (‘ MCCD’), is prescribed by the Births and Deaths Regulations 1987 and
requires the doctor signing it to declare:

‘ I hereby certify that I was in medical attendance during the above
named deceased’s last illness, and that the particulars and cause of
death above written are true to the best of my knowledge and belief’.

5.9 When a doctor is confronted by the sudden death of a patient, he or she must first
decide whether he or she can properly be said to have ‘ attended’ the deceased during
the last illness. That decision depends, of course, on the doctor being able to identify
the cause of death and, therefore, the ‘ last illness’ referred to. Where the attending
doctor can state the cause of death with confidence, he or she may properly complete
the MCCD and state what he or she believes to be the cause of death. This would
happen in the case of a patient who has plainly died of terminal cancer where the doctor
has treated the patient throughout the various stages of the illness, or in the case of a
patient with a long history of heart problems who has died after exhibiting the classic
signs of a coronary thrombosis. In some cases, a doctor will telephone the coroner’s
office and seek advice as to whether he or she (the doctor) should sign the MCCD.

5.10 If the doctor concerned cannot identify the cause of the deceased’s death with sufficient
confidence, he or she should decline to complete the MCCD. Although there is no
statutory requirement on the doctor to do so, in those circumstances, he or she will
usually report the death to the coroner at that stage.

5.11 If the doctor is confident that he or she can properly complete the MCCD, he or she will
enter on it the deceased’s name, age and date of death, together with the place of
death. The doctor is also required to state the date on which he or she last saw the
deceased alive and to ring one of the assertions from each of the following two groups:

‘ 1. The certified cause of death takes account of information obtained from post-
mortem.

2. Information from post-mortem may be available later.
3. Post-mortem not being held.
4. I have reported this death to the Coroner for further action’.

and



‘ a. Seen after death by me.
b. Seen after death by another medical practitioner but not by me.
c. Not seen after death by a medical practitioner’.

In the vast majority of deaths which have been investigated by the Inquiry, Shipman
ringed ‘ 3’, i.e. ‘ Post-mortem not being held’, and ‘ a’, i.e. ‘ Seen after death by me’.

5.12 In that section of the MCCD which deals with cause of death, the doctor is required to
certify the chain of causation leading to death in the manner accepted by the World
Health Organisation. Under Part I(a), the doctor should record the most immediate
cause of death. At I(b), he or she should go on to identify the disease or condition which
led to the immediate cause of death; the most common examples amongst the MCCDs
completed by Shipman are ischaemic heart disease (I(b)) leading to coronary
thrombosis (I(a)) and hypertension (I(b)) leading to cerebrovascular accident (I(a)). If
the doctor considers that there is a further link in the chain of causation, the relevant
disease or condition providing that link should be recorded at I(c); an example of this
would be hypertension (I(c)) leading to atherosclerosis (I(b)) leading to cerebrovascular
accident (I(a)).

5.13 Under Part II, the doctor should record any other significant condition(s) contributing to
the death but not related to the disease or condition causing it. On occasions, Shipman
listed under Part II a condition which the deceased undoubtedly suffered from, but
which could have made no contribution to the death. The Inquiry is, however, aware that
this is not a practice which is confined to Shipman; it seems that there is a widespread
misunderstanding of the purpose of this section of the MCCD and that conditions wholly
irrelevant to the death are frequently listed under Part II.

5.14 The certifying doctor is also invited (but not obliged) to state the approximate interval
between the onset of each of the diseases or conditions identified under Parts I and II.
He or she must also indicate if the death might have been due to, or contributed to by,
the employment followed at some time by the deceased.

Causes of Death

5.15 According to Dr Grenville, it is never appropriate for a doctor to certify death as being
due to ‘ natural causes’. This would signify that the doctor does not know what the cause
of death was, only that he or she feels satisfied that it was not due to unnatural causes;
that decision is, he says, for the coroner – not the doctor – to make.

5.16 ‘ Old age’ as a cause of death is permissible, indeed it is specifically mentioned in the
books of blank MCCDs issued to doctors. The relevant paragraph currently reads:

‘ Old age, senility – do not use ‘ old age’ or ‘ senility’ as the only cause of
death in Part I unless a more specific cause of death cannot be given
and the deceased was aged 70 or over’.
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5.17 In his oral evidence, Dr Grenville said this:

‘ It (old age) is an appropriate thing to put where an elderly patient has
been suffering for some time with generalised degenerative disease
involving several organs, the elderly patient has been ill for a
significant period of time, usually weeks or months, with multiple organ
failure and the death is fully expected. It may be difficult in those
circumstances to determine exactly which organ it was that ultimately
failed and brought about the death. So, in that situation, the diagnosis
of old age or senility is acceptable’.

5.18 Dr Grenville went on to say that it would be the invariable case that somebody for whom
it was appropriate to certify death as being due to old age would have been bed-fast for
some time. He added:

‘ I would not be prepared to certify old age or senility in someone who
had been active up to the day of death or even, indeed, a day or two
before death. If a person who had been active and not particularly ill
was suddenly to become ill and then to die within a few days, I would
want to know what the specific cause was because that is not a general
gradual deterioration involving multiple organs, it is a specific
deterioration of something. I may not know what it was but it seems to
me that it implies that a particular system has failed’.

5.19 Shipman certified ‘ old age’ as the primary or only cause of death in Part I in 49 cases
and I have found that 15 of those deaths were unlawful killings. There are also cases in
which he certified that ‘ senility’ was the cause of death but those were either cases from
the 1970s or early 1980s or cases in which there was a suggestion of dementia. Many of
the patients certified as having died of ‘ old age’ were very far from being in the state
described by Dr Grenville. An obvious example is Mrs Kathleen Grundy, who was in
good health for her age and was expected to attend as a helper at a day centre for the
elderly on the very day of her death. Mrs Elsie Godfrey had suffered a chest infection a
few weeks prior to her death but had spent the weekend with her family, returning home
on the day of her death and going straight to have lunch at Pensioners’ House; she had
been planning to attend a bingo session that evening but, as I have found, was killed by
Shipman during the afternoon. Mrs Elizabeth Baddeley had visited her sister in Canada
only a few weeks before her death and, on the very day she died, she had cleaned
her car and used it to take a friend out to lunch, to visit another friend and to go to the
local library.

5.20 ‘ Natural causes’ was cited by Shipman as the primary or only cause of death in only four
cases. I have found that he was responsible for two of those deaths and that there is a
suspicion that he was also responsible for the other two. Shipman certified in one
of those cases, that of Mr Arthur Bent, that the cause of death was ‘ Natural Causes
(Old Age)’.



Reporting the Death to the Registrar

5.21 The 1953 Act requires that the doctor completing the MCCD shall ‘ forthwith deliver
that certificate to the registrar’. In practice, this does not happen. Instead, the doctor
hands over the MCCD (usually in a sealed envelope) to a member of the deceased’s
family or, if there is no family involvement, to the person who is making the funeral
arrangements. That person (or some other family member) then delivers the MCCD,
usually still in its envelope, to the registrar at the same time as attending to fulfil his or
her duty to report the death to the registrar for births and deaths for the sub-district in
which the body was found.

5.22 The informant of the death must give to the registrar certain specified information about
the deceased. Provided that the registrar is satisfied that he or she can properly
proceed to register the death, that information, together with the cause of death as set
out in the MCCD, is entered in the register of deaths and signed by the informant. The
registrar will then issue a certified copy of the entry in the register (often known as the
‘ death certificate’, although that term is also used – incorrectly – to describe a MCCD),
and will issue a certificate giving authority for burial or to apply for a cremation. This
process is commonly known as ‘ registering the death’.

The Registrar’s Duty to Report a Death to the Coroner

5.23 In certain circumstances, a registrar will not register the death, but will instead report it
to the coroner. A registrar has a duty to report a death on the approved form (Form 52) if
the death is one:

• where the deceased was not attended during his last illness by a doctor; the
words ‘ attended during his last illness’ are not defined; or

• where the registrar has not been able to obtain delivery of a duly completed
MCCD; or

• where it appears from the MCCD that the doctor who has certified the cause of
death did not see the deceased either after death or within 14 days before the
death; or

• where the cause of the death appears to be unknown; or

• where the registrar has reason to believe the death was unnatural or caused by
violence or neglect or by abortion or to have been attended by suspicious
circumstances; or

• where the death appears to have occurred during an operation or before recovery
from the effects of an anaesthetic; or

• where the death appears from the MCCD to have been due to industrial disease or
industrial poisoning.

5.24 Such formal reports from the registrar to the coroner account for only about four per cent
of deaths referred to the coroner. Most deaths which registrars would be obliged to
report (e.g. where the deceased’s doctor cannot comply with the attendance
requirement or has not seen the deceased within the prescribed periods, or where the
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doctor cannot identify the cause of death) will have been reported to the coroner by
others (usually the deceased’s general practitioner) before the death comes to the
attention of the registrar. Much more common are informal approaches by registrars to
the coroner’s office for advice, for example as to whether a particular cause of death
can be accepted.

5.25 One of the circumstances in which the registrar must report a death to the coroner
arises when it appears from the MCCD that the certifying doctor did not see the
deceased either after death or within 14 days before the death. It should be noted that
these two requirements are expressed in the alternative, so that, if the doctor saw the
deceased’s body after death but has not seen the deceased during the fortnight before
death, the registrar is under no duty to report the death, provided that the doctor has
certified that he or she has been in attendance during the deceased’s last illness.

5.26 In the event that a doctor has not seen the deceased after death, nor within a fortnight
before, the registrar will frequently consult the coroner to see whether, in the
circumstances, the coroner is prepared to extend the 14 day period and allow the death
to be registered without a formal report to the coroner; it appears that some leeway is
usually available, although the extent of that leeway varies widely from coroner to
coroner. When a coroner is prepared to allow a death to be registered in these
circumstances, it is usual for the coroner to issue a Form 100A, notifying the registrar
that the circumstances connected with the death have been reported to the coroner,
that he or she does not consider it necessary to hold an inquest and that no post-
mortem examination has been held. Receipt of Form 100A enables the registrar to
proceed to register the death.

5.27 There is a widespread and mistaken belief amongst members of the public, and even
some medical practitioners, that the effect of the ‘ 14 day rule’ is to require all deaths
occurring more than 14 days after the certifying doctor’s last contact with the deceased
to be reported to the coroner. When he gave evidence to the Inquiry in May 2002, the
South Manchester Coroner, Mr John Pollard, said that the registrars would not (and, he
said, should not) register the death if the doctor stated on the MCCD that he or she had
not seen the deceased within the 14 days prior to death; this would be the case even if
the doctor had seen the body after death and had been the treating doctor during the
last illness. In that event, Mr Pollard said that he would, in an appropriate case, issue a
Form 100A ‘ to cover it’. So far as he was aware, his predecessor, Mr Revington, followed
the same practice. Shipman was plainly aware of the practice. The Inquiry has looked at
many cases where he claimed to have seen the deceased during the fortnight before
death when plainly he had not. He did this in many cases where he had seen the
deceased’s body after death and so would, at least in that respect, be qualified in law to
certify the death. It is clear that his conduct must have been directed at avoiding a
referral by the registrar to the coroner. He did not necessarily do this for sinister reasons
in every case; I have noticed that, even when a death was natural, he would sometimes
avoid a referral to the coroner if he could; what is not clear is whether he did this in order
to spare the relatives further distress, to save himself time and trouble or because he
preferred to ‘ keep control’ of the post-death procedures.
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5.28 In the case of a death which the registrar has reported to the coroner, or which he or she
knows has been notified to the coroner, or which he or she knows it is the duty of some
other person or authority to report to the coroner, the registrar must refrain from
registering the death until he or she has received either a coroner’s certificate after an
inquest or a notification from the coroner that it is not intended to hold an inquest. Such
notification is delivered by means of Form 100A if there is to be no post-mortem
examination or inquest, or by means of Form 100B, if there has been a post-mortem
examination which has revealed a natural cause of death, thereby rendering an inquest
unnecessary. Receipt of Form 100A or Form 100B enables the registrar to proceed to
register the death.

Cases Reported to the Coroner

5.29 When a death is reported or referred to the coroner, he or she must make preliminary
enquiries in order to determine whether a post-mortem examination and/or an inquest
should be held. If the cause of death is at first unknown, but post-mortem examination
establishes a natural cause of death, the coroner will inform the registrar of this fact on
Form 100B and the registrar will then proceed to register the death. If an inquest is
required, that must of course take place before death can be registered, although,
having opened the inquest, the coroner will usually release the body for burial or
cremation.

Cremation Certification

5.30 Because cremation removes any possibility of recovering the deceased’s body for
future examination, the requirements for obtaining authority for disposal by cremation
are more extensive than those which must be met before a deceased can be buried.
Potentially, the most significant requirements are for a second doctor to confirm the
cause of death and a third doctor (known as the medical referee) to examine the
cremation documentation before authorising the cremation.

5.31 In the case of a death where there has been no post-mortem examination and no
inquest, four cremation forms, Forms A, B, C and F, must be completed. The precise
wording of the forms used is not uniform across the country. Specimen forms used by
Dukinfield Crematorium, where most of Shipman’s patients were cremated, can be
found at Appendix D.

Form A

5.32 An application to cremate is made on Form A, usually by the deceased’s closest relative
or executor. Included on the form are questions about the date, time and place of the
deceased’s death; the applicant is required to state whether he or she knows of any
reason to suspect that the death of the deceased was due, directly or indirectly, to
violence, poison, privation or neglect. The form must be countersigned by a person who
knows the applicant and is prepared to certify that he or she has no reason to doubt the
truth of any of the information furnished by the applicant. In practice, Form A is usually
completed by the undertakers dealing with the death and the applicant merely signs the
form. It is usual for a representative of the undertakers to countersign the form.



56

The Shipman Inquiry
Form B

5.33 The application to cremate must be accompanied by two medical certificates, the
certificate of medical attendant (Form B) and the confirmatory certificate (Form C). Form
B must be completed by a medical practitioner who has attended the deceased before
death and seen and identified the deceased’s body after death. This form asks a
number of questions about the circumstances and cause of the death and the certifying
doctor’s involvement with the deceased before death. For the purposes of the Inquiry’s
investigations, some parts of the form have proved particularly significant.

5.34 The first question concerns the date and time of the deceased’s death. Shipman’s usual
practice was to insert a specific time of death (rather than a bracket of times), often
qualified by the word ‘ about’ or ‘ approximately’. Where a relative or some other person
was present at the moment of death, there will be often be no difficulty in ascertaining an
accurate time of death. However, when it is said that no one was present at the time of
death, it is difficult to see how that time can be specified with confidence, particularly
when the death is not discovered until some hours later. Yet, Shipman frequently
purported to estimate the time of death in circumstances where there can have been no
possible scientific basis for such an estimate: see paragraphs 6.97 and 6.98. Shipman’s
purpose in doing this in cases where he had killed was to suggest a time of death which
would give the largest possible interval between that time and an earlier visit by him.

5.35 The certifying doctor is asked (at question 6) whether he or she attended the deceased
during his or her last illness and, if so, for how long. The words ‘ attended during his or
her last illness’ are not defined. The Inquiry has investigated many cases where the
deceased’s death was sudden and unexpected and preceded by no history which
could properly be described as a ‘ last illness’. One such example of this is Mrs Margaret
Waldron, whose death was said by Shipman to have been caused by a coronary
thrombosis and whom I have found he killed. In Form B, he claimed to have attended
her for three months during her ‘ last illness’; in fact, she had suffered no ‘ last illness’
and, in particular, had no history of cardiac problems prior to the day of her death. The
only problems for which she had sought medical advice in the three months prior to her
death were hyperlipidaemia (raised blood fats), catarrh, a facial mole and sciatica, none
of which could possibly have merited the description ‘ last illness’.

5.36 Questions 7 and 8(a) of Form B have assumed particular significance during the
Inquiry’s investigations. These relate to the time when the certifying doctor last saw the
deceased alive and how soon after death he or she saw the deceased’s body. In many
cases, Shipman answered question 7 by saying that he had seen the deceased alive a
few hours before his or her death. He would usually attempt – by giving a specious
estimate of the time of death and/or by lying about the time of his visit – to create the
longest possible time interval between his visit and the time of death. Sometimes, his
attempts to construct a timetable resulted in obvious inconsistencies in the history
revealed by the contents of Form B.

5.37 In the case of Miss Ada Warburton, for example, Shipman stated that he had attended
Miss Warburton for five hours during her ‘ last illness’ (a cerebrovascular accident), that
he had last seen her alive at ‘ about 17.30 hours’ and that she died also at ‘ about 17.30



hours’. That would suggest that he was present at the death, but he went on to claim
that the only person present at the moment of death was a neighbour and that he
(Shipman) had seen Miss Warburton’s body ‘ about 45 minutes’ after death. On the Form
B relating to the death of Mrs Deborah Middleton, Shipman gave the time of death as
about 5pm and his previous visit as about two hours before death (i.e. about 3pm) but
went on in the same form to state that Mrs Middleton had been found by her daughter at
2.30pm and that the ambulance had arrived and the paramedics found her dead
at 3pm. All the entries about timing are heavily overwritten and, when read together,
make no sense at all. I have found that Shipman killed both Miss Warburton and
Mrs Middleton.

5.38 By question 8(b) of Form B, the certifying doctor is asked what examination of the
deceased he or she has made. Shipman’s response to this was virtually always to the
effect that he had performed a ‘ complete external’ examination. In reality, he was never
observed by relatives to perform a thorough examination and, frequently, the relatives
said that he did not touch or go near the body at all. Other local doctors completing
Forms B used a variety of descriptions for their examinations, including ‘ external’, ‘ full
external’, ‘ routine’ and ‘ examined for vital signs’.

5.39 Question 10 asks about the mode and duration of death. Examples of possible modes
(syncope, coma, exhaustion, convulsions) are given on the form. Shipman’s usual reply
was that the mode of death was ‘ syncope’ lasting ‘ seconds’ or ‘ minutes’; sometimes he
cited ‘ coma’ lasting ‘ minutes’ or ‘ hours’. Dr Grenville observed that the description of a
‘ coma’ lasting ‘ minutes’ makes no sense since, by definition, a coma is a state of
unconsciousness lasting at least several hours and, more often, days, weeks or even
months. The obvious difficulty which arises is that, if no one is present at the death, any
statement about the mode and duration of the death must be based on the doctor’s
supposition only. If a person is found dead on the floor, it may be reasonable to deduce
that they suffered a ‘ collapse’ of short duration. There is no such clue with the deaths of
many of Shipman’s patients, which occurred when they were sitting peacefully in chairs
or on sofas. In his oral evidence, Dr Grenville said that, before entering ‘ collapse’ as the
cause of death, he would require:

‘ …evidence that the patient had collapsed while doing something else.
I might well fill that in if I found the patient collapsed on the floor
obviously heading for the bed or for the telephone or something like
that, perhaps with a cup of tea spilt or whatever. I think one can then
say this person appears to have collapsed; it will only have lasted a
few seconds. But someone who is in bed or on a chair, I think it is
impossible to say that this was syncope lasting a few seconds or a
lapse into unconsciousness lasting maybe an hour’.

5.40 When giving evidence in the case of Mr John Howcroft, Dr Grenville said that, in certain
circumstances, ‘ if everything else is right’, it would be reasonable to infer a mode and
duration of death from the surrounding circumstances although, if he were completing
the Form B, he would make clear that he was drawing an inference, rather than stating a
fact. Dr Grenville did make the point that a failure to give an answer to the question can
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cause a problem, as a medical referee may refuse to ‘ pass’ the form and authorise
cremation. It may not be uncommon, therefore, for a doctor completing Form B to
speculate as to the mode and duration of death. The Inquiry will be looking at this and
other problems associated with completing Forms B during Phase Two, Stage Two.

5.41 Form B further requires the certifying doctor to state whether his or her answers relating
to cause, mode and duration of death are the result of that doctor’s own observations or
based on the statements of others, and if so, whose. It is not obligatory for the names or
contact details of the relevant persons to be specified, and Shipman rarely did so. The
question was presumably designed to elicit information about persons who had nursed
the deceased and been present at the death, and who would, therefore, be able to tell
the certifying doctor that the deceased had, for example, been in a coma for 24 hours
before death, or had suddenly collapsed and died in a matter of minutes. However,
Shipman would frequently answer this question by claiming to rely on statements made
by paramedics, neighbours and family members who had come on the scene only after
the death, and could not, therefore, have had any useful information to give about the
mode and duration of the deceased’s death. Reference to such persons was obviously
intended to give the impression that there were people who had firsthand knowledge
about the circumstances of the death when, in fact, there were not. Shipman would
sometimes indicate in response to this question that someone had seen the deceased
alive shortly prior to death, thus giving the impression that there had been a sighting of
the deceased alive between an earlier visit by him and the time of death.

5.42 Question 13 of Form B asks who nursed the deceased during his or her last illness. The
certifying doctor is asked to give the names and capacities (e.g. professional nurse,
relative, etc), but not contact details, for the person(s) who nursed the deceased.
Sometimes, Shipman falsely claimed that a deceased person had been receiving
nursing care; one such case was that of Mr Sidney Smith, whom Shipman stated had
been nursed by his brother, Mr Kenneth Smith; in fact, Mr Kenneth Smith had severe
mobility problems, as a result of which his brother cared for him. Usually, however,
Shipman’s response to this question stated (correctly) that the deceased had received
no nursing care. This was frequently the case even when he certified the cause of death
as ‘ old age’. Bearing in mind that ‘ old age’ implies a high degree of frailty and eventual
multiple organ failure, it would be surprising if such a person had not been receiving any
nursing care; indeed, the absence of such care should perhaps, as Dr Grenville pointed
out, raise questions as to whether there had been an element of neglect which may
have contributed to the death and which might, of itself, necessitate a referral to the
coroner.

5.43 Question 14 of Form B asks who were the persons (if any) present at the moment of
death. Here also it is not obligatory to give the name or contact details of such persons
and Shipman rarely did. Often, he referred only to their connection with the deceased,
describing them, for example, as ‘ a neighbour’. Frequently, he responded by saying
that no one was present. However, the Inquiry has investigated many deaths where
Shipman falsely claimed that persons were present at the death when it was clear that
they were not. Sometimes, the people recorded as present came on the scene after the
death; perhaps the most striking example of this is the case of Mrs Dorothy Long, where



paramedics came on the scene over 36 hours after the time of death (on Shipman’s own
account); Shipman claimed on Form B that they were ‘ present at the moment of death’.
On occasions, Shipman’s claim would be that ‘ a neighbour’ was present at the death,
whereas relatives were unaware of any such person and detailed enquiries
subsequently failed to trace such a neighbour; it is clear in many of these cases that no
such person ever existed.

5.44 At the conclusion of Form B, the doctor is required to certify:

 ‘ …that the answers given above are true and accurate to the best of my
knowledge and belief, and that I know of no reasonable cause to
suspect that the deceased died either a violent or an unnatural death or
a sudden death of which the cause is unknown or died in such place or
circumstances as to require an inquest in pursuance of any Act’.

5.45 The preamble to Form B makes clear that it, together with Forms C and F, are regarded
as ‘ strictly confidential’ and states:

‘ The right to inspect them is confined to the Secretary of State, the
Ministry of Health and the Chief Officer of a Police Force’.

5.46 Form B is never shown to the deceased’s relatives, who thus have no opportunity of
confirming the accuracy or otherwise of the details contained in it. Many relatives of
Shipman’s former patients saw the cremation forms for the first time when they were
shown them by a member of the Inquiry legal team.

Form C

5.47 A note to Form B directs:

‘ This certificate must be handed or sent in a closed envelope by the
medical practitioner, who signs it, to the medical practitioner who is to
give the confirmatory certificate below’.

The confirmatory certificate is known as Form C and is completed by a medical
practitioner who has been registered in this country for not less than five years and is not
a relative of the deceased, nor a relative or partner of the doctor who has completed
Form B. In practice, the ‘ Form C doctor’ is selected by the doctor completing Form B,
usually on a reciprocal basis. A doctor completing Form C receives a fee (currently
recommended at £45.50) so that a reciprocal arrangement between two doctors with
practices situated near to each other has obvious advantages for each.

5.48 The doctor completing Form C must view the body of the deceased and ‘ carefully
examine’ it. This is usually done at the premises of funeral directors where conditions
are not always ideal for a thorough examination. The Inquiry will be considering, during
Phase Two, Stage Two, evidence about the nature and extent of the examination usually
made by a Form C doctor; it is, however, already clear that, whilst an external
examination may be useful in excluding obvious signs of violence, its value in identifying
a natural cause of death is somewhat limited.
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5.49 The other requirement of the doctor completing Form C is that he or she must see
and question the doctor who completed Form B. This is intended to give an opportunity
for the Form B doctor (usually the deceased’s general practitioner) to inform the Form C
doctor about the deceased's medical history, possibly by reference to the
medical records.

5.50 Form C also asks whether the doctor completing the form has seen and questioned any
other person (whether medical practitioner, person who nursed the deceased, person
who was present at the death, relative of the deceased or anyone else) about the death.
It invites the doctor to provide the names and addresses of those persons and to
specify whether they were seen by the doctor alone or together. When Shipman was in
Todmorden, confirmatory certificates were provided by the late Dr Stella Brown, who
frequently responded that she had spoken to the deceased’s relatives and other people
and confirmed the details on Form B. Once at Hyde, however, the answers to these
additional questions were virtually always in the negative. No contact was made by
Form C doctors with any relatives from whom the Inquiry has heard, and, indeed, most
relatives were completely unaware until recently that any doctor other than Shipman was
involved in the certification process.

5.51 Finally, the Form C doctor has to state the cause of death of which he or she is satisfied.
The practice is to reproduce the primary cause of death identified by the Form B doctor,
sometimes, but not always, mentioning other conditions named in Form B as causative
or contributory. The Form C doctor must then certify in these terms:

‘ …I know of no reasonable cause to suspect that the deceased died
either a violent or an unnatural death or a sudden death of which the
cause is unknown or died in such place or circumstances as to require
an inquest in pursuance of any Act’.

Form F

5.52 Form F is the certificate giving authority to cremate and is completed by the medical
referee at the crematorium where the cremation is to take place. The post of medical
referee is a part-time one, usually held by a retired or practising general practitioner or a
doctor holding a position in public health. Remuneration is paid for each completed
form (the current recommended rate is £5.50 per form). The medical referee scrutinises
the cremation forms and then, if all is in order, certifies as follows:

‘ And whereas I have satisfied myself that all the requirements of the
Cremation Acts, 1902 and 1952, and of the regulations made in
pursuance of these Acts have been complied with, that the cause of
death has been definitely ascertained and that there exists no reason
for any further inquiry or examination:–

I hereby authorise the Superintendent of the Crematorium at
……………… to cremate the said remains’.

5.53 If the medical referee is not satisfied with the contents of the forms, he or she may make
any enquiry with regard to them as he or she thinks necessary. It is not uncommon for



the medical referee or a member of the cremation staff to raise questions relating to the
forms with the certifying doctor; the most common reason for this appears to be a failure
to answer one of the questions on Form B. The medical referee can in certain
circumstances require a post-mortem examination to be held, and, if that fails to reveal
the cause of death, he or she must decline to allow the cremation without an inquest.
The medical referee is specifically empowered to decline to allow a cremation without
stating any reason. Again, the medical referee has no contact with the deceased’s
relatives, who are usually completely unaware of the fact that such an official plays any
part in the cremation procedure. Once the medical referee has signed Form F, the
cremation can proceed.

The Future

5.54 The procedures for certifying and registering deaths – and, in particular, those for
obtaining authority to cremate – are intended to provide some safeguard for the public
against concealment of the fact that a person has been unlawfully killed. However, even
with those procedures in place, I have found that Shipman was able to kill 215 people
over a period of 23 years. It is clear, therefore, that the existing procedures provided no
safeguard at all, either because they were flawed in themselves, or because they were
not properly implemented or, possibly, by reason of a combination of both these factors.
These issues – and any proposals for changes to the existing procedures – will be fully
examined by the Inquiry during Phase Two, Stage Two and will be the subject of a
further Report.
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CHAPTER SIX

The Medical Evidence

6.1 Much of the expert medical evidence upon which I have drawn when making my
decisions was given to the Inquiry by Dr John Grenville. In this Chapter, I propose to
summarise the important features of his evidence.

6.2 Dr Grenville is a doctor of medicine, a diplomate of the Royal College of Obstetricians
and Gynaecologists and a member of the Royal College of General Practitioners. He
has been a principal in general practice since 1981; he was a full-time practitioner until
1992 and has worked on a half-time basis ever since. He has been secretary of the
Derbyshire Local Medical Committee since 1984 and was a deputy police surgeon to
Derby Constabulary from 1982 until 1985. He is a clinical complaints advisor to the
Medical Defence Union, in which capacity he regularly advises general practitioners at
committees and tribunals when complaints are made against them. He advised the
police throughout their investigation into Shipman’s activities and provided witness
statements in connection with 97 deaths. He also gave evidence for the prosecution at
the criminal trial and to the Coroner at some of the inquests.

6.3 Dr Grenville provided the Inquiry with a detailed report dealing with issues of general
application to the deaths being investigated, and attended to give oral evidence (his
‘ generic evidence’) about those issues on 22nd June 2001. In addition, he provided a
report on cases potentially involving the double effect of opiates and a further report,
dealing with eight deaths where the delayed effects of morphine or diamorphine had
been considered. He has also provided to the Inquiry 108 individual reports in
connection with 92 deaths and attended to give oral evidence relating to some of those
deaths on 23rd and 24th July, on 12th, 13th, 14th and 19th November and on
7th December 2001. Most recently, he prepared a (joint) report on chlorpromazine and
other drugs with similar potential effects.

Cardiac Causes of Death

6.4 Shipman frequently certified cardiac causes of death, most often coronary thrombosis
and left ventricular failure. Dr Grenville explained in simple terms the mechanisms giving
rise to these conditions.

Myocardial Infarction

6.5 What is commonly known as a ‘ heart attack’ is properly termed a myocardial infarction.
The pumping action of the heart is produced by contractions of the muscles within the
wall of the heart, which are co-ordinated by electrical activity within the cells of the heart
wall. Oxygenated blood, which is necessary for the electrical and muscular activity of
the heart wall, is supplied by means of blood vessels, known as the coronary arteries.
These arteries are, according to Dr Grenville, particularly susceptible to the build-up of
fatty deposits (known as atheroma) within them, producing a condition called coronary
atherosclerosis.
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6.6 As a coronary artery becomes occluded by atheroma, the blood flow through it
decreases and the amount of oxygen getting to the heart wall beyond the occlusion also
decreases. This can cause pain in the chest (and sometimes the upper abdomen, neck,
left shoulder and arm) on exertion; this pain is known as angina. Angina is relieved by
rest, which reduces the amount of oxygenated blood required by the heart, or by anti-
anginal medication such as glyceryl trinitrate (GTN) spray or tablets. Many angina
sufferers lead normal lives, suffering attacks of angina but knowing what to do in order
to relieve the pain when they occur, and some live with angina for very long periods of
time. Sometimes, the angina deteriorates and the patient suffers episodes of angina
even at rest. The patient is then at high risk of suffering a heart attack at any time.

6.7 Not everyone who suffers from atherosclerosis – even to a significant degree –
experiences angina. Furthermore, although most patients who suffer a myocardial
infarction have suffered angina for some preceding period (often a long period), some
patients suffer myocardial infarctions without any previous history of angina.

6.8 When the blood flow beyond an occlusion becomes critical to the point where there is
insufficient oxygen to allow the heart to continue pumping, the muscle beyond the
occlusion dies; this is known as a myocardial infarction. The cause of the infarction is
occlusion of the coronary artery, which is known as a coronary thrombosis. Thus, the
terms ‘ coronary thrombosis’ and ‘ myocardial infarction’ are used interchangeably – even
by doctors.

6.9 If the section of heart muscle which dies is large enough, the heart is unable to continue
pumping efficiently or, if the electrical activity of the heart is interfered with to the extent
that control of the pumping mechanism is no longer co-ordinated (known as ventricular
fibrillation), the heart stops pumping blood. Once this happens, the oxygen supply to
the brain is compromised and unconsciousness follows within a minute or two, followed
by death within five to ten minutes, unless treatment is successfully instituted.

6.10 According to Dr Grenville, myocardial infarction produces pain similar to angina, but
usually much more severe, described as a crushing sensation or a tight band around
the chest, often accompanied by sweating, shaking and vomiting. It cannot be relieved
by rest or by anti-anginal medication. Short-term relief from pain can be achieved by the
administration of a small dose of an opiate (see Chapter Seven), but the priority is to
secure admission to hospital, preferably to a coronary care unit, for thrombolysis (the
so-called ‘ clot-busting’ treatment) and any other supportive treatment that may be
necessary. Whilst thrombolysis is a treatment that has become available relatively
recently (since the early 1990s), admission to hospital was the accepted way of
managing an acute myocardial infarction even before that time. If the patient suffers a
cardiorespiratory arrest, the appropiate treatment is resuscitation: see paragraphs
6.76 to 6.85.

6.11 The ease with which a myocardial infarction can be diagnosed is variable; sometimes
the medical history and classic signs make it obvious to an attending doctor. At other
times, where a patient has atypical pain, diagnosis can be more difficult. According to
Dr Grenville, the doctor should look for other possible causes of the pain but should
always err on the side of caution. If the symptoms might be those of a heart attack – that



is, if a heart attack is within the differential diagnoses – Dr Grenville said that, in his view,
hospital was where the patient should be. When asked about the value of an
electrocardiogram (ECG) in diagnosing myocardial infarction, Dr Grenville said that it
would not necessarily be diagnostic, since a patient having an infarction can have a
normal ECG at the time, even where an ECG taken later would confirm the occurrence
of the heart attack. Moreover, if the patient is obviously having a heart attack at home,
the doctor does not want to waste time linking him or her up to an ECG in order to
confirm what is already evident.

6.12 Once in hospital, tests can be performed which are diagnostic of myocardial infarction.
For example, heart muscle which has been damaged releases an enzyme into the
bloodstream and this can be measured. If, over a period of about 48 hours, the level of
the enzyme rises and then falls again, that is diagnostic of a myocardial infarction.

Heart Failure

6.13 Dr Grenville went on to describe the various types of heart failure which can occur.
Heart failure happens when the heart is beating, but not sufficiently strongly to maintain
the normal circulation of blood through the rest of the body. This can be caused by a
number of factors, including infarction of the heart muscle and hypertension, which is
sustained long-term high blood pressure.

6.14 Dr Grenville explained that the ventricles are the main pumping chambers of the heart.
The right ventricle pumps blood from the heart through the lungs; the blood then returns
to the left side of the heart and the left ventricle pumps blood around the rest of the
body. The deoxygenated blood comes back into the right side of the heart, completing
the cycle. The left ventricle is larger, stronger and more prone to problems than the right
ventricle.

6.15 Acute right ventricular failure is commonly caused by pulmonary embolus, which occurs
when a blood clot moves from a vein in another part of the body, usually the leg, to the
lungs, and blocks the blood circulation there; the right ventricle is then unable to pump
blood through the lungs.

6.16 Acute left ventricular failure is often associated with myocardial infarction. This can
occur when the damage to the muscle wall of the left ventricle is sufficient to impair the
ventricle’s ability to pump blood through the body, but not so severe as to stop it
pumping altogether. Acute left ventricular failure can also occur as the end point of
chronic heart failure (also known as congestive heart failure: see paragraphs 6.20 to
6.23), whereby the heart compensates for long-term problems which are being
experienced in pumping blood through the heart, by developing hypertrophy or
enlargement of the left ventricular wall. This enables the heart to maintain an adequate
circulation around the body in the short term, but there comes a point when the
compensatory mechanism is suddenly inadequate and an acute left ventricular failure
ensues.

6.17 When acute left ventricular failure occurs, the blood from the left ventricle is not pumped
out into the rest of the body, but the right ventricle continues to pump blood into the left
side of the heart, thus causing the lungs to become congested and resulting in rapid
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accumulation of blood in the small blood vessels of the lungs. The pressure in these
small blood vessels increases and they leak fluids into the air spaces of the lungs,
causing sudden, very severe breathlessness. Air cannot be moved into the air spaces
of the lungs, because they are full of fluid; as a consequence, blood no longer
circulates, so death ensues, due to lack of oxygenated blood to the vital organs.

6.18 The severe breathlessness of acute left ventricular failure is usually accompanied by the
appearance of foam – often bloodstained, producing a frothy, pale pinkish fluid – at the
mouth and nose. The mechanism of death in acute left ventricular failure is analogous to
drowning or suffocation, and the patient is usually extremely distressed. He or she will
often try to get more air to relieve the feeling of suffocation, by loosening clothing or
opening doors and windows. Dr Grenville said that he had seen patients with acute left
ventricular failure ‘ a couple of times’ in general practice and no more than six times in
hospital, and he confirmed that such patients became very distressed. The condition is
not, however, characterised by pain.

6.19 Despite the absence of pain, acute left ventricular failure can be treated by slow
intravenous injection of morphine or diamorphine, in order to reduce the patient’s
distress and panic, and thus reduce the production of adrenaline and other hormones
that would otherwise be released into the bloodstream and make the situation worse.
Opiates also have a vasodilatory effect, which might reduce the pooling of blood in the
lungs. In addition, large doses of a diuretic should be given intravenously, thus causing
fluid to be removed from the bloodstream by the kidneys. This reduces the amount of
fluid in circulation, which in turn reduces the amount of work which the heart has to do.
Dr Grenville observed that, in a case of acute left ventricular failure, he would probably
give the diuretic before the opiate and, if not then, immediately afterwards. Although
acute left ventricular failure is a rare condition, he carries a diuretic with him when on
duty, for the purpose of treating the condition if he encounters it. Acute left ventricular
failure can cause death within two or three minutes of onset or, if the failure is less
severe, over a period of minutes to an hour or so.

6.20 Reference has already been made to congestive heart failure and its cause: see
paragraph 6.16 above. If congestive heart failure is present, then, because of
deficiencies in the heart’s pumping mechanism, blood collects in various organs of the
body, usually the liver and lungs, where there are a lot of blood vessels. The organs
become congested and increase in size; there is often a decrease in the organs’
efficiency and, in the case of the lungs, fluid in the lungs can be heard by listening to the
chest, where crepitations (soft crackling sounds) will be audible. Another area which
becomes congested is the legs, which develop oedema and become large and swollen.
There are other causes of oedema of the legs, usually resulting from problems with
venous circulation, but the symptom is commonly associated with congestive heart
failure. In severe cases of heart failure, fluid can leak through the skin of the legs,
sometimes causing ulceration, with the attendant risk of septicaemia. Treatment for
congestive heart failure includes diuretics. The administration of an opiate would not
usually be appropriate treatment for congestive heart failure.



6.21 Other signs that would point to a diagnosis of congestive heart failure are gradually
increasing shortness of breath (although other conditions, such as emphysema or
asthma, may also cause this) and an enlarged liver (caused by blood backing up there)
without any obvious cause. There may also be an irregularity of the heart rate.
Dr Grenville referred to a particularly common irregularity, atrial fibrillation, where the
heart beats irregularly but not sufficiently to keep going as effectively as it should. Such
an irregularity can be indicative of congestive heart failure. Sometimes, a patient with
severe congestive heart failure will develop a particular sort of sallow appearance, and
cyanosis (a bluish discolouration of the skin resulting from an inadequate amount of
oxygen in the blood). Congestive heart failure carries a poor prognosis, even with
treatment, and Dr Grenville described how the condition can deteriorate so as to lead to
death, which will usually be by way of acute left ventricular failure. Because congestive
heart failure is frequently associated with coronary atherosclerosis, patients suffering
from congestive heart failure sometimes die of a myocardial infarction.

6.22 When looking for signs of congestive heart failure, a doctor would usually listen to a
patient’s heart sounds and look for an increase in jugular venous pressure (JVP); the
jugular vein is a vein in the neck, close to the surface of the skin, and situated just above
the heart; it drains into the right atrium of the heart. If the pressure of blood in the heart is
raised, the blood in the jugular vein backs up and can be seen and measured by the
number of centimetres that the column of blood can be sustained above the sternal
notch in the middle of the chest. Any increase in JVP above zero is an indicator of
congestive heart failure.

6.23 Dr Grenville has observed, when giving evidence about some of the individual deaths,
that Shipman tended to over-diagnose congestive heart failure, usually on the basis of
the presence of ankle oedema, which he appeared to treat as virtually diagnostic of the
condition. Once he had diagnosed congestive heart failure, he continued to treat the
patient for it on an indefinite basis, often not reducing the medication prescribed, even
when the condition seemed well controlled. When giving evidence about the death of
Mr Samuel Mills, Dr Grenville said:

‘ …once he made (the) diagnosis, he was very keen to review patients,
either himself or Sister Morgan. On about a three monthly basis, he
would do a lot of blood tests, he would record the signs and symptoms
and occasionally he would change the treatment upwards, but he never
or rarely seemed to take a step-down approach to see whether they
could manage now without their treatment. It is my experience that he
probably diagnosed congestive heart failure more frequently than most
of my colleagues’.

Cerebrovascular Accident

6.24 Dr. Grenville described three types of cerebrovascular accident – occlusive and
haemorrhagic intra-cerebral events and subarachnoid haemorrhages.

6.25 An occlusive cerebrovascular accident, or ‘ stroke’, is analogous to a myocardial
infarction. The intra-cerebral arteries become occluded by atheroma and, eventually,
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there comes a point when the amount of oxygenated blood flowing through these
arteries to the brain beyond the occlusion becomes insufficient to sustain the brain cells.
The cells die over a period of time, and the long-term effects of this depend upon the
volume and part of the brain affected. Brain cell death due to an occlusive stroke usually
occurs over a number of hours, and symptoms (for example paralysis of the limbs,
failures of speech and/or swallowing, visual field disturbances and unconsciousness
leading to death) may appear slowly and serially. It is, in essence, a progressive
condition, although there may be minor fluctuations in the rate of progress of the
symptoms. When giving evidence in the case of Mrs Charlotte Bennison, Dr Grenville
said:

‘ A stroke is a process rather than an event and…we talk about an
evolving stroke. The symptoms start, the process will continue for a
period and sometimes it is a short period, sometimes it is a long period.

The degree of damage done to the part of the brain affected will vary
over time. We are usually talking a period of a day or two here’.

6.26 According to Dr Grenville, occlusive strokes do not usually cause sudden death, and
may not lead to death at all. When death does occur after an occlusive cerebrovascular
accident, it is usually due to medium or long-term complications, such as
bronchopneumonia, or septicaemia, following the development of pressure sores.

6.27 A haemorrhagic intra-cerebral stroke is caused by a sudden rupture of a blood vessel
within the substance of the brain, usually secondary to atheroma. As a result of the
rupture, brain cells are killed rapidly. The symptoms produced by this type of stroke
depend on the size of the vessel ruptured, and its position. This type of cerebrovascular
accident can cause sudden death when it occurs within the brain stem and, in that
event, the patient may suddenly lapse into unconsciousness without warning, and
respiration and heartbeat may cease within a few minutes. If the stroke occurs within the
cortex, death may not follow, or not immediately, and the course of symptoms and signs
may resemble those of an occlusive stroke. Older people, who may well have a degree
of atheroma, are particularly likely to suffer an occlusive or haemorrhagic intra-cerebral
stroke.

6.28 A subarachnoid haemorrhage occurs as a result of a rupture of a blood vessel inside
the skull, but outside the substance of the brain. Blood is forced into the narrow space
between the skull and the brain, and pressure quickly builds up and causes a sudden,
severe headache. The effects of a subarachnoid haemorrhage depend again upon the
size of the vessel which has ruptured and the position of the vessel within the skull.
A common site of rupture is within a group of vessels known as the Circle of Willis, and
a rupture there often leads to sudden death due to a build-up of pressure on the brain
stem, similar to that induced by brain stem haemorrhage. A subarachnoid haemorrhage
is usually caused by congenital weakness of the blood vessel which ruptures.

6.29 Patients suffering a haemorrhagic intra-cerebral stroke in the brain stem, or a
subarachnoid haemorrhage, may lapse suddenly into unconsciousness and die, but
such patients represent a very small proportion of all patients suffering a stroke. The



majority of stroke patients suffer a cerebrovascular accident of the occlusive type, or an
intra-cerebral bleed other than in the brain stem. Such patients complain of neurological
symptoms, such as weakness or altered sensation, or clumsiness in one or more limbs,
difficulties with speaking or with understanding what is said to them, difficulty in
swallowing and/or visual problems. Some patients become confused or partially
conscious, and cannot explain their symptoms.

6.30 As to diagnosis, in the absence of clearly localised neurological symptoms, which may
make a diagnosis of a cerebrovascular accident straightforward, the doctor should be
looking for signs of neurological damage; to this end, he or she should check the
relative strength of the muscle groups, test sensation in the limbs and reflexes
(including pupillary reflexes of the eye and the plantar reflexes of the feet) and seek
patterns which might suggest that there has been a sudden or fairly sudden onset of
neurological damage, indicative of a stroke.

6.31 Dr Grenville said that, if a subarachnoid haemorrhage is suspected, a patient should
immediately be admitted to hospital, where neurosurgical intervention may be
successful in evacuating the blood clots within the brain and the skull, and in securing
the blood vessel that has ruptured.

6.32 By contrast, little active treatment is currently available for occlusive and haemorrhagic
strokes, and management usually consists of observation and supportive treatment to
maintain as much function as possible. More emphasis may be placed on this latter aim
in the future, given present trends in medical practice. In the past, however, the strategy
has been to assess whether a stroke patient can be provided with adequate support at
home and, if not, and if nursing care is required, to decide where he or she would be
best cared for. The administration of opiates would not be appropriate where a stroke is
suspected, or has been diagnosed, unless there were some other condition present
which would warrant it.

6.33 Dr Grenville suggested that, if he had a patient whom he suspected of suffering from an
evolving stroke, his approach would be as follows:

‘ I think I would suggest to the patient that, “There is certainly a
possibility that you are having a stroke. It is happening to you; it is a
process; it may get better; it may get worse. If it gets worse you could
become quite seriously disabled. It may not be safe for you to be on
your own. You may not wish to be on your own. We should be thinking
about hospital admission. On the other hand, is there someone who
can be with you, who can look after you, who can let me know if things
deteriorate?”’.

6.34 He went on to point out that each patient has to be dealt with as a person in his or her
own circumstances, who needs to be guided by the doctor, but who is ultimately an
autonomous person who can make his or her own decision on the information which has
been given. However, a patient in this position is at high risk of dying in the near future
and should not be left alone without care and supervision.
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6.35 If a general practitioner is confronted by a patient who is unconscious but not in cardiac
arrest, Dr Grenville said that the doctor should consider the possibility that the patient
has suffered a cerebrovascular accident. Other common causes of sudden death (such
as myocardial infarction, pulmonary embolism and ruptured aortic aneurysm) tend to
produce unconsciousness through the mechanism of cardiac arrest, so can probably
be excluded in the absence of such an arrest. There are other mechanisms, which can
cause unconsciousness without cardiac arrest, but the doctor should be looking for a
previous history of atheromatous disease (which would include a history of angina,
transient ischaemic attack or peripheral vascular disease) or of hypertension. Whilst
these may be diagnostic pointers, they would not be conclusive in diagnosing a
cerebrovascular accident.

6.36 Dr Grenville emphasised that the type of cerebrovascular accident which typically
causes sudden death is rare, compared with the other types of stroke which do not
usually result in sudden death. By contrast, there are many examples, among the cases
which the Inquiry has investigated, where Shipman has purported to observe
neurological changes characteristic of the occlusive type of stroke in a conscious
patient, who is then said to have died suddenly, sometimes within minutes or seconds.
When giving evidence about the death of Mrs Anne Ralphs, Dr Grenville observed:

‘ If she had suffered a cortical stroke which was affecting one side of her
body, then she could have become progressively weaker on that side of
the body. She could then have slipped gently into unconsciousness at
which point I think admission would be mandatory to arrange at least
nursing care of the unconscious patient. This would have been a slow
process over a period of, I would have thought, at least 20 to 25
minutes, more likely to be over a period of several hours. The
description…of sudden non-responsiveness and pupils dilated,
sudden death does not really fit with a cortical stroke. This is more a
description of a brain-stem stroke’.

6.37 A patient who suffers from persistent hypertension is at an increased risk of stroke; it
appears that hypertension brings about changes to the wall of the arterial side of the
blood vessels, and thus causes or encourages the development of atheroma.
Furthermore, if a blood vessel is already weakened, then it is more likely to rupture if
pressure in the vessel is higher. High blood pressure increases the risk of myocardial
infarction also, but treatment, especially of the elderly, is mainly directed at the risk of
stroke.

6.38 Blood pressure is generally measured over a period of several months. Dr Grenville’s
view is that, in order to confirm that high readings are not unrepresentative of the
general level of blood pressure in the patient, and in the absence of exceptionally high
readings, the doctor should have at least three readings several weeks apart which are
sustainably and significantly high before making a firm diagnosis of hypertension.
Dr Grenville noted, when giving evidence about the death of Mrs Charlotte Bennison,
that Shipman measured his patients’ blood pressure fairly frequently and, if it was found
to be raised, he would treat it and ensure that the patient was monitored by Sister



Morgan, who held regular hypertension clinics. Shipman was less consistent in his
prescription of aspirin for those at a high risk of suffering a stroke.

6.39 It is quite common to see, in the medical records of Shipman’s patients, the
abbreviations ‘ TIA’, for ‘ transient ischaemic attack’, or ‘ TCI’, for ‘ transient cerebral
ischaemia’. According to Dr Grenville, a transient ischaemic attack is commonly known
as a ‘ mini-stroke’. A patient will develop symptoms suggestive of a stroke, but will make
a full recovery within 24 hours, often much more quickly. The mechanism is thought to
be short-lasting occlusion of an intra-cerebral blood vessel, by way of micro-embolism,
i.e. a patch of atheroma on a blood vessel which becomes dislodged, reaches a blood
vessel of too small a calibre to allow it through, causes an occlusion, then breaks up,
whereupon the occlusion disappears.

6.40 So, the brain cells downstream of the transient occlusion lose their oxygen supply
temporarily, but are able to recover later, when the occlusion disappears. It is not
possible to diagnose a transient ischaemic attack with absolute certainty until after the
24 hour period is up because, until then, an alternative diagnosis would be an evolving
stroke. Once the symptoms are present, the patient needs to be observed, and the
patients and relatives should be told what to look out for. The advice given to a patient
would initially be the same as that given to someone thought to be experiencing an
evolving stroke: see paragraph 6.33.

6.41 Dr Grenville told the Inquiry that a transient ischaemic attack is a major risk factor for
developing a later completed stroke. There is no particular temporal association; the risk
will continue to exist even after the transient incident has resolved.

Respiratory Conditions Causing Death

6.42 Shipman frequently certified bronchopneumonia as a cause of death and, less
commonly, lobar pneumonia, respiratory failure, chronic bronchitis and emphysema,
chronic obstructive airways or pulmonary disease and other respiratory conditions.

6.43 Dr Grenville explained that pneumonia occurs when the air pockets (alveoli) which form
the tissue of the lungs become infected and inflamed. When both the alveoli and the
main airways of the lungs (the bronchi) are affected, the condition is known as
bronchopneumonia. If just the bronchi are infected, the condition is called bronchitis.

6.44 Pneumonia usually arises in one of the five lobes of the lungs, but can spread from one
to another. A patient with pneumonia may become rapidly ill over a period of a few hours
– certainly not a few minutes – and usually develops a high temperature, alternate
feelings of hot and cold, becomes shivery and shaky, and develops a cough, often
productive of sputum which may be bloodstained. Sometimes, there is also pleuritic
pain which occurs sharply on one side of the chest when the patient is breathing in
deeply or coughing.

6.45 Antibiotics are usually effective in treating pneumonia, provided that it is diagnosed
early. However, the condition can be dangerous, particularly in patients who are frail,
due to pre-existing illness or extreme old age. Diagnosis is usually made on the basis of
a history of an ill patient who has developed noisy, difficult, rattly breathing, and where a
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doctor can hear abnormal breath sounds throughout the chest on using a stethoscope.
Even where the condition is caught early and treated with antibiotics, severe cases may
need admission to hospital for intravenous antibiotics and, sometimes, ventilation.

6.46 Dr Grenville explained that, if untreated, the patient’s condition usually fluctuates to
some extent, but is gradually progressive. There may be sudden resolution of the
condition, or the patient may simply become exhausted and lapse into coma, and death
may ensue. Dr Grenville said that this latter outcome should be extremely rare in modern
medical practice with antibiotics. Pneumonia is, however, a common cause of death
amongst patients suffering from terminal diseases and in elderly patients, especially
during influenza outbreaks. Patients who are susceptible to death from pneumonia or
bronchopneumonia are usually immobile and very weak, and do not have the strength
to cough. Once an infection starts in the lungs it can spread rapidly and extensively into
the alveoli and the bronchi. The patient’s breathing becomes noisy and rattly, and there
may be shortness of breath, although the patient may be so immobile that this is not
evident.

6.47 In these circumstances, the condition can be treated by antibiotics administered orally
or intravenously, and chest physiotherapy can assist in removing the infected secretions
but, since such patients are already debilitated, the outlook is often very poor. The
condition can also occur in patients who are unconscious, such as those who have had
a stroke. Morphine or diamorphine should not be given for the treatment of the
pneumonia itself; it would be dangerous to do so, because the patient’s respiration will
already be depressed. However, the patient may be suffering from a condition causing
severe pain, and it may, therefore, be necessary to administer morphine or diamorphine
to combat that pain. In such circumstances, it is important to balance the need to relieve
pain against the unwanted effect of respiratory depression, which is more significant in
a patient suffering from pneumonia than in one who is not. This balancing exercise is
part of the problem of ‘ double effect’, which is discussed further in Chapter Seven.

6.48 Dr Grenville told the Inquiry that patients dying of bronchopneumonia are usually weak
and bed bound; they are obviously ill and become exhausted, often lapsing into
unconsciousness; their respiration becomes increasingly rattly. Eventually, the
respiratory effect decreases and their breathing becomes shallower until it ceases
altogether. Frequently, the patient manifests Cheyne-Stokes respiration, whereby the
breathing becomes shallow and appears to cease altogether and then, after a gap of
seconds or minutes, respiration returns, shallowly at first and then deeper and stronger.
Breathing may become quite rasping again and stertorous (heavy), before it again
begins to tail off and become shallower and shallower and appears to stop again. This
cycle of stopping and starting may be repeated many times until, eventually, the
breathing does not restart, and the patient dies.

6.49 Dr Grenville observed that the fact that a patient was seriously unwell with pneumonia
would be evident to a friend or relative who saw the patient, say, a few hours before his
or her death.

6.50 Shipman sometimes certified the cause of death as respiratory failure (which merely
means cessation of breathing) due to a variety of conditions, including chronic



bronchitis and emphysema. With emphysema, the lung tissue has been damaged and
this results in reduced oxygen transfer into the blood. In order to secure sufficient
oxygen for transfer into the bloodstream, the patient has to work harder and therefore
becomes short of breath, particularly on exertion. Chronic bronchitis is characterised by
a productive cough, which persists for long periods. Emphysema and chronic bronchitis
are different conditions but, since they share common causes (for example smoking,
exposure to certain dusts and fumes), they are often found together in the same person.

6.51 People with chronic bronchitis and emphysema begin to become more breathless on
less exertion. In time, this becomes quite noticeable in that they find it difficult or even
impossible to walk up slight hills, or even on the flat, without regular stops to catch their
breath. As the disease becomes more serious, the patient finds it increasingly difficult to
walk even a few metres without stopping. At that point, he or she may need a wheelchair
to get out or may even become housebound. In very severe cases, the slightest exertion
– such as getting up or even speaking – becomes too much. During this process, the
amount of oxygen getting into the bloodstream becomes less and the patient can
become chronically cyanosed with blue-tinged extremities and eventually blue lips and
nose. Some patients manage to keep themselves oxygenated by breathing harder and
they remain pink. The patient’s condition can sometimes be improved by oxygen
therapy.

6.52 Death which is associated with chronic bronchitis and emphysema usually occurs as a
result of an acute infection (such as pneumonia or bronchopneumonia), although a few
patients with very severe bronchitis and emphysema develop chronic respiratory failure,
whereby their respiratory drive decreases over a period of time. If an acute complication
supervenes, deterioration leading to death is likely to occur over a period of several
days. The patient will become more short of breath than usual, will start to cough, will
probably complain of pleuritic pain, will develop a high temperature and will be
obviously ill.

6.53 When giving evidence about the death of Mrs Beatrice Toft, Dr Grenville described the
course to be expected in the few patients with very severe chronic bronchitis and
emphysema who develop chronic respiratory failure:

‘ If she had died of respiratory failure, I would have expected her to
be…bed-bound or chair-bound, significantly ill and probably needing
nursing care by this time because she would not have been able to care
for herself. Probably to become increasingly short of breath and then
probably to have lapsed into unconsciousness because of hypoxia.
Possibly to have exhibited Cheyne-Stokes respiration…It is not
something I see frequently or, indeed, at all; it is a theoretical
possibility. People who are this ill very often need to be in hospital
anyway, to receive the care that needs to be given to them’.

6.54 Dr Grenville went on to emphasise that it is more common with cases of severe
bronchitis and emphysema for there to be a long, slow, gradual deterioration, ending
with an acute event which may be respiratory or may be cardiac or may even be a
stroke.
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Cancer

6.55 A patient dying of cancer usually declines gradually, stops going out, requires help with
shopping and other household chores and finally with personal care. He or she
becomes more and more ill, often requiring increasing amounts of analgesia and
eventually taking to bed. The usual cause of death is exhaustion or coma. A sudden
death is not typical, although it can occur, for example, as a result of a heart attack or
stroke or as a result of secondary tumours (metastases) in the brain or subluxation of a
cervical vertebra, as appears to have occurred in the case of Mrs Mary Ogden. In
general, however, deterioration to the point of death is a slow process. When giving
evidence about the death of Mr Harold Eddleston, Dr Grenville said:

‘ …one has to say, what is the mechanism of death, why would
carcinoma of the lung cause him to be found dead, presumably fairly
rapidly, sitting upright in a chair? It just does not fit’.

6.56 In the case of Mr Samuel Mills, Dr Grenville said:

‘ Even in someone who declines extremely rapidly in this sort of
situation with a high cancer load, we are talking about a matter of a
minimum of several days and possibly a week or two, even if it is rapid’.

6.57 Shipman frequently diagnosed death as having been caused by carcinomatosis, that is
widespread cancer throughout the body, which is often associated with cachexia,
general wasting and bodily decline caused by the disease. It has not been uncommon
to find that, whilst the patient had indeed suffered from cancer in one or more parts of
the body, the disease has not been anything like so widespread as to justify Shipman’s
description of it as ‘ carcinomatosis’; Mr Mills was an example of such a patient.

The Presence of a General Practitioner at or shortly before a Patient’s 
Death

6.58 Dr Grenville described the circumstances in which a general practitioner may be
present at the very time when his or her patient dies. First, this might occur if the doctor
has received an emergency call to attend a patient who is, for example, suffering a heart
attack. The usual procedure would be that, on arrival, the general practitioner would
start treatment, arrange the patient’s admission to hospital and call an ambulance. If the
patient collapsed, the doctor would undertake cardiopulmonary resuscitation; if that
resuscitation were not successful, then the patient might die in the doctor’s presence
before the arrival of the ambulance. Dr Grenville told the Inquiry that this had happened
to him on two occasions in his 20 year career in general practice.

6.59 Another situation in which a general practitioner might be present at the death of a
patient could occur when the patient is known to be terminally ill and the doctor is
visiting frequently, possibly daily or even more often. Death does sometimes happen
during the course of such a visit. According to Dr Grenville, this is not common and only
happened to him about once every two and a half years, when he was in full-time
practice. Dr Grenville’s practice does not operate personal patient lists, but each



partner has an official average list size of 1380. That figure is significantly less than the
size of Shipman’s patient list (2931 in 1992; 3046 by 1998) so that it can be inferred that
Shipman may have been expected to experience this type of occurrence more
frequently, perhaps as often as once a year.

6.60 Shipman, however, claimed to be present at the deaths of his patients with far greater
frequency than this. During the period of six months preceding the police investigation
in March 1998, the information recorded by Shipman on cremation forms and in
patients’ medical records disclosed that he had been present at the deaths of seven
patients out of the 31 patients whose deaths he had certified during that time. There
were no cases of terminal illness amongst those seven patients; they all died sudden
deaths, the cause of which was certified as cerebrovascular accident, coronary
thrombosis or left ventricular failure.

6.61 In addition, Shipman frequently claimed to have visited patients in their homes a short
time before their deaths. Of the 31 patients mentioned above (excluding those at whose
deaths he had been present), he claimed to have visited eight within four hours or less
before their deaths. Other years show a similar pattern. Of the 15 patients whose deaths
at home he certified in 1989, for example, he admitted having visited eight within a
period of two hours or less before their deaths; a ninth patient died in his presence at
the Donneybrook Surgery. In 1993, the figures for a visit within the same period were
12 out of 28; in the case of six of those deaths, he admitted being present at the time of
death.

6.62 When giving evidence about the death of Mrs Edna Llewellyn, Dr Grenville observed
that the coincidence of a doctor being called to attend a patient suffering an angina
attack and that patient then suffering a heart attack virtually as the doctor arrived (as
Shipman claimed had happened in that case) was such that one might expect it to
happen once in a professional career. He made a similar observation in the case of
Mrs Marjorie Waller, where Shipman claimed that she had died within a very short time
of a visit by him. Yet Shipman would have us believe that this was happening to him
– purely by chance – on a regular basis.

6.63 When death does occur in a doctor’s presence, there is, Dr Grenville said, a clear need
for a most detailed note. Apart from the general obligation to make such a note and the
need to remember details which may have to be recorded on the MCCD and cremation
Form B, or reported to the coroner, Dr Grenville observed:

‘ I would also have in mind the fact that anger is a normal part of the
bereavement reaction and that it is unusual – so unusual – for a patient
to die in my presence that the bereaved relatives may, at one stage or
another in their bereavement reaction, seek to blame me and I would
want to be able to show that I had acted reasonably and done
everything that I could be expected to do’.

6.64 By contrast, Shipman’s notes were brief, sometimes non-existent. In the case of
Mrs Kathleen Wagstaff, for example, at whose death he admitted having been present,
his computerised record reads:
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‘ call 1500 arrive 1515 def ct (i.e. definite coronary thrombosis) collapse
died 1520’.

In the case of Mrs Irene Chapman, where he claimed that both he and his wife had been
present at her death, he made no record at all of his visit (his second of the day), merely
recording the fact and cause of her death on the outside of the envelope containing her
medical records.

The Deceased’s Position in Death

6.65 Dr Grenville told the Inquiry that, in his experience, it is extremely uncommon for a
deceased person to be found sitting in a chair, head on one side, appearing peaceful
and asleep, as so many of Shipman’s patients were found. He went on to say:

‘ …death being a process rather than an instantaneous event, the
patient is usually able to do something just before death, even if it is
only to clutch the chest if it is painful, or to try to get up. That of itself, if
then death supervenes and the muscle tension disappears, that is likely
to cause the patient to slump to one side or to fall from the chair or to
slump forwards. In general, I would say that to be found dead, sitting up
in a chair, relatively unsupported, would require the patient to have
become unconscious in that state, for death to have supervened
without anything happening to cause the patient to move.

Once movement has started to occur, the situation becomes physically
unstable. The patient is likely to fall or to slump. It is only when the
patient is sitting in a balanced, stable state and the tension in the
muscle gradually disappears that they are likely to remain in that state,
sitting peacefully, looking as if they are asleep’.

6.66 In the course of his evidence, Dr Grenville related the views set out above to some of the
causes of death commonly certified by Shipman.

6.67 Dr Grenville told the Inquiry that a patient suffering a fatal myocardial infarction is likely
to have an interval of seconds, or one or two minutes, when he or she will be aware of
impending disaster. Death is not an instantaneous process, whereby a person is active
and alive one instant and is dead the next. The patient may be in severe pain and
having difficulty breathing, but is likely to retain a certain amount of consciousness,
enough perhaps to make an attempt to get help, to look for or reach for the telephone, to
get up and go to the door with a view to shouting for help, or possibly to lie down.
Dr Grenville said:

‘ …I do not think that sitting in a chair looking absolutely peaceful is
consistent with death from a heart attack’.

6.68 When giving evidence about the death of Mrs Winifred Arrowsmith, Dr Grenville said:

‘ The mechanism of sudden death in coronary thrombosis is cardiac
arrhythmia, usually ventricular fibrillation. The patient realises that
something awful is happening. They either have the very severe pain



or, if the disrrhythmia occurs before the pain is established, they still
feel that something is going wrong because their circulation ceases.
They have this feeling of doom, they may feel dizzy, they may have the
pain. They will try to seek help and most patients, in my experience, in
this situation are found somewhere between the chair and the
telephone or the chair and the bed or the chair and the door or the chair
and the alarm cord or whatever. Most of them have attempted to do
something about the fact that they feel that something dreadful is going
wrong’.

6.69 Dr Grenville went on to say that he is aware of occasions when patients have suffered
catastrophic heart attacks while deeply asleep in bed; he has seen such deaths, maybe
once every few years, in his own practice. He has never seen a patient who has died of
a catastrophic heart attack while asleep in a chair. Dr Grenville did not entirely exclude
the possibility that this might occur, but he said that it would require the patient to be
very deeply asleep. In order to be able to sleep so deeply, he or she would have to be in
an armchair with wings which supported the patient and prevented his or her head from
slumping forwards. When talking about the position in which many of Shipman’s patients
were found, Dr Grenville said:

‘ …I think the description that we have heard of patients sitting upright
in a chair comfortably with their arms on the arm of the chair, head
unsupported and perhaps just slightly to one side, it does not seem to
ring true to me’.

6.70 When acute left ventricular failure occurs, death can happen within two or three minutes
of onset, although, in less severe cases, the fluid build-up in the lungs may occur rather
more slowly. The patient is distressed, probably panic-stricken. The bloodstained foam
is often evident. There may have been an attempt to loosen clothing, get to a window or
relieve discomfort by sitting up or standing. Dr Grenville observed:

‘ The idea of someone who has died of acute left ventricular failure
simply sitting, looking entirely peaceful, is just not credible’.

6.71 Even with death from chronic congestive heart failure, such a death would not be
typical. Dr Grenville said, when giving evidence about the death of Mrs Fanny Nichols:

‘ ...if she died of her congestive heart failure, there would have been
some sort of agonal event; in other words, the heart might have
decompensated and she might have gone into acute left ventricular
failure on top of her existing congestive heart failure, or she might have
had a heart attack (a myocardial infarction), due to the underlying
ischaemic heart disease…neither of these would be consistent with
finding her sitting peacefully in her chair’.

However, when talking of the death of Mrs Olive Heginbotham, Dr Grenville said that he
could not rule out the possibility that someone in the last stages of heart failure might
prefer to sit down and might, therefore, be found in a sitting position.
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6.72 Dr Grenville went on to describe the manner of death from a brain stem haemorrhage,
which can cause loss of consciousness and death rapidly and without warning. Even
then, Dr Grenville said there may be a second or two when the patient realises that all is
not well, maybe enough time for a patient who is sitting down to make a convulsive
movement or jerk forward. Death from an occlusive stroke, or a haemorrhagic stroke
affecting parts of the brain other than the brain stem, is again, in his view, inconsistent
with death in the manner and position typical of Shipman’s patients. Dr Grenville
observed:

…almost having the appearance of being just switched off like a light
switch while sitting quietly does not really accord with my
understanding of mechanisms of the process of death’.

6.73 Death from occlusive stroke is likely to occur after a period of increasing weakness,
followed by a gradual slip into unconsciousness. When giving evidence about the death
of Mrs Charlotte Bennison, Dr Grenville observed:

‘ The sort of stroke that he (Shipman) is describing was a weakness in
the right arm and the right leg, is a stroke occurring in the cerebro
cortex of the left side of the brain, that is the higher part of the brain.
That can certainly spread. The effects of it can spread and what tends to
happen is that the paralysis tends to get more dense. The arm and leg
become increasingly weak to the extent that they may not be able to be
used at all.

Very often in this situation, the part of the brain controlling speech is
affected and the patient becomes dysphasic, unable to get out the
words that they know they want to say; they may well then slip into
unconsciousness but it will not be a collapse into unconsciousness, it
will be an increasing weakness and they will realise that something is
going wrong and they may try to seek help and they may at least try to
go to bed or something like that. The sort of stroke where someone
might be found looking peaceful…is a brain stem haemorrhage where a
catastrophic event happens very suddenly’.

Dr Grenville said that the possibility of a person suffering an occlusive stroke, followed
immediately by the type of stroke which would cause a sudden death, is very remote.

6.74 As to death from bronchopneumonia or lobar pneumonia, this is not, in Dr Grenville’s
view, consistent with finding a deceased person in a chair, looking peaceful and
appearing to be asleep. Dr Grenville explained that this was because:

‘ …we are dealing with patients who are very often ill from other causes,
they will be in bed, they will be being cared for, we know their history,
they are ill patients. Such patients do not sit up in their chairs, in their
ordinary outdoor clothes, and suddenly are found dead. That does not
happen’.

6.75 By contrast, the appearance of a deceased person sitting in a chair and appearing
peacefully asleep would be entirely consistent with that person having become drowsy,



then unconscious, and finally having slipped into death as a result of the administration
of a lethal dose of opiates.

The Collapsed Patient

6.76 When a general practitioner is called to a patient who has collapsed, the first priority,
according to Dr Grenville, is to check whether the patient is breathing and feel for a
pulse. If pulse and respiration are present, the patient should be placed in the recovery
position, so as to ensure that the airway is clear, and the doctor should then turn his or
her attention to diagnosing and managing the condition which has caused the collapse.

6.77 If, on examination, there is no pulse or respiration, the doctor should assess the
situation, in order to decide whether resuscitation is appropriate or not. Resuscitation
would not be appropriate, for example, where there is obvious major trauma
incompatible with life, or where the doctor can establish that pulse and respiration have
been absent for more than a matter of minutes. This latter situation might occur if there
were witnesses who gave a history of absence of pulse and respiration for a significant
period, or if the doctor found that the patient was cold (other than in death by drowning
or hypothermia), or if the doctor observed that rigor mortis had set in, or post-mortem
lividity was present. All these would be indicators that respiration and pulse had been
absent for so long that irreversible brain damage would have occurred, and the patient
must be dead. If, however, it appears that the collapse is very recent, i.e. within the past
three or four minutes, then Dr Grenville said that resuscitation should, in general terms,
be attempted.

6.78 An exception to that general rule might arise in the case of an elderly person who was
expected to die shortly in any event; then, Dr Grenville said that resuscitation may not
be appropriate. However, a decision not to resuscitate on the grounds of age alone
would not, in his view, be acceptable, and he told the Inquiry that he did not believe
that  his own policy towards the resuscitation of elderly people had changed over his
20 years in practice, save only that, with the improvement of medical technology, he
has, if anything, become more likely to attempt resuscitation because there is a greater
chance of ultimate success in saving the patient.

6.79 If a patient collapses in a general practitioner’s presence, then the doctor will have the
advantage of the knowledge gained by his previous observation of – and, possibly,
communication with – the patient, and may well have some idea of the cause of the
collapse. In the event that an examination reveals that pulse and respiration are absent,
Dr Grenville said that cardiopulmonary resuscitation should always be attempted,
unless the doctor is aware that the patient would not wish this to occur, either through
knowledge of an advance directive signed by the patient, or from previous conversation
with the patient. This statement contrasts with Shipman’s practices; although he
frequently claimed to be present when a patient collapsed, it was extremely rare for him
to attempt resuscitation. There were occasions when he claimed to have attempted to
resuscitate in circumstances where he had plainly not done so, but he did not make any
such claim in every case, frequently telling the relatives later that resuscitation would
have been inappropriate for one reason or another.
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6.80 Dr Grenville explained that resuscitation, when attempted, is directed at keeping
oxygenated blood flowing to the brain, and thus keeping the patient alive until further
definitive treatment can be given. It involves external cardiac massage to keep some
blood flowing through the vascular system, together with artificial respiration to ensure
that the blood that is being kept flowing is oxygenated. Cardiopulmonary resuscitation
itself is not likely to cause spontaneous restoration of the heartbeat and respiration; it is
a supportive treatment until definitive treatment is available.

6.81 According to Dr Grenville, it is extremely difficult and tiring for one person (even a
trained person such as a doctor) to work on the circulation and the airway at the same
time. If there is someone present who, albeit untrained, is physically fit and willing to
help, he or she can be shown how to perform external cardiac massage whilst the
trained person concentrates on the airway. Such an arrangement has a greater chance
of success than if the single person continues to administer resuscitation alone. If three
people participate in the resuscitation process, the chances of its succeeding are again
increased. In order for external cardiac massage to be effective, the patient needs to be
lying on a hard surface. This is because the aim is to compress the heart between the
anterior and posterior chest walls, and, if the patient is on a soft surface, pressure just
pushes his or her body into the soft surface and the heart is not compressed. An item of
clothing with buttons down the front would have to be removed in order for massage to
be carried out and clothing would have to be disturbed in order to check that the patient
was in cardiac arrest in the first place. These requirements are relevant when
considering Shipman’s claims that he attempted resuscitation on patients who were
found lying on a bed or sitting in a chair with their clothing completely undisturbed.

6.82 If a general practitioner is confronted by a patient who has collapsed in his or her home,
the doctor should attempt to get someone else to alert the emergency services, whilst
he or she embarks upon resuscitation. If there is someone else in the house, or nearby,
then that person can be given the task. Otherwise, the doctor may have to attempt a few
cycles of cardiopulmonary resuscitation, make a telephone call, and then return to
resuscitation. The latter course would obviously reduce the chances of successful
resuscitation but, if there is no help at hand, may be the only course of action available;
Dr Grenville has never found himself in that position.

6.83 Nowadays, ambulances are equipped with trained paramedics, defibrillators,
endotracheal tubes and oxygen. A defibrillator is a machine that delivers an electric
shock to the patient in such a way as to try to reorganise the electrical impulses of the
heart which have become disorganised. It only works in a condition called ventricular
fibrillation, not in circumstances where there is asystole, i.e. no electrical activity in the
heart at all. An endotracheal tube is used to maintain the airway, which can easily
become blocked.

6.84 Dr Grenville pointed out that, even before ambulances were equipped with trained
paramedics and defibrillators, it was still important to summon an ambulance when a
patient collapsed, since ambulance crews were trained in basic resuscitation
techniques, and their arrival increased the chance of a successful resuscitation. Indeed,
it was possible for two people inside the ambulance to maintain cardiopulmonary



resuscitation, whilst the third drove the ambulance to the hospital, where a defibrillator
would be available.

6.85 According to Dr Grenville, cardiopulmonary resuscitation should be continued until
spontaneous heartbeat and respiration are restored or until it is clear that irreversible
brain damage has occurred.

The Diagnosis of Death

6.86 Clearly, it is vitally important for a doctor who is told, or believes, that a patient has died,
to make absolutely certain that this is the case. Dr Grenville pointed out that there are
conditions – such as severe hypoglycaemia – which can mimic death. He observed:

‘ You need to be very certain that the heart really has stopped, that it is
not beating very, very slowly and very, very slightly, that the respiration
really has stopped, that you are not missing very slow, very shallow
respirations’.

6.87 Dr Grenville went on to describe the steps which a doctor should take to ascertain
whether death really has occurred. He conceded that the requirement to carry out all the
steps that he described may vary with the circumstances. If a death has been expected,
and there are people on hand who have observed the patient for a time before the
doctor arrives, it may not be strictly necessary to follow every step, although Dr Grenville
said that he would still make a thorough examination, because of the possibility that
other people may be mistaken. If rigor mortis has set in, or lividity, the fact of death may
be obvious.

6.88 In the absence of such obvious signs, however, a thorough examination should be
carried out. First, the doctor should feel for a pulse at the wrist or, if a pulse cannot be
detected there, at the large carotid artery in the neck. Dr Grenville himself would spend
about 30 seconds feeling at each location, to ensure that he was not missing a very slow
heartbeat. If he did not feel a pulse at the neck, and the patient was wearing a shirt or
similar garment, he would unfasten the collar to gain access and ensure that he had
correctly located where the pulse should be. The doctor should then observe the chest
wall for respiration, again for at least 30 seconds. If no movement is visible, it is
necessary to remove or loosen the upper clothing, so as to be able to view the chest
itself. The doctor should also listen to the chest, using a stethoscope, again for a period
of 30 seconds, possibly longer. The stethoscope should be applied to the skin, usually
on the front of the body.

6.89 If the examinations described above have yielded negative results, the doctor will have
become fairly certain that death has indeed occurred. The next step is to shine a bright
torch into each eye to check the pupillary reaction. Once brain death occurs, the pupils
become fixed and dilated, but care must be taken to ensure that there is no other reason
(for example pupillary paralysis, caused by previous surgery) for the paralysis. The
doctor should then look at the interior of each eye, using an ophthalmoscope to give a
clear view of the blood vessels. Dr Grenville explained that, when blood stops flowing
through these vessels, the column of blood breaks up and the vessel can be seen to
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contain short lengths of blood, alternating with short lengths where the blood is absent;
this phenomenon is known as ‘ cattle trucking’. It is difficult to observe and may be
obscured, for example by cataracts, but, if seen to be present, it is a very significant
pointer to the diagnosis of death. The final step is to apply a painful stimulus, usually by
flexing forcibly the end knuckle of the finger, to ascertain whether any response is
received; if the patient is deeply unconscious, he or she will probably respond with a
withdrawal reflex. The whole of the examination described would take between three
and four minutes, and it would be obvious to anyone looking on that it was being
conducted.

6.90 If a doctor had seen a patient alive and that patient died unexpectedly a short time later
– a situation in which Shipman frequently claimed to find himself – Dr Grenville said that
all the tests described should be performed, in order to satisfy the doctor that the
patient has indeed died. By contrast, Shipman rarely carried out any such examination.
Sometimes, relatives told the Inquiry that he did not even approach nearer than a few
feet from the body. If he did, he would usually touch the back of the neck, flick open an
eyelid or briefly check the pulse at the wrist. Dr Grenville observed that all these
examinations, alone or in combination, would be inadequate in order to diagnose the
fact of death, whilst touching the back of the neck as Shipman frequently did
(apparently to check for brain stem activity) was, according to Dr Grenville, ‘ simple
charlatanism’.

6.91 It is relevant to mention here that, when paramedics from the Greater Manchester
Ambulance Service diagnose a death, they are required to complete a form with tick
boxes, confirming:

• that the patient has been in a collapsed condition with no signs of life for a period
in excess of ten minutes and there has been no bystander cardiopulmonary
resuscitation;

• that there are no palpable pulses, carotid or femoral;

• that there are no signs of spontaneous respiration;

• that the pupils are fixed and dilated; and

• that asystole has been seen and recorded on the defibrillator; the rhythm strip
must be attached to the form when returned.

There is no similar requirement for a doctor who is called upon to confirm that a patient
has died.

The Effect of Heat

6.92 Once the circulation has completely ceased, cooling of the body starts. Dr Grenville
explained that the rate at which cooling occurs depends on the ambient temperature,
and on the presence or absence of insulating material such as clothing. As Dr Grenville
observed:



‘ A naked body in a cold environment cools very much more quickly
than a fully clothed body in a warm environment, say, with the gas fire
on’.

6.93 Similarly, obese people cool less rapidly than very thin people, because their body fat
itself acts as an insulating material. As a rough guide, Dr Grenville said that, in the
absence of clear reasons for cooling to be delayed, he would expect the hands,
certainly the fingers, to be cool to the touch within an hour or so of death.

6.94 In a significant number of cases where I have found that Shipman killed, the deceased
person has been found in a room in which the fire, usually a gas fire, has been turned to
an unusually high setting, making the room extremely warm. It is clear that Shipman was
responsible for this, but why he did it is less clear. The effect of the increased heat
would be to delay the process of cooling of the body after death. Increased heat would
also, as Dr Grenville explained in the course of his evidence relating to the death of Mrs
Charlotte Bennison, speed up the onset of rigor mortis and bring forward the time when
rigor mortis wears off. Low temperature, on the other hand, could be expected to delay
the onset of rigor mortis. It is clear that Shipman was aware of the effect of heat on the
onset of rigor mortis, as he correctly explained to Mrs Nadya Williamson, the wife of
Mrs Bennison’s nephew, why rigor mortis had set in earlier than might have been
expected.

6.95 It seems likely that the high incidence of bodies found in overheated rooms resulted
from efforts by Shipman to make it difficult for others accurately to estimate the time of
death. Sometimes, the fact that the body was still warm when found might suggest that
death had occurred more recently than was in fact the case, and might, therefore, serve
to increase the apparent time interval between an earlier visit by Shipman and the
death. On other occasions, the early onset of rigor mortis might lead people to believe
that the death had occurred significantly earlier than was in fact the case. In any event,
any attempt accurately to estimate the time of death would be made more difficult, if not
impossible, by the presence of excessive heat.

6.96 The Inquiry legal team has investigated another possibility, namely, that heat might have
the effect of speeding up the metabolism of morphine and that Shipman, knowing this,
might have been attempting to minimise the chance of morphine being found in his
victims’ bodies, should toxicological tests be ordered. Professor Kevin Park, Head of the
Department of Pharmacology and Therapeutics at the University of Liverpool, has
advised that, after death, hepatic metabolism cannot influence blood levels of
morphine; keeping a deceased’s body in hot conditions is not, therefore, likely to speed
up the metabolism of morphine. It is, of course, possible that Shipman mistakenly
believed that it would have this effect, although the Inquiry has no positive evidence of
this. On balance, it seems likely that his motive in leaving his victims in overheated
rooms was to foil any attempts to assess accurately the time of death.

Estimating the Time of Death

6.97 In many cases, Shipman purported on cremation Form B to estimate the time of death,
sometimes claiming to be able to do so from the temperature of the body and, on other
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occasions, specifying an exact time of death without giving any factual basis for his
assertion. Dr Grenville emphasised that the timing of death is an extremely difficult and
complex procedure, usually carried out by forensic pathologists. One such forensic
pathologist, Professor Helen Whitwell, MBChB FRCPath DMJ(Path), registered medical
practitioner, Professor of Forensic Pathology at the University of Sheffield and
Consultant Pathologist to the Home Office, gave evidence to the Inquiry about three
deaths after which there had been post-mortem examinations. She observed when
giving evidence about the death of Mrs Pamela Mottram:

‘ ...essentially the time of death is one of those huge mysteries of
forensic pathology’.

Professor Whitwell went on to say:

‘ …the general rule, even with most deaths, is the best evidence is when
they were definitely last positively seen alive and then known when
they were found dead (sic). There are lots of complicated equations and
things that one can use, but they essentially are not of much use apart
from very exceptional circumstances’.

6.98 Dr Grenville said that he does not himself possess the skills necessary to estimate time
of death and would not attempt to do so. He is, however, aware that it is mandatory to
record the core temperature, usually by obtaining a rectal temperature. The ambient
temperature must also be measured, and careful observations noted about the
deceased’s clothing or covering and those signs which wax and wane after death, such
as rigor mortis and post-mortem lividity. There is no evidence that Shipman ever
obtained or recorded such information in cases where he estimated the time of death
with apparent confidence, nor is there any evidence that he possessed the skills
necessary to make such estimates of time.

The Patient who Refuses to Heed Medical Advice

6.99 Dr Grenville was asked how a general practitioner should deal with a patient who has a
serious medical condition but refuses admission to hospital, or other necessary
treatment. This was a situation in which Shipman claimed frequently to find himself,
often with a patient who had suffered signs suggestive of an evolving stroke or transient
ischaemic attack, or who had suffered, or may have suffered, a heart attack, or who had
a chest infection or bronchopneumonia. Shipman’s solution to this problem was, usually
at least, to leave the patient at home, without arranging any immediate care, and without
seeking the assistance of relatives to change the patient’s mind; he would then tell the
patient ‘ tluk’, i.e. ‘ to let us (the surgery) know’ if he or she had a change of mind or had
deteriorated.

6.100 By contrast, Dr Grenville said that it was ‘ incredibly rare’ for a patient to refuse to take
such advice. If the initial reaction is negative, the doctor must explain carefully the
reasons for the advice given. In the face of a continued refusal to accept his advice, he
said that he would ask the patient whether there was a relative, friend or neighbour to
whom he could speak, in the hope that the patient would accept the joint advice of



himself and that other person. If he still met with no success, he would make a most
detailed note of what had happened, and ask the patient to sign a declaration that he
had advised the patient to go to hospital and explained the risks associated with failing
to take that advice. The effect of requesting a signature is, he says, to make it clear to
the patient that the doctor is serious, and also to protect the doctor in the event of a
complaint or litigation in the future.

6.101 Dr Grenville said that he had not had to resort to obtaining a signature from a patient
refusing to be admitted to hospital, but he had had to do so where a patient was
refusing treatment which he definitely believed was in the patient’s best interests. In the
event that he was forced, contrary to his own judgement, to leave a patient at home
rather than have him or her admitted to hospital, he said that he would want to try to
arrange for the patient to be observed on a more or less continuous basis, whether by
family, the district nursing service or Social Services. In an extreme case, the National
Assistance Act 1948 could be used, although this takes time and is usually resorted to
in the case of a person living in chronically poor conditions, rather than someone
suffering a serious life-threatening illness.

6.102 In an extreme case, a doctor may have to override a patient’s wishes. In the case
of Mrs Mary Coutts, Dr Grenville said that, had she been suffering from
bronchopneumonia which was plainly life-threatening, a reasonable doctor might have
been justified in ignoring any weak protests that she might have raised about not going
into hospital and in simply overriding her and getting her into hospital for treatment.

6.103 Most of Shipman’s patients had been registered with him for years, had the utmost
confidence in his medical abilities and trusted him implicitly. In reality, it is highly unlikely
that they would have resisted his attempts to persuade them of the need for hospital
admission, particularly if they were as ill as he described. Even those who were
genuinely unwilling to be admitted, such as Mrs Elizabeth Battersby, would have been
unlikely to maintain their opposition once their relatives were informed and lent their
support to Shipman.
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CHAPTER SEVEN

Drugs

7.1 At his trial, Shipman was convicted of the murder of 15 of his patients; toxicological tests
on the bodies of nine of those patients had revealed evidence of morphine toxicity. The
prosecution case was that Shipman had killed each of his victims by administering a
lethal injection of morphine or diamorphine.

7.2 Evidence about the properties and effects of morphine and diamorphine was given to
the Inquiry by Professor Henry McQuay. Professor McQuay is a doctor of medicine and
a Fellow of the Royal College of Anaesthetists. He is the Professor of Pain Relief at the
University of Oxford and an Honorary Consultant at the Oxford Pain Relief Unit. He has
considerable experience in the use of morphine and diamorphine and has published
basic scientific and other works on the topic. He gave evidence for the prosecution at
Shipman’s trial.

7.3 Professor McQuay provided for the Inquiry a report dealing with the properties, use,
effects and therapeutic and toxic dosages of morphine and diamorphine. He also gave
written answers to supplementary questions put by the Inquiry legal team and provided
an additional report, dealing with the effects of morphine and diamorphine administered
by different routes and the timing of the effects of the drugs when delivered by those
routes. He gave oral evidence to the Inquiry on 21st June 2001.

7.4 Professor Kevin Park is Professor of Pharmacology at the University of Liverpool. He has
more than 20 years’ experience in research in drug metabolism and in the mechanisms
of adverse drug reactions. He and Professor McQuay provided a joint report with
Dr Grenville focusing particularly on chlorpromazine (Largactil), but also dealing
with other drugs which might have a depressant effect on the respiration or central
nervous system.

7.5 As a general practitioner, Dr Grenville has experience of prescribing and administering
opiates and of the issues relating to their use, and he also gave evidence to the Inquiry
on that topic.

Morphine and Diamorphine

7.6 Diamorphine is twice as potent as morphine, when given by intravenous injection;
however, once introduced into the body, diamorphine is very rapidly changed into
morphine. It is not, therefore, possible to say, as a result of toxicological tests alone,
whether any morphine found on testing was originally administered as morphine or
diamorphine. In Shipman’s case, the overwhelming likelihood is that, during his years in
Hyde, diamorphine was his drug of choice. This is apparent from the available evidence
about Shipman’s acquisition of controlled drugs during the 1990s, which will be
discussed in Chapter Eight.

7.7 Professor McQuay explained that morphine works by binding to the receptors which
carry messages of pain to the brain. Although it has the same chemical constituents as
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morphine, diamorphine’s different structure means that it cannot bind to the receptors
and has to break down into morphine in order to be able to do so. The process of
change from diamorphine to morphine takes only about 30 seconds. Dr Grenville
pointed out that morphine also has euphoriant and vasodilatory effects, which can be
helpful in treating certain conditions.

7.8 Whether administered as morphine or diamorphine, the morphine has to be transported
in the bloodstream to the brain and the spinal cord, where the receptors are situated.
The quickest way to achieve this is by intravenous injection, i.e. administration straight
into the bloodstream. Alternatively, the drug can be administered by intramuscular
injection, which is much slower because the morphine has to pass from the muscle to
the bloodstream before being carried to the receptors. If the drug is taken orally, then it
is absorbed from the intestines into the bloodstream, before passing round to the brain
and the spinal cord, and this takes longer than either the intravenous or the
intramuscular route. The timing of the effects produced by the administration of
morphine and diamorphine by different routes is compared at paragraphs 7.29 to 7.36.

The Side Effects of Morphine and Diamorphine

7.9 One of the two most important unwanted side effects of morphine and diamorphine is
respiratory depression; the other is addiction. Morphine, when administered, has the
potential to slow the rate of breathing and, ultimately, to stop breathing altogether. This
must be taken into consideration when deciding whether to prescribe morphine or
diamorphine and, if so, how much to prescribe. If a patient is in acute pain, respiratory
depression is less likely to occur, since the potential of morphine to stop breathing is
combated by the pain itself. If a person has no pain or distress when the drug is
administered (for example, if he or she is taking the drug for ‘ recreational’ purposes),
there is no opposition to the potential to depress respiration and breathing is liable to
become slower. Euphoria will also occur very rapidly. If a patient already has a condition
causing respiratory depression, such as chest disease, the further depressant effect of
the drug on the patient’s breathing may easily give rise to danger. Other side effects of
morphine, usually evident when a patient is first started on the drug, are dizziness,
constipation and nausea.

7.10 Morphine injections are delivered ready-mixed as a transparent liquid in little glass pots
called ampoules; they are available in a variety of strengths. They are administered by
drawing up the contents of the ampoule into a syringe by means of a needle.
Diamorphine comes in powder form, also in an ampoule, and has to be mixed with
sterile water for administration as an injection. The water is drawn up from an ampoule
into a syringe and then squirted into the powder ampoule. The diamorphine solution is
then drawn back into the syringe ready for injection. Diamorphine is easy to dissolve, so
only a little liquid (about 1 to 2ml for a 10mg ampoule of diamorphine) is required. With
an intramuscular injection, the smaller the volume used, the less uncomfortable the
injection. Diamorphine is supplied in 5mg, 10mg, 30mg, 100mg and 500mg ampoules.

7.11 An intravenous injection is most commonly administered into the large vein in the crook
of the elbow, the next most favoured site being a vein on the back of the hand. The most



usual sites for an intramuscular injection are the buttock, the big muscle on the outside
of the thigh or the deltoid muscle in the upper arm.

The Use of Morphine and Diamorphine in the Treatment of Severe Acute Pain or Distress

7.12 Dr Grenville described the circumstances in which he would use morphine and
diamorphine for the treatment of severe acute pain, for example, after severe trauma, or
for the pain of a heart attack. He would also use the drug to alleviate distress caused by
left ventricular failure, a condition not characterised by pain. He told the Inquiry that he
usually uses morphine in the form of Cyclimorph, which also contains cyclizine (a drug
which prevents sickness). He carries for this purpose two ampoules of Cyclimorph 15,
each of which contains 15mg morphine. Dr Grenville has had to administer Cyclimorph
on only four occasions in his career, two of which were emergencies which occurred
when he was off duty. In recent years, the use of morphine and diamorphine by doctors
in acute circumstances arising in the community (as opposed to hospitals) has reduced,
due to the greater role played by trained paramedics in the treatment of heart attacks
and other acute conditions.

7.13 Dr Grenville emphasised that it is important to use the drug in the minimum quantities
required to give pain relief; in other words, the drug is titrated against the patient’s
problem, be that pain or distress. This is best done by injecting the drug intravenously,
so that it passes straight into the bloodstream and rapidly moves to the brain and spinal
cord, where it exerts its effects; those effects can be observed as the drug is
administered. Dr Grenville described this process:

‘ So you inject the drug into the vein very, very slowly and you observe
the patient as to what effect it is having upon them. By observing a
patient, you can tell how much pain they are in; whether their pain is
being relieved; whether life is becoming easier for them.

You are also observing the patient to watch for the onset of unwanted
effects, such as sedation or respiratory depression. It is always a
question of titrating the dose against the problem for which you are
using it’.

7.14 Dr Grenville uses a long, narrow, low volume insulin syringe so as to achieve greater
control over the dose and aims to inject about 1mg morphine a minute.

7.15 Dr Grenville went on to make the point that the intravenous route is to be preferred,
because titration is possible. With the intramuscular route, there is no possibility of
titrating and it is necessary for the doctor to decide beforehand how much of the drug
he or she is going to give. The only circumstance in which Dr Grenville would inject
morphine intramuscularly would be, he said, if he had to give an opiate to a patient in
severe pain and he could not get venous access because the veins were collapsed or
for some other reason.

7.16 As to the effects of the drug, Dr Grenville said that the first effect was likely to be the
euphoriant effect but, in a patient with severe pain, an intravenous injection will very
quickly start acting to help the pain and it is necessary to ask the patient to report any
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differences which he or she may notice as the drug is delivered. In the case of acute left
ventricular failure, the patient will be distressed with rapid, laboured breathing and,
probably, secretions. The aim of the injection is to try to ease the patient’s distress and
panic and thus reduce the production of adrenaline and other hormones. Opiates also
have a vasodilatory effect which might reduce the pooling of blood in the lungs. In this
case, morphine would be used in conjunction with a large intravenous dose of a
diuretic.

7.17 An injection could also be given subcutaneously; if this is done as a ‘ one-off’, which
would not be usual, it could be given anywhere on the body under the skin, most likely
on the thigh, the stomach or the chest wall.

The Use of Morphine and Diamorphine in the Treatment of Chronic Severe Pain

7.18 Subcutaneous injections are usually administered over a period of time, using a butterfly
needle, which is placed under the skin on the chest wall or on the abdominal wall, and
held in place by two ‘ wings’ taped onto the surface of the skin. Such injections are used
in the management of persistent, severe pain, usually as a result of cancer.

7.19 Both Professor McQuay and Dr Grenville gave evidence about the use of strong opiates
in relieving pain caused by terminal conditions. They described how the patient’s pain is
managed by using progressively stronger pain-relieving drugs, usually in tablet form.
When strong opiates are introduced, they are often in the form of slow-release morphine
tablets, which are designed so that the morphine within the tablets is absorbed slowly
into the bloodstream over 24 hours; thus, if the tablets are taken regularly, a constant
level of the drug within the bloodstream is maintained, the aim being to keep the drug at
a level whereby the patient is pain-free. Often, a patient can be maintained on an oral
opiate, such as morphine, for a long time – for months, even years. If breakthrough pain
is experienced, this should be dealt with by giving a single dose (a ‘ bolus’ dose) of the
drug by some convenient means, often an oral morphine solution. However,
breakthrough pain is an indicator that the current regular dose of oral medication is
inadequate and should be increased so that the pain is effectively controlled.

7.20 When a patient with a terminal illness becomes unable to swallow, opiates have to be
administered by a route which does not involve swallowing, most usually by the
subcutaneous route using a syringe driver attached to a butterfly needle. A syringe
driver is a pump, into which a standard-sized syringe will fit. It is designed to drive home
the plunger of the syringe over the course of a 24 hour period. By making up the solution
of the opiate to be put into the syringe in different quantities, the drug can be delivered
to the patient at different rates. As the rate is increased, the level of the drug in the
patient’s bloodstream increases and that level can be titrated against the degree of pain
experienced by the patient. If a syringe driver is in use, any breakthrough pain is best
dealt with by an intravenous injection although, once again, the occurrence of
breakthrough pain may signify the need to reassess and increase the dose of the drug
being delivered through the syringe driver. Syringe drivers have been a common
method of treating a patient who is unable to swallow for the last 20 to 30 years,
according to Professor McQuay, although Dr Grenville said that they have become more
widespread in the community (as opposed to hospital) over the last 10 to 15 years. The



first use, known to the Inquiry, of a syringe driver among Shipman’s patients was in
November 1993; it is, however, possible that one or two had been provided to other
patients before that time.

The Appropriate Dose of Morphine or Diamorphine

7.21 Both Professor McQuay and Dr Grenville gave evidence about the doses of morphine
and diamorphine, which would be appropriate in various different circumstances.

7.22 Dealing first with the relief of acute pain, for example after a heart attack or an operation,
Professor McQuay stated that the standard adult dose would be 10mg morphine or
5mg diamorphine, repeated four hourly as necessary, administered intramuscularly.
If injecting intravenously, he would give about half those quantities and probably, he
said, with some caution. That would be the amount of the drug which would be given by
way of ‘ pre-med’ to a patient before undergoing an operation.

7.23 Dr Grenville observed that the dose of morphine usually required in circumstances of
acute pain by a previously healthy, opiate-naï ve adult patient is extremely variable, but
the commonest range would be 5 to 10mg morphine or 2.5 to 5mg diamorphine by the
intravenous route. If constrained to give an intramuscular injection, he said that he
would probably give 5mg morphine and observe the effects, hoping that the patient was
not a person who was particularly susceptible to morphine and aware that, if the dose
given proved inadequate, he could always give a further dose. Dr Grenville said that the
maximum amount of morphine he had ever needed to use in circumstances of acute
pain was a full ampoule of Cyclimorph 15, i.e. 15mg morphine.

7.24 Where a patient has protracted chronic pain, such as that produced by cancer, the
average daily dose of oral morphine is, according to Professor McQuay, about 120mg,
although the dose can be much larger – in rare situations up to 2 to 3g per day. If a
change is then made to subcutaneous delivery (because the patient cannot swallow),
but the pain has not increased, then the dose will be reduced to between a third and a
half of that being given orally. In other words, morphine delivered by the subcutaneous
route is generally considered to be between twice and three times as potent as
morphine delivered orally. Professor McQuay explained that, in practice, the change
from the oral to the subcutaneous route often occurs towards the very end of life, at a
time when the pain is escalating, so that a simple conversion is not appropriate. In that
event, it is usual to start with the equivalent of the current oral dose, giving ‘ extras’ as
necessary and then calculating, by reference to the number of extras, the appropriate
daily dose. Professor McQuay estimated that about 30 per cent of patients requiring
subcutaneous morphine need more than 200mg morphine per day.

7.25 Professor McQuay told the Inquiry that previous exposure to morphine frequently has
the effect of increasing a patient’s tolerance to the drug, resulting in more being needed
to achieve the same level of pain relief. The effect of the drug is also subject to factors
such as age, size and state of health. In general, the older the patient is, the greater the
effect of a given dose of morphine. All these factors have to be taken into account when
determining the dose of morphine or diamorphine to be used. The effect of the drug is
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also influenced by the speed at which it is delivered; maximum effect would be
achieved by giving the contents of a syringe by the intravenous route very quickly.

Excessive Doses of Morphine and Diamorphine

7.26 Both Professor McQuay and Dr Grenville were asked to identify the dose of morphine
and diamorphine which they believed was likely to be fatal in a morphine-naï ve patient.
Professor McQuay pointed out that the task was a difficult one, since the aim of doctors
was to avoid giving such a dose if possible; the answer to the question cannot be found
in any textbook and, in any event, would vary according to the patient’s age, size and
state of health, together with other factors. However, his best estimate was that 60mg
morphine or 30mg diamorphine, given over one minute to a fit adult who had not
previously been exposed to strong opioid drugs, would be fatal. The most he has ever
administered himself was 30mg morphine intravenously over ten minutes, titrated to
control very severe pain arising from a trauma suffered by a very large (and presumably
fit) man in the course of cross-country skiing.

7.27 Professor McQuay said that he would expect a dose of 30mg diamorphine, given
intravenously over five minutes or less, to put a fit, normal person, not habituated to the
drug, to sleep and eventually stop their breathing. Dr Grenville was a little more
conservative in his views. He said that he would expect, on the basis of his own
experience of giving therapeutic doses, that a dose of 20mg diamorphine or 40mg
morphine would prove fatal. He would reduce those amounts by half in an elderly, small,
ill or frail patient. He said that a smaller dose could produce long-term coma with brain
damage, without necessarily causing death by total cessation of respiration.

7.28 The risk of coma and brain damage is illustrated by the circumstances of two of the
deaths for which I have concluded that Shipman was responsible. In the case of
Mrs Alice Gorton, who died on 10th August 1979, Shipman plainly believed that she was
dead when he summoned her daughter to the house. Shortly after the daughter’s arrival,
however, Mrs Gorton was heard to groan loudly. She survived in an unconscious state
for a further 24 hours or so. Whilst Mrs Gorton was elderly, she was also a large woman
and I have found that Shipman injected her with a dose of diamorphine which was not
sufficient – possibly because of her size – to kill her immediately, but was enough to
render her unconscious and to cause her death from brain damage or
bronchopneumonia, or as a result of a combination of the two. I have also found that, on
18th February 1994, Shipman injected Mrs Renate Overton with sufficient diamorphine to
cause unconsciousness from which she never recovered. It is not clear whether
Shipman used less diamorphine on this occasion than was his habit or whether
Mrs Overton, being only 47 years old, was a more robust subject than most of his
elderly patients. Whatever the cause, she survived in a persistent vegetative state for
14 months.

The Timing of the Effects of Excessive Doses of Morphine and Diamorphine

7.29 Professor McQuay produced a report dealing with this topic, with which Dr Grenville has
signified his agreement. Dr Grenville has also commented on the timing of the effect of
the drugs in the context of the specific deaths about which he has given evidence.



7.30 If a fit adult with no previous experience of opioid drugs were given 30mg diamorphine
intravenously over one minute, Professor McQuay said that he would expect breathing
to stop within one minute and death to ensue within five minutes, because of lack of
oxygen to the brain. The patient would be incapable of moving from the position in
which he or she had been injected and would be unlikely to vomit. Larger doses would,
Professor McQuay said, have the same effect.

7.31 Professor McQuay observed that he was unable to predict with precision the effects of
an intravenous dose of less than 30mg diamorphine. He said that, after any dose over
5mg, the patient would be aware that something had happened, would be aware of
feeling strange and drowsy and, if he or she tried to move about, would probably be
nauseated and vomit. Professor McQuay observed that a dose of 20mg could well
prove fatal in an elderly, unfit and opioid-naï ve person. Dr Grenville said that a patient to
whom a fatal intravenous injection was administered would rapidly become
unconscious and would be unaware that he or she was dying; he drew a parallel with
the anaesthetic given before an operation, after which the patient usually falls asleep
and is aware of nothing else until the effects of the anaesthetic wear off.

7.32 An intramuscular injection takes longer to work and the effects are less predictable. The
effect of an intramuscular injection of 30mg diamorphine would be maximal between
30 and 60 minutes after its administration. The degree of the effect would also be
slightly less than for the same dose delivered intravenously, since absorption of the
drug would be less complete. Nevertheless, Professor McQuay would expect a 30mg
intramuscular dose of diamorphine to be fatal in an opioid-naï ve person. Because of the
slower absorption, it is possible that there would be a period of time after administration
of the injection when the patient would be able to walk and talk. As the drug began to
take effect, the patient would feel nauseated and might vomit, particularly if he or she
were trying to move about. Although an onlooker may not notice any immediate effect,
by a period of 15 minutes after the injection – and certainly by 30 minutes after – it would
be clear that ‘ something strange’ was happening. The general proposition, confirmed
by Dr Grenville when giving his evidence in the case of Mr Samuel Mills, is that, if a
person is going to die as a result of an intramuscular injection of opiates, he or she will
do so within about an hour of its administration.

7.33 The oral route is the slowest and the onset of the effects of a dose of 60mg tablets of
morphine (i.e. the equivalent of 30mg diamorphine) would, according to Professor
McQuay, be 30 to 45 minutes after its ingestion; again, there would be a period of
normality before the patient began to feel nauseated and act strangely. This would
probably be evident by 45 minutes after ingestion, certainly by 60 minutes. The ‘ lucid
interval’ would be increased further if the oral morphine were given in a slow-release
formulation; the onset of the effects would then be delayed to 11/2 to 2 hours after
administration. Dr Grenville stressed that different people have a different susceptibility
and, in the case of frail and elderly patients, the onset of the effects of the drug could be
quicker than the estimates set out above.

7.34 Professor McQuay has described how, if a needle is placed in a vein in order to deliver
an intravenous injection, it can slip out of the vein so that fluid which had been intended
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to go into the vein is instead extravasated, i.e. it goes outside the blood vessel and into
the tissues around the vein. The injection thus becomes subcutaneous but the timing
of the effect will, Professor McQuay said, be similar to that for an intramuscular injection.
In order to avoid the risk of giving an extravasated injection, the injector usually checks,
by intermittent pulls on the syringe plunger, that there is a back flow of blood which
shows the needle is still in the vein. However, a needle can come out of the vein if the
recipient or the injector moves position or the needle shifts. There can be problems also
with small, very mobile veins which are sometimes present after excessive weight loss;
also, many elderly people have veins with calcified walls, which are difficult to
penetrate. The veins may also have collapsed or be difficult to find, for example in a
person who is obese.

7.35 If a needle comes out of the vein and part of the drug is extravasated, Dr Grenville said
that the effect produced by the injection is likely to be significantly slower than if it had
been delivered intravenously. He said:

‘ If it became extravasated, then you may be looking at the effects within
a few minutes up to maybe tens of minutes, depending upon the
patient’s condition and the amount of the dose that is being given, how
much was given intravenously, how much was extravasated; there
would be all sorts of factors. Clearly, I have to say it is something I have
no experience of’.

7.36 If the dose administered were of such a size as to be fatal, Dr Grenville said that, as with
an intramuscular injection, there may be a period during which the patient might be able
to move around, albeit feeling unwell, dizzy and perhaps sick, before lapsing into
unconsciousness and death.

Double Effect

7.37 Professor McQuay and Dr Grenville gave evidence about the phenomenon known as
‘ double effect’, whereby the administration of a dose of opiates sufficient to relieve a
patient’s pain might also have the effect of reducing the patient’s respiratory drive to
such a degree that the patient’s life is shortened. Dr Grenville pointed out that, as well as
considering the effect of the drug on respiratory drive, a doctor must also consider the
fact that, if the patient’s pain is not relieved, he or she may become distressed and
exhausted and thus the patient’s life may be shortened anyway.

7.38 Dr Grenville explained that it was necessary, when deciding on the amount of the drug
to give and the rate at which it should be delivered, to balance the need to relieve pain
against the risk of depressing respiration. This is likely to be more difficult when the
patient is close to death and suddenly experiences a degree of breakthrough pain,
necessitating a dose of pain relief, which may reduce the patient’s respiration to the
extent that he or she cannot continue. He stressed that this was likely to arise at the very
end of life and that any shortening of life was likely to be by hours only.

7.39 Dr Grenville said that good medical practice when using opiates in these circumstances
was for the doctor to ensure that the patient’s death was as pain-free as possible and
that he or she was kept comfortable and did not die distressed. However, it is not lawful



to administer doses of opiates which are primarily intended to hasten death and which
are more than the doctor honestly believes is required to alleviate pain.

7.40 Professor McQuay acknowledged the problem with terminally ill patients. He said that
the technique in these circumstances is to titrate the dose against the response. If the
patient is conscious, he or she can indicate whether the drug has had any effect in
relieving pain; even if the patient is comatose, signs such as grimaces, sweating or a
rise in pulse rate can indicate continuing pain. Obviously, the unconscious patient is
more difficult to assess. Professor McQuay said that he could not be certain whether the
giving of a dose of opiates sufficient to relieve distress in a desperately ill patient with a
short time to live might also have the effect of shortening life by a brief period. In those
circumstances, he would have to make a value judgement as to the appropriate dose
against the background of the previous doses received by the patient.

7.41 When giving evidence about the death of Mrs Mary Ogden, Dr Grenville referred to the
direct and indirect results of an intramuscular administration of opiates to a patient who
was approaching death. On the one hand, the injection could have the direct effect of
depressing respiration and causing death; in that event, he would expect death to occur
within an hour of administration of the drug. He distinguished this situation from that of
the indirect result of the injection, which he described thus:

‘ …in the real situation of a patient who is really ill and really needs
analgesia, you could envisage the situation, and, indeed, it occurs,
where they require a dose of morphine or diamorphine which is very
large but may not be sufficient to cause death of itself but may be large
enough to cause temporary respiratory depression which then allows,
in a very debilitated patient at death’s door (sic), to develop a terminal
bronchopneumonia and to that extent one could describe the
bronchopneumonia as a direct result of the morphine injection and that
is a different timescale. So this really is the difference between a real-
life situation of the type that I have seen and the sort of thing that
happened or may have happened when Shipman was involved’.

7.42 Dr Grenville confirmed that, if the opiate were the primary cause of death, death would
occur within about an hour. However, the dose of opiate might be a contributory cause
of a death taking place more than an hour later.

7.43 The Inquiry has investigated a number of cases in which it has been suggested, or
suspected, that Shipman administered opiates in a quantity designed to hasten death,
rather than merely to relieve pain. However, in many of these cases, it has been
impossible to make any assessment of the amount of medication given. Shipman’s
medication records were frequently inadequate, so that even when the general
practitioner records are available, it is often impossible to tell from them what or how
much medication was prescribed and/or administered. The exception to this is those
cases of terminally ill patients on syringe drivers where the district nurses’ records of
drugs received and administered are still available; those records are of a generally
high standard. However, Shipman’s failure to record the drugs administered and the
fact that he is known to have been in illicit possession of large quantities of opiates,
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together with the lack of availability of any records at all in the early years, make it very
difficult to assess the nature and quantity of drugs administered to some of the patients
whose deaths have been considered.

Pethidine

7.44 In his answers to the supplementary questions put by the Inquiry, Professor McQuay
explained that pethidine is a synthetic strong opioid painkiller, the effects and uses of
which are similar to those of morphine. Like morphine, it acts on the receptors which
transmit messages of pain to the brain. Also, like morphine, pethidine is addictive and
produces various side effects, including respiratory depression, retention of urine,
palpitations and convulsions. Because of the risk of these latter effects, pethidine is not
generally used for the long-term relief of chronic pain. Instead, it is used to treat acute
pain, usually where not more than ten doses are likely to be required.

7.45 Pethidine can be administered by injection or in tablet form. A usual dose would be
100mg given intramuscularly, repeated four hourly as necessary. Professor McQuay
estimated a lethal dose to be of the order of 500mg for a fit opioid-naï ve person.
Administering a dose of that size would have considerable practical difficulties. In the
1970s, pethidine was supplied in ampoules containing 50mg of the drug in 1ml water or
100mg in 2ml water. Therefore, a lethal dose would entail the administration of five of the
larger ampoules, containing a total of 10ml liquid. It seems unlikely, therefore, that
Shipman can have used pethidine to kill.

7.46 The timing of the effects of the administration of pethidine by different routes would be
similar to those for morphine and, as with morphine, the degree of effect would depend
on a number of factors, including age. High or repeated doses give rise to the risk of
convulsions.

Chlorpromazine

7.47 The proprietary name for chlorpromazine is Largactil. Chlorpromazine is an anti-
psychotic or neuroleptic drug, which has been in use for more than 25 years. It can
be used to manage agitated states in the elderly and, since it suppresses nausea
and potentiates the effects of other centrally acting depressant drugs, it has been
much used in the treatment of the pain of terminal illness. It exists in tablet, elixir and
injectable forms.

7.48 Dr Grieve, one of Shipman’s partners in Todmorden, confirmed to the Inquiry that the
doctors there used injectable chlorpromazine in the treatment of terminally ill patients,
such as Mrs Lily Crossley, and there are references also to its use by Shipman during
the Hyde years.

7.49 In 1974 to 1976, ampoules of chlorpromazine for injection contained either 25mg in 1ml
of solution or 50mg in either 2ml or 5ml of solution. The recommended dosage was 25 to
50mg, to be repeated every 6 to 8 hours. Smaller dosages would be appropriate in the
case of small, elderly or frail patients. The March 2001 British National Formulary refers
to ampoules containing 25mg chlorpromazine in 2ml of solution.



7.50 The solution is given by deep intramuscular injection, into either the buttock or upper
arm. It has irritant properties which would make intravenous injection painful and, to all
intents and purposes, impracticable. While a massive overdose of chlorpromazine
might be capable of directly causing death (for example, by inducing fatal cardiac
arrhythmia), such an overdose would involve the injection of a substantial volume of fluid
and I do not think that Shipman would ever have chosen to kill a patient by this method.

7.51 On the other hand, a smaller overdose of chlorpromazine could have an indirect lethal
effect in very much the same way as might be achieved by a sublethal dose of morphine
or diamorphine. A dose of 100mg chlorpromazine is not a lethal dose, but could
contribute to a patient’s death. The mechanism would be by suppression of the
respiration, or of the protective cough reflex, of a frail person, especially where that
person already had a chest infection or history of chronic obstructive pulmonary
disease. Depending on the circumstances of the individual and the dosage given, death
might ensue by this indirect mechanism after anything between a small number of hours
and several days. The patient would go into a deep sleep quite soon after the giving of
the injection, a sleep from which he or she might well not wake if death followed as an
indirect result of the injection.

7.52 Other drugs exerting a comparable depressant effect on the respiration or central
nervous system would include the anxiolytics, hypnotics and some of the more sedating
anti-depressants and anti-histamines.

Other Types of Treatment by Injection

7.53 In the course of considering individual cases, I have come across other suggested
types of treatment by injection. When giving evidence in the case of Mrs Hannah Jones,
Dr Grenville said that, in 1985, the best treatment available for a severe asthma attack
was an intravenous injection of aminophylline or terbutaline, and it is quite possible that
Shipman legitimately treated Mrs Jones with such injections some months before she
died. Both drugs carried a risk of causing fatal irregularities of the heartbeat, but such
problems, if they occurred at all, would follow immediately after the injection, when the
patient would go into cardiac arrest. Dr Grenville also alluded in that case to the giving
of an intramuscular injection of a steroid. In considering the case of Miss Florence
Taylor, Dr Esmail told me that, in the early 1980s, intravenous injections of salbutamol
might have been given in similar circumstances and with similar possible side effects.

7.54 I should mention, for the sake of completeness, that there were undoubtedly occasions
on which Shipman gave a lethal injection of diamorphine but purported to have given
something else. So, in the case of Mrs Eileen Crompton, Shipman purported to give an
intravenous injection of benzylpenicillin, whereas I am sure that he gave a lethal
injection of morphine or diamorphine.

7.55 In the next Chapter, I will consider the means by which Shipman was able to acquire
controlled drugs.
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CHAPTER EIGHT

Shipman’s Acquisition of Controlled Drugs

8.1 The evidence relating to Shipman’s acquisition of controlled drugs is relevant to the
Inquiry in two ways. First, it is necessary to consider whether and, if so, by what means,
Shipman was able to obtain the drugs required to kill all those persons for whose deaths
I have found he was responsible.

8.2 Second, the Inquiry will in due course examine the procedures for prescribing,
dispensing, collecting, delivering, storing and disposing of controlled drugs and the
monitoring of those procedures and consider whether the safeguards currently in place
afford adequate protection for the public or whether they require strengthening. The
quantity of drugs which Shipman managed to obtain, and the degree of ease with which
he was able to acquire them, will obviously be highly relevant factors in any assessment
of the adequacy of the present systems of monitoring and control.

Todmorden

Pethidine

8.3 The events leading up to Shipman’s convictions for drugs offences in 1976 have been
described in Chapter One. The evidence gathered by the police and Home Office
inspectors relating to Shipman’s acquisition of drugs came from the controlled drugs
registers kept by the Todmorden pharmacies, in particular the pharmacy of Boots the
Chemists. Each pharmacy would have kept several drugs registers, one for each type of
controlled drug. The Inquiry has not succeeded in tracing the registers for this period
and, indeed, it seems likely that they were destroyed many years ago.

8.4 From the contemporaneous documents kept by the Home Office, it is clear that, whilst in
Todmorden, Shipman obtained pethidine (and, on occasions, Pethilorfan) injections by
two different methods. First, he repeatedly signed written orders or requisitions for the
drugs, representing that they were for the use of the Abraham Ormerod Surgery
whereas, although some of the drugs thus obtained may have been used for practice
purposes, the vast majority were taken by him for his own use. Up to July 1975, Shipman
accounted for the drugs obtained in this way by recording their purchase in the
controlled drugs register kept in the surgery, but he maintained no proper record of the
supply of the drugs to patients. This was no doubt because, in reality, he was not
supplying the drugs to patients, but using them himself. When asked about that
omission during a meeting with Home Office inspectors and the police in July 1975,
Shipman claimed that he was unaware of the requirement to make a record of supply.
After that meeting, and a subsequent one when the statutory requirements were fully
explained to Shipman and his partners, Shipman kept no records at all of his purchase
or supply of pethidine. During the period of his practice in Todmorden, Shipman
obtained over 30,000mg pethidine by written orders ‘ for practice use’.

8.5 Second, Shipman presented prescriptions for the drugs at local pharmacies, purporting
to be collecting the drugs on behalf of the patients in whose names the prescriptions
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were made out; in the event, the patients received very little, if any, of the drugs
prescribed. For this purpose, Shipman selected patients who were suffering, or had
suffered from conditions which might require treatment by pethidine. One such patient
received only one of the seventy or so 100mg ampoules which Shipman had
‘ prescribed’ for him. Before presenting a prescription, Shipman would forge the
signature of the patient on the back, claiming exemption from prescription charges, and
giving the clear impression that he was authorised by the patient to collect the drug on
his or her behalf.

8.6 The first pethidine obtained by Shipman on requisition (a total of twenty 100mg
ampoules) was collected by him from the Boots pharmacy on 8th April 1974, a very short
time after his arrival in Todmorden. Thereafter, he continued to obtain drugs in
increasing quantities until the time of the discovery of his wrongdoing in September
1975. In both August and September 1974, he obtained ten 100mg ampoules of
pethidine on requisitions for the practice. This rose to twenty 100mg ampoules in
October and thirty in November. In that month, he presented his first prescription for
pethidine in the name of a patient; he later admitted that that patient had received no
more than five doses out of the total of about five hundred ampoules obtained in his
name over a period of ten months.

8.7 Fifty of those ampoules were obtained in December 1974, and the amounts of pethidine
acquired by Shipman continued to increase. In May 1975, Shipman obtained 15,000mg
of the drug in the name of one patient. Even after Shipman’s meeting with Home Office
drugs inspectors and the police in July 1975, he continued to obtain large amounts of
pethidine. Four days after that meeting, he collected a further ten 100mg ampoules on
requisition for the practice and, during August, he acquired seventy 100mg ampoules,
most in the name of another patient who, he later admitted, received none of them. On
Saturday, 27th September (two days after Dr Dacre had discovered what Shipman was
doing, but before Shipman was aware of that fact), he obtained ten 100mg ampoules of
pethidine and, on Monday, 29th September, the very day when he was challenged by
his partners about his abuse of pethidine, he had obtained a further ten ampoules of
pethidine and ten ampoules of Pethilorfan on requisition, all ostensibly for practice use.

8.8 At the meeting with his partners on 29th September 1975, Shipman admitted that he had
been abusing pethidine. He subsequently told a Home Office drugs inspector,
Mr Donald McIntosh, and the police that he had been taking the drug for about
18 months (i.e. from about May 1974), having begun the habit shortly after joining the
practice in Todmorden, when he found that he did not get on with his partners and
became depressed. In fact, as I have said, he first obtained a supply of pethidine in
early April 1974.

8.9 Shipman’s claims that he obtained the pethidine for his own use are supported by the
fact that, in November 1975, when he was interviewed at The Retreat, Mr (then Detective
Sergeant) George McKeating observed that the veins on Shipman’s arms (and, he
claims in a later statement, on his legs also) had collapsed. With hindsight, it is apparent
that the ‘ blackouts’ from which Shipman suffered in 1975 were in fact convulsions
precipitated by his pethidine abuse. Shipman’s partners also reported that, when



confronted with their discovery, Shipman’s first response was to ask them to help him to
continue to obtain pethidine to feed his habit, a request which they, of course, refused.

8.10 At the time of his interview with the Home Office drugs inspector and the police in
November 1975, Shipman claimed to have been taking 600 to 700mg pethidine a day
before he was detected; if this were true, his consumption could well have accounted
for the amounts of the drug which he is known to have obtained. In a statement made to
the police in 1998, Mr McKeating observed that, at the time when he met Shipman in
November 1975, he suspected that he had been injecting larger quantities of pethidine
than he was admitting. Interestingly, he also said this:

‘ All his veins had collapsed, something I would have expected to see on
an addict of at least five years standing, making me suspect that his
habit was longer than he admitted’.

8.11 The Inquiry has considered the possibility that, by November 1975, Shipman may have
been seeking deliberately to overstate the amounts of pethidine which he claimed to
have taken, in order to conceal the fact that he was also using the drug to kill. A note in
the Home Office files, made on 14th November 1975 following a discussion with
Dr Hugo Milne (the psychiatrist to whom Shipman was first referred), suggests that
Shipman had first told Dr Milne that he was taking about 300mg pethidine a day, rather
than the larger amount (600 to 700mg) he later claimed. Unfortunately, Dr Milne’s
contemporaneous notes have not survived and there is no other reference in the
documents to the amounts of pethidine which Shipman was using in 1974 and 1975.
Even if the Home Office note accurately reflects what Shipman said to Dr Milne, it is
quite possible that, at that early stage after his detection, Shipman was seeking to
underestimate the extent of his drug problem. It is impossible to be sure. Nor is it
possible to be sure precisely how much pethidine Shipman acquired during his time in
Todmorden. The Home Office documents mention other prescriptions which were
dispensed, but of which no records survive, so that the total amount of pethidine
obtained is likely to have been greater (although probably not by a great deal) than
it has been possible for the Inquiry to calculate. Although it is not possible to calculate
accurately the amount of pethidine acquired by Shipman during his time in Todmorden,
nor the extent of his personal use, I do not think that he was using the drug to kill
his patients.

Other Controlled Drugs

8.12 There is no direct evidence in the contemporaneous documentation from the
Todmorden years about any enquiry into Shipman’s acquisition of any other type of
controlled drugs, for example morphine or diamorphine; there were, however, records
of his obtaining twenty ampoules of 30mg morphine sulphate injections on signed order
for the practice in February and March 1975. This suggests that the controlled registers
which would have recorded his acquisition of morphine were searched.

8.13 It seems virtually inconceivable that the Home Office and police would have examined
in detail Shipman’s history of obtaining pethidine without also considering his use, or
possible abuse, of other controlled drugs. This view is confirmed by the statement of
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Mr McKeating, who has told the Inquiry that his investigations covered all controlled
substances, including diamorphine, pethidine and morphine. He correctly recalls that
those investigations revealed that Shipman had received some supplies of morphine.
Mr McKeating also remembers Shipman observing at The Retreat (although this does
not appear in the transcript of the interview) that he had tried morphine on a few
occasions but did not like it and had stopped taking it. Mr Eric Lloyd-Jones, former
pharmacist and manager of the pharmacy at Boots the Chemists, Todmorden, recalled
in his Inquiry statement that the Home Office drugs inspector had investigated
Shipman’s obtaining of diamorphine as well as of pethidine. There is no mention in any
of the contemporaneous documents of any concern about Shipman’s acquisition of
diamorphine.

8.14 There is, therefore, no evidence that Shipman unlawfully obtained diamorphine whilst in
Todmorden, and his obtaining of morphine appears likely to have been limited to the two
occasions referred to above. Nevertheless, the quantity of morphine which he did obtain
would have been sufficient to kill several people.

Pre-Todmorden

8.15 The fact that Shipman began to obtain pethidine so soon (within six weeks) after his
arrival in Todmorden must raise the possibility that he had acquired the habit of taking
the drug whilst he was at Pontefract General Infirmary, possibly in the Obstetrics and
Gynaecology Department, where the drug was widely used. Pethidine was also
frequently used in other departments for the relief of post-operative pain. On the
occasion of his first interview with the Home Office inspectors and the police, in July
1975, Shipman told his interviewers that he had taken pethidine once at a party when he
was a student, but had never had taken it since. That was, of course, a lie. He made no
mention of taking the drug in Pontefract.

8.16 The Inquiry has obtained a statement from a retired consultant who formerly worked in
the Obstetrics and Gynaecology Department at Pontefract General Infirmary, Mr Peter
Howe. He has described the procedure in force in the department, whereby a record of
each dose of pethidine supplied for use was entered by the pharmaceutical staff into
the controlled drugs record kept on the ward; the drug then had to be signed out for use
by two registered midwives. Mr Howe was not aware of any problem of doctors or
nurses abusing pethidine, or any other drugs, at the time when Shipman was in his
department. The Inquiry has obtained a limited amount of information from nurses
employed at the hospital in the early 1970s; they also say that Shipman would not have
been able to obtain access to controlled drugs at the hospital. Dr Doreen Belk, one of
Shipman’s contemporaries at Leeds University and at the hospital in Pontefract, recalls
that, when administering an injection, there was invariably a nurse present who checked
the contents of the phial with him.

8.17 Other doctors who worked at the hospital at the same time as Shipman are not so sure
that it would have been impossible to obtain drugs illicitly, although they were not
themselves aware of any specific problem of drug abuse, by Shipman or any other
doctor, at that time. Dr John Turner, a consultant physician under whom Shipman



worked immediately after he qualified, has told the Inquiry that he believes that, in
general, it is relatively easy for a member of the resident medical staff in any hospital to
acquire drugs, if he or she is minded to do so. This could be done by prescribing the
drug for a patient, then appropriating it, and/or by colluding with the nursing staff.
Dr Philip Gordon, who worked with Shipman for a short time on the paediatric team,
recalls an occasion when his own general practice took on a doctor who, unknown to
them, was a drug addict. That doctor told Dr Gordon how, when working in hospital (not
at Pontefract), he would prescribe a pethidine injection for a patient; he would then
administer half of the injection to the patient and keep half the contents of the syringe for
himself. This method is reminiscent of those employed by Shipman to obtain controlled
drugs whilst he was practising in Todmorden and, later, in Hyde.

8.18 Whilst it is possible, therefore, that the systems designed to prevent drug abuse at the
hospital were thought to be foolproof, it seems likely that this was not in fact the case. It
is quite possible that, unknown to Mr Howe and to those other doctors and nurses who
have been contacted by the Inquiry, Shipman was able to obtain pethidine illicitly whilst
at Pontefract, just as he was able to do for almost 18 months in Todmorden before he
was finally detected.

8.19 Mr McKeating’s comments about the state of Shipman’s veins would support the
suggestion that his pethidine abuse had started before his arrival in Todmorden. A
comment made by Shipman during his meeting with the police and two Home Office
inspectors in July 1975 may also be significant. The notes of that meeting contain these
words:

‘ Referring to the prevalence of Pethidine in the orders (i.e. Shipman’s
orders made on behalf of the practice) he said that he had a preference
for using Pethidine whilst his partners preferred (i.e. preferred to
prescribe) other drugs…He stated that he had acquired this preference
whilst working as a doctor at a hospital in Pontefract’.

8.20 Whilst this conversation took place within the context of the drug which Shipman
preferred to prescribe, it may well be that the ‘ preference’ which he had acquired in
Pontefract was for using, rather than prescribing, pethidine.

Hyde

8.21 There is no evidence that Shipman continued to abuse drugs after his departure from
Todmorden. Neither his employers in Durham, nor his colleagues at the Donneybrook
practice, saw any sign of a continuing problem. Both would have been conscious of the
possibility of a relapse by Shipman into his former habit, so might have been expected
to look out for telltale signs, particularly at first. By the time of his move to Hyde,
Shipman was driving again and there was no repetition of the convulsions from which he
had suffered previously.

8.22 Shipman had resolved that he would not keep a controlled drugs register, nor, officially
at least, any controlled drugs ‘ in his bag’ for his emergency use in the course of his
practice. At least one of Shipman’s partners at the Donneybrook practice was aware of
this intention but others, for example, Dr Geoff Roberts, apparently were not.
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The Inquiry’s Investigations

8.23 The Inquiry has obtained the controlled drugs registers from nine pharmacies situated in
and around Hyde. The registers must be retained by pharmacies for two years after
completion but, in fact, the registers made available to the Inquiry extend back much
further than that.

8.24 The Inquiry initiated a number of investigations in an attempt to discover whether
Shipman had any other sources of supply for controlled drugs, over and above the nine
pharmacies referred to above. One possibility which occurred to the Inquiry team was
that Shipman may have collected opiates (for example, in syringe drivers) on behalf of
patients from the Tameside General Hospital pharmacy and diverted them for his own
use. However, the chief pharmacist at the hospital has told the Inquiry that the situation
would not arise whereby a general practitioner would personally collect controlled drugs
from the hospital pharmacy on behalf of one of his patients.

8.25 On examining the controlled drugs registers for the various pharmacies, the Inquiry
team noted that, in the 1990s, Shipman had a small number of patients who were drug
addicts and for whom he prescribed methadone. Methadone is a morphine derivative
which can, in certain circumstances, be used for pain relief. It is also used in the
treatment of drug addicts. Although methadone injections are available, they are only
available in certain tightly controlled circumstances and cannot be prescribed by
general practitioners. Shipman prescribed methadone in oral form. Enquiries of
Mrs Ghislaine Brant, pharmacist at the Norwest Co-op Pharmacy, revealed that
Shipman never collected methadone on behalf of patients and that it was not delivered
to his surgery, but was dispensed direct to the patient. There does not, therefore,
appear to be any possibility that Shipman used methadone to kill.

8.26 The Inquiry was also anxious to ascertain whether there were any other local
pharmacies from which Shipman may have obtained drugs. However, enquiries of his
former colleagues and staff revealed no evidence that Shipman obtained drugs from
sources other than the local pharmacies already investigated. The possibility cannot be
entirely ruled out that he visited pharmacies further afield and obtained supplies of
opiates under some pretext, even under a false name. However, there is no evidence at
all that he did so and it does not seem to me that, bearing in mind the quantities of
diamorphine which he was able to obtain within the immediate locality, he would have
had any reason to seek supplies from other sources.

Diamorphine

8.27 Although prescriptions issued by Shipman were on occasions dispensed by other
pharmacies, the bulk of the drugs prescribed by him were supplied by the Norwest
Co-op (formerly Battersby’s) Pharmacy, which was situated next door to Shipman’s
Market Street surgery and close to the Donneybrook Surgery. The controlled drugs
register for the Norwest Co-op Pharmacy does not extend back beyond 1991 and none
of the other pharmacies whose registers go back further dispensed any diamorphine
injections prescribed by Shipman prior to 1991.



The Market Street Years

8.28 Although he did not move to the Market Street premises until August 1992, Shipman
began to practise single-handed in the preceding January from rooms within
Donneybrook House. It was during his time there that he prescribed for one of his
patients two 30mg ampoules of diamorphine, which were dispensed on 16th March
1992. The patient concerned subsequently transferred doctors and has since died; the
Inquiry has not investigated his death, which was plainly unconnected with Shipman.
However, the patient’s medical records have been obtained and reveal no record of his
having been prescribed diamorphine in March 1992, nor evidence of any condition
which would have justified such a prescription. It seems, therefore, that Shipman
obtained the drug for his own purposes.

8.29 The first recorded supply of diamorphine prescribed for a patient of Shipman after his
move to the Market Street premises was on 22nd February 1993, when a prescription for
one 30mg ampoule of diamorphine was dispensed in the name of Mrs Louisa Radford
from the Norwest Co-op Pharmacy, Market Street. From that time until August 1993, a
curious pattern of prescribing emerged. On 14 occasions, a prescription for one 30mg
ampoule of diamorphine was dispensed, in the names of 13 different patients. The two
prescriptions for the same patient were almost three months apart. It is clear, therefore,
that the prescriptions did not form part of a course of the drug, yet a single ampoule of
30mg of diamorphine could have no therapeutic use on its own, since it would be likely
to be fatal to a morphine-naï ve individual, particularly if elderly. It would be theoretically
possible to use part of an ampoule and reserve the rest for future use but this would give
rise to difficulties in calculating the correct dosage and would have little point when
smaller ampoules were readily available. At trial, Shipman’s explanation for his use of
30mg ampoules was that he was in ‘ the bad habit’ of prescribing 30mg diamorphine; he
said that he would use what was necessary and dispose of the rest by squirting it down
the sink. As I shall explain in Chapter Twelve, in reality, it now seems clear that, during
1993, Shipman was using 30mg ampoules of diamorphine to kill, replenishing his stock
as and when necessary.

8.30 From November 1993, Shipman’s pattern of obtaining diamorphine changed.
Mr Raymond Jones, who was suffering from terminal cancer, began to receive large
amounts of diamorphine by way of a syringe driver. Following his death, Shipman took
possession of two or three boxes (i.e. twenty or thirty 100mg ampoules, possibly more)
of diamorphine. He did not return them to the pharmacy from where they had come for
destruction. I therefore assume that he kept them for his own purposes.

8.31 Between May 1994 and April 1995, Shipman prescribed another thirty five 100mg
ampoules of diamorphine powder in the name of four patients to whom it was never
administered. In July 1995, Shipman removed a large quantity (probably 1100mg
diamorphine) from a patient’s home, following the patient’s death. He pretended that he
took the drugs for ‘ disposal’. In reality, it is clear that he retained the drugs; four
ampoules of the diamorphine prescribed for that patient were found by the police when
they searched Shipman’s home on the day of his arrest over three years later.
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8.32 Shipman used the same method of obtaining diamorphine on the deaths of several
further patients between September 1995 and April 1998. On 6th June 1996, he
collected twenty 500mg ampoules and twenty 100mg ampoules of diamorphine
(i.e. 12,000mg diamorphine in all) on behalf of a patient who died on that date; none of
that diamorphine was delivered to the patient’s home and it is clear that Shipman kept it.
A small part of this consignment of drugs was found at Shipman’s home on the day of
his arrest over two years later. Assuming a fatal dose of about 30mg diamorphine, this
stockpile of 12,000 mg diamorphine would have been sufficient to cause the death of
approximately 360 people.

8.33 In addition, Shipman continued to write prescriptions for diamorphine which was neither
needed nor used by the patients on whose behalf he purported to obtain it. However,
the total quantities became larger, usually 1000mg a time, sometimes more. The 30mg
ampoules which he had previously favoured were never used after 1993; instead, he
changed to 100mg ampoules, even 500mg ampoules on one occasion.

8.34 At his trial, Shipman put forward a number of explanations to account for the
prosecution evidence that he had obtained large quantities of diamorphine in the
manner described. I do not propose to deal in detail with his evidence on the topic,
which was completely unconvincing. Suffice it to say that, whilst he had to concede that
he had failed to comply with the statutory requirements relating to controlled drugs on
occasions, he denied that he had ever obtained diamorphine for his own purposes. In
my view, it is clear that he did and that the jury accepted that he did.

8.35 It is also clear that, even on the basis of the medical records kept by Shipman, there
must have been occasions when he was carrying diamorphine which he had not
obtained by lawful means. The records reveal, for example, that he administered
diamorphine without a prescription to Mrs Violet Bird and Mrs Jose Richards in 1993,
Mrs Renate Overton in 1994 and Mr Peter Ovcar-Robinson in 1995. The Inquiry has also
learned that he administered diamorphine to a member of the Market Street practice
staff who attended the surgery unannounced and in great pain in December 1997. From
her evidence, it seems that diamorphine must have been on the surgery premises at
that time.

8.36 After November 1993, it is not possible to relate the individual ampoules of diamorphine
obtained by Shipman to the deaths which he caused. However, I am quite certain that
the amounts of diamorphine, which the available evidence reveals that Shipman was
able to obtain after that time, would have been more than sufficient to cause all the
deaths which I have found that he perpetrated, right up to that of Mrs Kathleen Grundy
in June 1998.

Morphine and Pethidine

8.37 In his clinical audit, Professor Baker pointed out that no entries for morphine or
Cyclimorph injections were found in any of the controlled drugs registers of the various
pharmacies whose registers he inspected, although Shipman had noted, in his medical
records, that he had administered those drugs to several of his patients. Examination of
the medical records revealed that all those patients identified by Professor Baker as



having received injections of morphine or Cyclimorph had died shortly after the
administration of the injection. Those patients were Mr Frank Halliday and Mrs Nellie
Bardsley in 1987, Mr Harry Stafford in 1988, Mrs Mary Dudley in 1990 and Miss Mary
Andrew, Mrs Edna Llewellyn, Mr Charles Brocklehurst and Mrs Amy Whitehead in 1993.
Where the controlled drugs registers survive, no record of a prescription for morphine or
Cyclimorph injections can be found for any of these patients. I have little doubt that the
reason for the absence of such records is that the injections administered were in fact
lethal doses of diamorphine.

8.38 There is no evidence from the controlled drugs registers examined by the Inquiry that
Shipman was prescribing or obtaining unusually large quantities of morphine (whether
in tablet or any other form) or pethidine during the 1990s.

Shipman’s Time at Donneybrook

8.39 As I have already mentioned, the Inquiry has no information about Shipman’s acquisition
of controlled drugs from the Norwest Co-op Pharmacy prior to October 1991. However,
having seen the methods by which he was able to obtain large quantities of pethidine in
Todmorden, and the very similar means which he was using to acquire diamorphine in
the 1990s, I have no difficulty at all in inferring that, whilst at Donneybrook, Shipman was
using in the same way dishonest methods to obtain opiates (probably diamorphine) as
he did before and after his time there. I refer further to this subject in Chapter Eleven.

The Future

8.40 It is apparent that Shipman was able to obtain very large quantities of controlled drugs
illegally and without complying with any of the statutory requirements of record keeping.
When he was in Todmorden, Shipman’s illegal acquisition of pethidine quickly came to
the attention of the authorities. While in Hyde, he was able to acquire strong opiate
drugs for over 20 years by a variety of illegal means, none of which attracted
the attention of the police, the Home Office Drugs Inspectorate or any other authority.
In Phase Two, Stage Three, the Inquiry will examine how this could have happened
and will seek to devise improved systems of control which will prevent such abuse in
the future.
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CHAPTER NINE

The Decision-Making Process

9.1 Before I began to write the decisions in the individual cases, I had read the transcript of
Shipman’s trial and the generic evidence of Dr Grenville and Professor McQuay, which
I have summarised in Chapters Six and Seven. I had informed myself of the systems in
use at the various practices in which Shipman had worked, which are summarised in
Chapter Four and I had also familiarised myself with the law and practice relating to
death registration and cremation certification, which are summarised in Chapter Five.

The Evidence in Individual Cases

9.2 The vast majority of case files contain witness statements taken by the Inquiry team,
death registration documents and at least some surgery records. Many files contain
witness statements taken during the police investigation, cremation certificates, medical
records and expert evidence. Some contain a variety of miscellaneous documents such
as nursing home records, telephone billing records, police and ambulance logs and
district nursing records. Very few medical records survive for the years before 1992 but
many were available after that date. A few files, in which the coroner’s office was
involved, contain the coroner’s papers. In general, the older the case, the fewer the
documents and the less detailed the recollection of the witnesses. In some cases I had
the benefit of oral evidence. In most, I based my decision on written statements and
documentary evidence.

Similar Fact Evidence

9.3 It was clear from an early stage that there would be very few cases in which physical
evidence would be available to show whether Shipman killed the patient in question.
Besides the cases in which Shipman was convicted, the police investigation had found
three deaths where traces of morphine were found in body tissues. There would be no
more cases with morphine in the body tissues. It was also clear that there would be no
evidence from Shipman himself. My decisions would be very largely based on
inferences from circumstantial evidence. My confidence in drawing such inferences
would be greatly increased if I found that patients had died in circumstances strikingly
similar to those in which the jury had found that Shipman had murdered his patients.

9.4 In a criminal trial, the jury is not usually permitted to draw the inference that the
defendant is guilty of the crime with which he is charged from evidence that he has
done something of a similar nature in the past. The jury is allowed to take past conduct
into account only if the similarity between the past conduct and the present allegation is
so great or so striking that it would be an affront to common sense not to do so.
However, it is universally recognised that people do tend to repeat their patterns of
conduct, good, bad and indifferent. We all have propensities to behave in certain ways,
just as we have traits of personality. In a civil action, a judge is allowed to take a
person’s propensities into account rather more freely than is permitted in a criminal trial.
A public inquiry is neither a criminal trial nor a civil action. My task in this Phase of the
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Inquiry has been to find out what Shipman has done. I felt free to consider all Shipman’s
conduct, throughout the whole of his professional career and to assemble as complete
a picture as possible of the ways in which he conducted himself. If I formed the view that
he carried out a killing in a particular way on one occasion, I felt free to infer that he
might have done something similar on other occasions, either before or after that
occasion. I began by analysing the circumstances of the 15 cases in which Shipman
had been convicted of murder.

The Fifteen Convictions

9.5 The cases are summarised at Appendix E.

9.6 Murder is the unlawful killing of a person carried out with the intention to kill or to cause
really serious harm. At Shipman’s trial, the jury found that Shipman had given a large
injection of opiate to each victim. The giving of the injection, which was not for
therapeutic purposes, was plainly an unlawful act. As Shipman was a doctor, the jury
must have been satisfied that he knew what the effect of the drug would be in the dose
that he gave. As the dose killed the patient, the jury must have inferred that Shipman
had intended to kill the patient. It appeared to me that, if I concluded that Shipman had
given an opiate injection, which had caused the death of a patient whose death did not
otherwise appear to have been imminent, I could properly infer that Shipman had
intended to kill that patient.

9.7 In nine of the 15 conviction cases, the bodies of the deceased had been exhumed and
morphine had been found in the remains. In each of those cases, there was strong
medical evidence that the true cause of death was morphine poisoning. In one case,
Shipman sought to advance an explanation for the presence of the drug in the body
tissues. He suggested that Mrs Kathleen Grundy might have been a drug addict. This
explanation was obviously rejected by the jury. In the other cases, Shipman offered no
explanation for the presence of morphine in the bodies. The finding of morphine
coupled, in eight of the nine cases, with evidence of Shipman’s presence with his
patient at the death or shortly before the discovery of the body (in circumstances which
had afforded him an opportunity to administer an injection), provided a devastating
evidential nexus. In those eight cases, it is hard to imagine what conclusion the jury
could have reached other than that Shipman had murdered his patient by injecting
morphine or diamorphine. In the remaining case in which morphine was found in the
body, that of Mrs Joan Melia, the prosecution could not demonstrate that Shipman had
been present at the death or present at the house shortly before the death was
discovered. However, the jury must have inferred that he had.

9.8 In the other six cases, the bodies had been cremated and there were no remains to be
examined. The lack of physical evidence of morphine poisoning meant that there was, in
those cases, less evidence of Shipman’s guilt. However, the circumstances of each
case and Shipman’s conduct in the cremation and non-cremation cases were so similar
that, when all the cases were considered together, the evidence in the cremation cases
became compelling. The jury drew the inference that Shipman had injected all 15
victims with morphine or diamorphine. No doubt the 15 cases for which Shipman was



prosecuted were chosen because the evidence was strong. As it happens, they also
provided a good range of examples of Shipman’s methods.

9.9 The most striking feature in 14 of the conviction cases was the temporal association
between Shipman’s contact with the victim and the victim’s death. Only in the case of
Mrs Joan Melia was the Crown unable to show this close temporal association. Of those
victims with morphine in the body, Shipman admitted that he had been with two at the
moment of death. They were Mrs Ivy Lomas, who died in the surgery, and Mrs Marie
Quinn. Mrs Irene Turner and Mrs Jean Lilley were found dead minutes after Shipman
had been present in their homes. Mrs Kathleen Grundy and Mrs Bianka Pomfret were
found dead not long after Shipman’s departure from their homes. Shipman was seen
outside Mrs Winifred Mellor’s house shortly before her death was discovered, although
he later denied having visited her that day. Mrs Muriel Grimshaw’s death was
discovered at home the day after Shipman’s last visit, but no one had seen her or
spoken to her since he had been there. In each of those eight cases, Shipman had been
alone with the patient.

9.10 Of the six cremation cases, where there could be no physical evidence of the presence
of morphine, Shipman admitted that he had been present at the death of four:
Mrs Kathleen Wagstaff, Mrs Lizzie Adams, Mrs Norah Nuttall and Mrs Maria West. Of
the other two deaths, that of Mrs Pamela Hillier was discovered only about half an hour
after Shipman had visited; in the case of Miss Maureen Ward, Shipman claimed that he
had found Miss Ward dead when he arrived at her flat. The jury plainly disbelieved him.

9.11 A second feature common to many of the conviction cases was that the patient was
found sitting peacefully in a chair or on a sofa, as if asleep. Mrs West, Mrs Adams,
Mrs Lilley, Mrs Wagstaff, Mrs Pomfret, Mrs Nuttall, Mrs Mellor and Mrs Melia were all
found sitting in their chairs or sofas. Mrs Turner, Mrs Grimshaw and Miss Ward were
lying on their beds. Mrs Grundy was lying on the sofa.

9.12 A third feature of the conviction cases was the fact that none of the patients was
terminally ill and in no case did it appear that Shipman had been sent for on account of
a sudden and serious deterioration in the health of his patient. The deaths were sudden
and not expected by the family or friends of the deceased.

9.13 In summary, the striking features of the circumstances surrounding the conviction cases
were Shipman’s proximity (temporal and physical) to the death, the appearance in
death of the victims and the sudden and unexpected nature of the deaths.

The Significance of the Features Emerging from the Conviction Cases

Presence at Death

9.14 Expert evidence and common sense suggest that it is very rare indeed for a patient to
die during a general practitioner’s visit, unless the patient is terminally ill or the doctor
has been sent for as a matter of urgency on account of symptoms of sudden and life-
threatening illness. None of the six victims in the conviction cases who died in
Shipman’s presence was terminally ill. Not one of them had called Shipman out or
attended his surgery as an emergency. The deaths were all sudden and unexpected.
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As a sudden and unexpected natural death in the course of a general practitioner’s
routine consultation is a very unusual event, for Shipman to have been present at no less
than six sudden, unexpected and supposedly natural deaths during a period of three
years would have represented a quite remarkable series of coincidences. Clearly, the
jury thought that these were not coincidences. The explanation was that Shipman had
killed the patients.

9.15 I have found a large number of sudden and unexpected deaths at which Shipman was
present. I regard his presence at such a death as highly suspicious and think that it is
reasonable to infer that Shipman probably killed the patient, unless there is other
evidence that suggests the contrary.

Discovery of Death Shortly after Shipman’s Departure

9.16 If it is most unusual for a patient who is not terminally ill to die in the course of a routine
visit by the doctor, it must also be unusual for such a patient to be found dead shortly
after a doctor’s visit. (The reason is obvious; the doctor would be expected to make
arrangements for the patient’s admission to hospital if he or she was concerned that the
patient’s death might be imminent). If this happened occasionally, it might not be
suspicious. But with Shipman, it happened frequently. It happened in seven of the
conviction cases. The jury must have thought that was too much to be due to
coincidence. I have found many more cases in which a patient has been found dead
shortly after Shipman’s departure. If it appears that no one saw the patient alive or
spoke to him or her after Shipman’s departure, I consider the circumstances to be highly
suspicious and I have inferred that Shipman probably killed the patient. If the patient
failed to answer the telephone soon after Shipman’s departure and was later found
dead, the same inference can be drawn. If the patient was found dead some hours after
Shipman’s departure, the inference cannot be so readily drawn. The possibility of a
natural death having occurred in the mean time increases with the passage of time but,
if no one spoke to the patient or saw him or her alive, an inference of guilt may still be
drawn, but not so readily or conclusively.

Discovering a Death

9.17 It is quite unusual for a doctor to discover a patient dead at home although, of course,
this might happen occasionally to any doctor. If Shipman were to be believed, it
happened to him quite frequently. In one of the conviction cases, Shipman claimed that
he had found Miss Maureen Ward dead when he went to her home, supposedly to give
her some information about a hospital appointment. The jury must have accepted the
Crown’s case that Shipman had made an unsolicited visit to Miss Ward’s flat and had
killed her; that he had then gone to find the warden of the sheltered accommodation
where she lived and asked her to come back to see the body. Shipman told the warden
that Miss Ward had left the door open for him, as she was expecting him. I have found
several cases in which Shipman has claimed to find one of his patients dead.
Sometimes, he would claim (as with Miss Ward) that the door had been left open or
unlocked for him. At other times, he would claim that he had called on a patient and had
been unable to gain access. He would then go to find a neighbour, who had a key, or
the warden, if the patient lived in sheltered accommodation. He would ask the



neighbour or warden to return with him to the patient’s home. Together they would
‘ discover’ the body. As I have said, such an event might happen occasionally in the life
of any general practitioner. With Shipman, such events happened too frequently for the
explanation to be chance. I regard such circumstances as highly suspicious.

Appearance in Death

9.18 As I have mentioned previously, the appearance in death of many of Shipman’s victims
is not typical of what is seen following death from most of the common causes of sudden
death, such as heart attack, pulmonary embolism or stroke. Dr Grenville said that these
positions were what one might expect if someone had been given a lethal dose of
strong opiate, injected intravenously so that it took effect very quickly. In cases which
I had to consider, I regarded the evidence of these typical positions as indicative, but
not strongly probative, of guilt.

Shipman’s Behaviour in the Aftermath of a Killing

9.19 Shipman became a plausible and accomplished liar. He lied about the circumstances
both of his attendance at deaths and of visits that he made to patients shortly before
their deaths.

9.20 In a small number of cases, Shipman was observed in the victim’s house at the time of
or immediately after the death. In other cases, Shipman openly accepted that the
patient had been alive when he arrived and had died while he was there. In reality, he
would have given a lethal injection during the visit and, typically, he would then have
waited with the patient until he or she was dead, which was usually only a matter of
minutes. He had a range of explanations for his presence that he would offer to relatives
and neighbours. He would often say that he had arrived to find the patient ‘ breathing her
last’ or suffering a ‘ massive heart attack’. He would say that it was too late to do
anything, but he had stayed with the patient to comfort her. Sometimes, he would say
that he had given a small dose of morphine to ease her pain. At other times, he would
say that the patient had not been seriously ill when he arrived but had ‘ taken a turn for
the worse’ while he was there and died. Some of his descriptions of sudden death are
breathtaking: ‘ I turned round to get my stethoscope out of my bag and she just
collapsed and died’; ‘ I was telephoning for an ambulance and she gave one cough.
When I turned round I could see that she had died’; ‘ She just died while I was examining
her’. Sometimes, he would say that, when he arrived, he had realised immediately
that the patient was very ill, had called an ambulance and had begun to arrange
admission to hospital. Unfortunately the patient had died suddenly, so he had cancelled
the arrangements. In the later cases, where telephone records were available, it was
possible to check whether or not he had made the telephone calls as claimed.
He hardly ever had. On other occasions, he would say that the patient had rejected
his advice to be admitted to hospital and there was nothing more he could do.
In those cases, he would sometimes blame the patient’s death on the refusal to be
admitted. Examples of these ploys are to be found in the conviction cases and I have
found many more.
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9.21 When Shipman had killed and nobody had arrived at the house while he was there, he
would often leave and go about his business. Sometimes, a neighbour would see him
depart and would go to see how the patient was. The neighbour would then find the
patient dead, within minutes of Shipman’s departure. Shipman would be called back.
One might think this would be a difficult situation for him. But he would have a ready
explanation. He might say that he had been on his way to fetch something from the
surgery and had intended to return immediately. Or he might simply say that the patient
had been all right when he left and must have died since he left. His explanations were
sometimes implausible but were nevertheless accepted.

9.22 If Shipman was able to leave the body and go about his business, as he often did, quite
a long time might elapse before the body was found. It then became much easier for
him to explain the death. Often, he would admit that he had seen the patient earlier in
the day. He might say that the patient had been perfectly well when he left and that he
was surprised by the death. However, he would never be so surprised as to be unable
to certify the cause of death. On other occasions, instead of saying that the patient had
been well earlier in the day, he would quite often say that the patient had been ill, so ill in
fact that he had advised admission to hospital. However, the patient had refused. The
death was really the patient’s own fault. If Shipman’s advice had been accepted, the
patient might still have been alive.

9.23 Sometimes, when a body was found by a neighbour or member of the family, for
example, the police or an ambulance would be called. Usually, in that situation, the
police or paramedics would telephone the surgery and Shipman would come round
quickly. He would then tell the police and paramedics that he was able to certify the
cause of death. Since there were no obviously suspicious circumstances, the police and
paramedics would depart and the death would not be referred to the coroner. Shipman
would certify the cause of death and complete a cremation Form B if necessary.
Sometimes, if a body was not found quite soon after Shipman had left it, he would return
to the house and ‘ discover’ it himself. I suspect that he did this in order to avoid the
danger that he might not be available when the body was found; if he were not, there
would then be a risk that the death might be referred to the coroner.

9.24 Each of the conviction cases, except that of Mrs Melia, involved one or more of the
circumstances I have just described.

Lies told by Shipman on Cremation Form B

9.25 Shipman must have recognised that his presence alone at the death of so many of his
patients might seem suspicious. For this reason, one of his most common lies on
cremation forms was to suggest that someone had been present at the moment of
death, either in addition to or instead of himself. In the case of Mrs West, he claimed on
Form B that her neighbour, Mrs Marian Hadfield, had been present at the death, when
the truth was that she had been in the kitchen, while Shipman was killing Mrs West in the
living room. In the case of Mrs Adams, Shipman’s claim that ‘ a neighbour’ (Mr William
Catlow) was present at the death was a lie. Mr Catlow, who was in fact Mrs Adams’
lodger, arrived at the house shortly after Shipman had killed Mrs Adams. In the case of
Mrs Nuttall, Shipman claimed that her son, Mr John Nuttall, was present at the death. He



was not; he arrived home shortly after the death. In the case of Miss Ward, Shipman
claimed that the warden was present at the death. She was not. Shipman himself
fetched her afterwards. This type of lie had a purpose. Shipman clearly wished to create
the impression that he had not been alone with the patient at the moment of death, when
in fact he had. I have found many other cases in which Shipman has told this type of lie.
There are some cases where he did not suggest that he had been present but did
suggest, falsely, that a neighbour or relative had been. I regard this feature as
suspicious.

9.26 As a variation on this theme, Shipman would sometimes say on Form B that people who
had supposedly been present at the death (but who had not been) had provided him
with information which he was supplying on the form. He did this in the case of
Miss Ward, where he claimed that the warden had told him that she had found
Miss Ward in a collapsed state and that she had died only minutes later. That was
untrue. The purpose of the lie was to divert attention away from himself by suggesting
that others had been involved around the time of the death, and thereby to paint a
picture which would not arouse suspicion in the minds of medical colleagues concerned
in the certification process.

9.27 I have also found many other types of lie on Forms B. As I described in Chapter Five,
Shipman sometimes told lies about the time of the death and the time of his last visit, in
order to distance himself from the death. I regard that kind of lie (if a proven lie and not a
mere inaccuracy) as highly suspicious and probative of guilt. I regard some of
Shipman’s spurious claims that he could estimate the time of death from body
temperature as highly suspicious. Sometimes, particularly in the mid-1990s, Shipman
would claim that somebody (usually a relative or neighbour) had seen the deceased
person alive at a specific time, after Shipman’s own visit and before the death. If true,
Shipman could not have killed the patient during his visit. If the statement was shown to
be a lie, I regarded it as highly suspicious.

9.28 I must make it plain that I have found a great number of inaccuracies in both Forms B
and MCCDs, which cannot be proved to be deliberate lies and which may well be the
result of carelessness. Indeed, I have seen many errors and internal inconsistencies
within the certification documents in cases where it is quite clear that Shipman has not
killed the patient. Before drawing any inference of guilt from an inaccurate statement on
a Form B or MCCD, I have always considered whether it is a proven lie or possibly only
a mistake and I have always asked myself whether I could perceive a purpose behind
the telling of the lie. Only if I believe the statement to be a deliberate lie and if I can
perceive an ulterior motive for the lie have I regarded it as probative.

Avoiding Referrals to the Coroner

9.29 There are some types of lie that occur so frequently, sometimes in cases which look
suspicious and sometimes in cases which do not, that I can attach very little weight to
the fact that the lie has been told. The most obvious example is the ‘ 14 day lie’ to which
I have already referred at paragraph 5.27.
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9.30 Shipman frequently claimed that he had seen a patient within 14 days before the death
when the other evidence strongly suggests that he had not. The obvious reason for
telling this lie is that it would avoid the possibility that the registrar would or might
question Shipman’s qualification to certify the cause of death. The result of that might be
a referral to the coroner. If Shipman had killed a patient, he would naturally wish to avoid
such a referral. A post-mortem examination might well follow a referral, with the
possibility (no more) that toxicological tests might be carried out. Shipman avoided a
coroner’s referral in all the conviction cases, although he had an informal chat with a
member of the South Manchester Coroner’s staff following Mrs Grundy’s death. The
surprising thing was that Shipman sometimes told the ‘ 14 day lie’ in cases where he had
plainly not killed the patient. I think that sometimes he must have wished to avoid a
referral to the coroner for reasons other than the avoidance of the risk of detection of
unlawful conduct. Possibly, he might have wished to save the family the additional
distress of a post-mortem examination and the inevitable delay in the making of funeral
arrangements. I think he might not, at times, have wanted to involve himself in the
‘ bother’ of a referral. Possibly, he simply liked to keep his patients’ deaths completely
under his own control, because he thought he knew best. Whatever his motives,
I cannot attach great probative weight to the ‘ 14 day lie’. Where, however, it fits in with
other signs that the death is suspicious, I do consider that it adds a little weight to
the evidence.

9.31 Shipman had other means of avoiding referring deaths to the coroner. Sometimes, when
a death had occurred very suddenly and the relatives were puzzled, they would ask
about a post-mortem examination. Shipman had a number of ploys by which he would
discourage this. He would suggest to the relatives that a post-mortem examination
would serve no useful purpose; he knew the cause of death and a post-mortem could
not bring the loved one back. He would point out that the funeral would be delayed.
Often he would add that a post-mortem examination was ‘ not a very nice thing to do to
your mother’. Sometimes he would suggest that the family had enough to cope with at
the present time without the additional burden and worry of a post-mortem examination.
Often, he managed to leave the relatives with the impression that he had been willing to
refer the case to the coroner but that they had taken the decision that he should not do
so. Sometimes, relatives were left with the feeling that they had been manoeuvred into
agreement. Often, one member of the family would go along with Shipman, whilst others
agreed to do so with reluctance. In effect, Shipman avoided a post-mortem examination
by manipulating the family’s feelings in circumstances where the law and common
sense demanded that there should be one.

Falsifying a Patient’s Medical History

9.32 The vast majority of Shipman’s victims’ deaths were sudden and unexpected. Shipman
recognised that it would help to avert suspicion if he lied about his patients’ state of
health in such a way that might explain their sudden deaths.

9.33 A common feature of real significance and probative value was the falsification of
medical records. In October 1996, Shipman’s surgery computer was modified and an
audit trail facility was installed. When the police came to investigate Shipman, they



found that they could establish the exact time at which any post-October 1996 record
had been entered on the computer. They could also discover when a record had been
deleted. When the Inquiry began its own investigations, the same facility was available.
In four of the conviction cases, those of Mrs Mellor, Miss Ward, Mrs Hillier and Mrs
Pomfret, Shipman was found to have altered the records on the computer after the
death to create a more plausible explanation for a supposedly natural death.

9.34 I have found several other cases where Shipman has made backdated entries on the
computer and I regard this feature as highly probative of guilt. For example, in the case
of Mrs Joan Dean, who died on Friday, 27th February 1998, there would have been
insufficient evidence to connect Shipman with the death had it not been for the false
backdated entries on the computer. Mrs Dean had been seen alive and well at about
midday on the day of her death. She failed to attend a hair appointment at 4pm and was
found dead at 7pm by friends who had called to take her to the theatre. She was lying
across the bed in her spare bedroom. An ambulance was called and, some time later, a
doctor from the deputising service arrived and confirmed that Mrs Dean was dead.
From the circumstances, it would appear that she had probably died before 4pm. There
was no eyewitness evidence that Shipman had visited her that afternoon, and no record
in the surgery visits book to suggest that he intended to visit. He was out on his rounds
as usual that afternoon and would have had the opportunity to visit Mrs Dean had he
wished to do so.

9.35 The evidence that enabled me to conclude that Shipman had visited Mrs Dean and had
killed her comprised several entries on the surgery computer, which had been made
after her death. At about 8.30am on the Saturday, the day after her death, Shipman
concocted three entries in the medical records on the computer, which were
designed to show that Mrs Dean had consulted him on 6th January, 30th January and
13th February and had on each occasion reported an episode that sounded like a minor
stroke. These were elaborate fabrications and I did not think they could have been
made for no purpose. They appear to be designed to support the proposition that, if
Mrs Dean died, her death could be attributed to a cerebrovascular accident. Strangely,
by the following Monday, when he came to sign the MCCD, Shipman seems to have
become confused or forgotten about these entries; he certified that her death was due
to a heart attack. He also told a number of lies on that form and on cremation Form B, in
particular suggesting that the death had taken place at 7.25pm, in the presence of
friends and paramedics.

9.36 As it was clear that Shipman had falsified some computer records, the handwritten
records had to be scrutinised with a sceptical eye. It was found at the trial that there
were signs that some of the handwritten records of Mrs Grundy and Mrs Quinn had
been altered in an attempt to create a history that might explain the death. I came to
recognise many fabricated records, some of which may well have been made
contemporaneously, rather than after the event. Sometimes the entry is false from the
beginning. It might, for example, set out a history of recent chest pain. Shipman would
recount how, on examination, he had found signs from which he had diagnosed a heart
attack. He had given a small injection of morphine to relieve the chest pain; he had
summoned an ambulance; the patient had collapsed; he had attempted resuscitation
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but the patient had died and the ambulance had been cancelled. Initially, I might have
accepted such a record as genuine unless there was evidence from witnesses to show
that the patient had not complained of chest pain on the day in question. I quickly came
to suspect such entries, simply from the familiarity of the pattern.

9.37 There is another type of entry that I came to recognise as false. A typical example is
seen in the case of Miss Joan Harding, whom Shipman killed in 1994. She visited
Shipman in his surgery on account of pain in her elbow and upper back. She went into
the consulting room unaided. Shipman noted her complaints and her responses to his
enquiries about her symptoms. Then, suddenly, the note switched to a description of a
heart attack which, within minutes, had apparently resulted in her death. The suggestion
was that, although Miss Harding had come to see Shipman on account of her elbow and
back pain, she had suddenly and coincidentally suffered a coronary thrombosis in his
presence and had died. I have found several entries where this kind of ‘ hybrid’ record
has been made. The circumstances vary but the underlying theme is the same. The
patient begins to recount one type of concern; then, suddenly, some much more serious
condition becomes evident and this second condition leads to death. I regard entries of
that kind as highly suspicious.

9.38 Besides the entries that I was able to identify as false, there were also a large number of
entries of doubtful genuineness. Sometimes, I could only assess the genuineness of the
record by comparing it with what the eyewitnesses said about the condition of the
patient at the time of the consultation. I had to bear in mind that the witnesses were
speaking of events that had occurred a long time ago. Their recollections might have
been influenced by what they have heard and read of Shipman. I have, therefore, been
careful not to assume that a record is false just because it does not accord with the
recollection of a witness. Even so, I have found many entries in the medical records that
have plainly been fabricated. I regard a fabricated medical record as strongly indicative
of guilt.

No Evidence of Presence before Death

9.39 There are a number of cases in which there is no direct evidence that Shipman was at
the patient’s house at a time when he could have had the opportunity to kill. By that
I mean that there was no eyewitness evidence of his presence, no report that he was
expected to visit, no entry in the visits book or medical records and no admission of
presence on the MCCD or cremation Form B. There was one case of this kind, that of
Mrs Melia, among the 15 of which Shipman was convicted. However, in her case,
morphine was found in the body tissues after exhumation and the jury convicted. I have
had to consider many cases in which there has been no evidence of presence and, of
course, no evidence of morphine in the tissues. In some of those cases, I have felt able
to say that Shipman killed the patient. In certain cases, of which the death of Mrs Joan
Dean is again an example, there were such remarkable alterations to the medical
records or such obvious lies told on cremation Form B that I felt able to reach that
decision. In other cases of this kind, I have decided that the circumstances surrounding
the death raise a real suspicion that Shipman might have killed but have been unable to
reach a positive conclusion that he did.



Standard of Proof

9.40 In a criminal trial, the members of the jury are directed that, before they can convict the
defendant, the prosecution must make them sure of guilt. This is a very high standard of
proof. It used to be said that the jury must be satisfied beyond reasonable doubt. That is
the same as saying that they must be sure. This high standard of proof is required
because the convicted defendant faces punishment by the court, acting on behalf of the
state and in the name of society. It has been accepted for hundreds of years that a high
standard of proof is appropriate.

9.41 In a civil case, the usual rule is that the claimant must prove the case on the balance of
probabilities. In other words, the judge decides what probably happened. Theoretically,
the balance of probabilities means that the judge is 51 per cent satisfied in respect of
the crucial facts, even though 49 per cent of the evidence might point to the opposite
conclusion. In practice, evidence cannot be so finely assessed and judges do not
usually have to make such fine calculations. Occasionally, in a civil case, the judge will
find the evidence finely balanced but, of course, still has to reach a conclusion. If the
weight of the evidence tips in favour of the claimant, he or she will succeed. If it favours
the defendant or is evenly balanced, the claimant will fail, as he or she has not
discharged the onus of proving the case.

9.42 Where a civil case concerns an allegation of serious misconduct, such as fraud or the
deliberate causing of death or serious injury, the burden on the claimant making the
allegation is rather higher than the bare balance of probabilities. Where the allegation is
grave, the evidence must prove it with an appropriate degree of cogency. The courts
have not attempted to specify the standard of proof required, although it is clear that the
standard is not as high as the criminal standard. It is usually referred to as the higher
civil standard. The degree of proof required is a matter of judgment for the judge. The
judge must remind himself or herself that, as the allegation is very serious and the
consequences for the defendant of an adverse finding may be very serious indeed, he
or she will wish to feel a greater degree of confidence that the allegation has been
proved than on the mere balance of probabilities.

9.43 In an inquiry such as this, there is no required standard of proof and no onus of proof.
My objective in reaching decisions in the individual cases has been to provide an
answer for the people who fear or suspect that Shipman might have killed their friend or
relative. I have also sought to lay the foundation for Phase Two of the Inquiry. My
decisions do not carry any sanctions. Shipman has been convicted of 15 cases of
murder and sentenced appropriately. He will not be tried or punished in respect of any
other deaths. Nor will my decisions result in the payment of compensation by Shipman.
It is possible that relatives might recover damages from Shipman if they can show that
Shipman has killed their loved one, but my decision that he has done so will not
automatically result in an award of compensation against him. Accordingly, I have not
felt constrained to reach my decisions in the individual cases by reference to any one
standard of proof.
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Findings of Unlawful Killing

9.44 I have written decisions in almost 500 cases. The quality of the evidence in some,
particularly the more recent ones, is very high and it has been possible to reach a clear
conclusion. In some cases, I have felt sure that Shipman has killed the patient. Where
I have felt sure, I have said so. In some cases, I have concluded that Shipman has killed
the patient but I have not been able to say that I am sure of it. In those cases, I have said
that Shipman probably killed the patient. The evidence in those cases is not finely
balanced; it is clearly weighted on the side of guilt and I have reached a positive
conclusion. If it seemed to me that the evidence was too finely balanced, I have not
reached a positive conclusion.

9.45 Many relatives of Shipman’s victims have made a claim from the Criminal Injuries
Compensation Authority. Some have already received their compensation; others await
a decision from the Authority. The Authority reaches its decisions on the balance of
probabilities. I understand that it intends to rely on my decisions. The success of an
individual claim will not depend on whether I have declared myself sure that Shipman
killed the deceased or decided that he probably did.

Decisions that the Death was Natural

9.46 There are many cases in which I have been able to say that I am sure the death was
natural and that Shipman was not in any way involved. There are also some in which
I think it likely, or even very likely, that the death was natural and that Shipman was not
involved. I have drawn the distinction between being sure and being not quite sure
usually where there is some uncertainty in the evidence, which leaves open the
possibility that Shipman was involved, even though my conclusion is that he was
probably or almost certainly not. These cases, where there is a little uncertainty in my
mind, are mainly deaths from the earlier period of Shipman’s professional career, where
the Inquiry has not been able to recover the medical records or where a witness with
knowledge of some important circumstance has died. I hope that the families of these
former patients will not feel undue concern simply because I have not been able to say
that I am sure that the death was natural.

Cases where no Decision has been Possible

9.47 It was inevitable that there would be some cases in which I would not be able to reach a
positive conclusion one way or the other. There are a number of cases where real
suspicion arises that Shipman might have killed the patient and yet the evidence is not
sufficiently clear for me to say that he probably did. In those cases, which I call
‘ suspicious cases’, I have explained why my suspicions are aroused but I cannot give
a positive decision either way. I regret that the families of such patients are left in a state
of uncertainty.

9.48 There are also a number of cases in which there was insufficient evidence or evidence
of such poor quality that I have been unable to form any view at all. I have not said that
the death was natural or probably natural unless there was a proper evidential basis for



that conclusion. In general, if there were no reason to think that a death is unnatural, one
would assume it was natural. Unfortunately, where Shipman was involved, there is
always a possibility that the death might have been unnatural. Where, for example, all
that is known is that Shipman certified the cause of death and indicated that he had
seen the patient shortly before the death, I do not feel able to say that the death was
probably natural. It might or might not have been.

Shipman’s Terminally Ill Victims

9.49 A number of the suspicious cases concern terminally ill patients who were receiving
injections of morphine or diamorphine for pain relief. Suspicion arises if the death
occurred within a short time of Shipman having given a pain-relieving injection.
Dr Grenville and Professor McQuay agree that, if a lethal injection of opiate is given
intravenously, it will kill within a few minutes; if given intramuscularly, it will kill within the
hour. If a patient’s death occurred within these time limits, a suspicion arises that
Shipman deliberately gave a lethal dose instead of that which was necessary for pain
relief. Suspicion would be heightened if the family had had the impression that the death
was not imminent. Where I was suspicious that Shipman had hastened the death of
such a patient, the question of what he had intended was not straightforward.

9.50 I do not intend to discuss issues relating to euthanasia or assisted suicide. These issues
fall outside the scope of the Inquiry’s Terms of Reference. The present law is clear. If a
person gives a drug with the intention of killing the recipient and it does kill the recipient
that is unlawful. Usually, it will be murder. The law for doctors is the same as for others.
However, doctors may lawfully give a drug which is primarily intended to have a
therapeutic effect but which might, in the event, have the effect of shortening life.

9.51 Dr Grenville says that it can be very difficult for a doctor to assess the right amount of
opiate to give a patient with intractable pain. If the doctor errs on the low side, the pain
might persist and the patient will suffer. Death might be accelerated by the distress.
If the doctor errs on the high side, the drug might hasten the death. In this type of case,
even though I might infer that the drug injected had caused the death, I could not infer
that Shipman had intended to cause it. The injection might have been given in good
faith for therapeutic reasons and yet have been the immediate cause of the death. With
most doctors, one would naturally assume that the dose had been given for therapeutic
purposes. With Shipman, in such circumstances, I am bound to suspect that he might
have intended to kill. However, I could not infer an intent to kill merely from the fact that
he caused the death. I have not found that he intended to kill unless there was other
evidence from which I could properly draw the inference that that was indeed his
intention. If there was no evidence from which his intention could be inferred, I have not
made a positive decision but have said that I suspect that Shipman might have
hastened the patient’s death. I hope that it is some consolation to the families of these
patients to know that, if Shipman did hasten the death, he did not do so by very long.

9.52 I have found that other suspicious circumstances arose in connection with very elderly
patients in poor health. In a few cases, there is evidence that Shipman gave a drug
which did not kill outright but which sedated the patient very heavily, with the result that
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he or she slept deeply for many hours. In a few cases, Shipman sedated patients
heavily with chlorpromazine (Largactil). Chlorpromazine would not kill save in an
enormous dose and it is unlikely that Shipman would have chosen chlorpromazine if he
intended to kill. Chlorpromazine was commonly used in the 1980s for the treatment of
distress and confusion in the elderly. Some doctors also used it for the relief of pain.
If an elderly patient with impaired respiratory function were to be deeply sedated over a
substantial period, he or she would be more vulnerable to bronchopneumonia, which is
a common cause or mechanism of death in the elderly. The patient’s cough reflex is
suppressed and there is a risk of inhaling foreign matter. In a debilitated patient,
bronchopneumonia can be fatal within hours and certainly within a day or two. A doctor
acting in good faith for the patient’s welfare might think it necessary to give periodic
injections of sedative in order to keep the patient comfortable. He might recognise the
risk of bronchopneumonia but decide that the risk must be taken. With most doctors,
I would assume that the drug had been given for proper therapeutic reasons. With
Shipman, the suspicion arises that he over-sedated the patient with the intention that he
or she should die within the next few days. Where these difficult issues have arisen,
I have usually concluded that Shipman’s actions give rise to suspicion, rather than
proof, of unlawful conduct.

Re-registration of Deaths

9.53 The South Manchester Coroner has already conducted some inquests into the deaths of
Shipman’s victims and these have resulted in re-registration of the relevant deaths. In
May 2001, he opened more inquests. These presently stand adjourned under section
17A of the Coroners Act 1988. When the Coroner receives my findings in these cases,
he will forward a certificate to the Registrar with a view to the re-registration of each
death with a cause of death consistent with my findings. In those cases for which an
inquest has not yet been opened but in which it appears that it would be appropriate
that the death be re-registered, I anticipate that inquests will be opened and adjourned
and my findings will be sent to the register office following the same procedure.

Allegations of Theft

9.54 A number of relatives of patients who have been killed by Shipman made complaints,
both to the police and to the Inquiry, that money and other property, particularly
jewellery, was missing from the patient’s home after the death. Suspicion arises that
Shipman might have stolen these items. The police made extensive enquiries about
these possible thefts. They seized a quantity of jewellery from Shipman’s home and
interviewed a number of jewellers with whom Shipman had dealt. In the event, no
witness was able to identify any individual piece of jewellery found in Shipman’s
possession as having come from his or her relative’s home. I decided at an early stage
that it would not be appropriate to expend the resources of the Inquiry on further
investigations into allegations of theft. Although the Terms of Reference require me to
consider the extent of Shipman’s unlawful activities, I believe that it was the intention of
Parliament that I should focus on the taking of life, not property. Accordingly, the
evidence is such that I have been unable to reach any firm conclusions in respect of



individual allegations of theft. Property has disappeared in circumstances where
Shipman had the opportunity to take it. He is a dishonest man. Yet I am conscious of
other possible explanations for the disappearance of the property. Elderly people
sometimes dispose of property without telling their families. A house which has been left
insecure at the time of the death (as the houses sometimes were) is vulnerable to a
sneak thief. I recognise that there are a few cases in which the suspicion against
Shipman is strong. I also realise that in some cases the loss of family possessions has
caused great distress. I do not underestimate those feelings. However, there is no
sufficiently clear evidence of theft in any single case and I cannot infer that Shipman has
stolen merely from the evidence of opportunity.

Professor Richard Baker’s Review

9.55 Shortly before the Inquiry began its work, the review of Professor Richard Baker was
published. He had carried out a statistical analysis of the difference in the death rates
between Shipman’s practice and the comparable practices of other general
practitioners. He had also examined the available medical records and cremation
Forms B of Shipman’s deceased former patients. His work suggested that Shipman
might have killed well over 200 patients. I was, of course, aware of his findings and knew
which individual deaths he regarded as suspicious, either on account of the contents of
the medical records or cremation Form B, or both. I treated his views, based as they
were on very limited information, as an item of expert evidence. In a large number of
cases, I had much more detailed expert evidence from Dr Grenville. I soon learned to
recognise for myself the suspicious features of cremation Forms B and the signs of a
fabricated medical record. I did not in any way seek to reach findings that coincided
with Professor Baker’s conclusions. In some cases, particularly where evidence has
been available to the Inquiry which was not before Professor Baker, I have differed from
his view.

9.56 Professor Baker discovered several statistical anomalies in the deaths of Shipman’s
patients. For example, he found an excess of deaths among women over the age of 75
and an excess of deaths occurring in the afternoon. In my view, these features, which
are undoubtedly typical of a Shipman murder, are not necessarily evidentially probative.
I do not, for example, think there is any probative significance in the fact that the
deceased was a woman rather than a man. It is true that Shipman killed more women
than men and that his typical victim was an elderly woman living alone. However, he
also killed men. It should be noted that, in general, women live longer than men and so
there are, living alone, more elderly women than elderly men. So there are more
potential typical female victims than male. In an individual case, the fact that the
deceased person is female cannot increase or decrease the likelihood that the patient
was killed by Shipman.

9.57 Similarly, Professor Baker found that there was an excess number of deaths that
occurred in the afternoon. Yet, we know that sometimes Shipman killed in the morning.
The explanation for the excess is that Shipman worked in his surgery for most of the
morning and went out on his rounds between about noon and 3.30pm. That was when
he had the greatest opportunity to kill so that is when most deaths occurred. However,
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the probative weight of the fact that death occurred in the afternoon is very slight.
Evidence of Shipman’s presence at or just before the death is highly significant,
whatever the time of day. If there is no evidence of Shipman’s presence but the death is
otherwise typical of a killing, the fact that the death appears to have occurred in the
afternoon (rather than in the late evening or early hours of the morning), when there is a
greater chance that Shipman visited, is of some probative value. However, the mere fact
that the death occurred in the afternoon is not, of itself, probative.

9.58 I must acknowledge that Professor Baker’s overall conclusion about the number of
deaths attributable to Shipman gave me some reassurance, as I found more and more
cases of murder. Had it not been for his statistical analysis, I might have doubted the
validity of my own conclusions. They might have seemed unthinkable. As it has turned
out, our conclusions are broadly compatible, despite the fact that the processes by
which we reached our conclusions were very different.



CHAPTER TEN

Shipman’s Unlawful Activities: The Early Years

10.1 The Inquiry’s Terms of Reference require it to consider the extent of Shipman’s unlawful
activities, without restriction as to the period to be considered. The legal team took the
view that this meant that the Inquiry should investigate suspicious or potentially
suspicious deaths which occurred at any time during Shipman’s professional career,
starting with his time at the Pontefract General Infirmary.

Pontefract General Infirmary

10.2 The Inquiry received information about one death which occurred at the Pontefract
General Infirmary in 1973, regarding which a relative was expressing concern. On
investigation, the death proved to be completely unconnected with Shipman. There
were no grounds whatsoever for suspicion of his involvement and the case was
subsequently closed. No other suspicious deaths occurring in Pontefract have been
brought to the Inquiry’s attention.

10.3 The Inquiry has had difficulty in obtaining information about Shipman’s time in
Pontefract, as it is over 30 years since he started work there. Most of the consultants
under whom he did his training have now died and few staff who worked with him can
be traced. Few relevant documents have survived. However, the Inquiry has been in
touch with a retired consultant obstetrician and gynaecologist, who recalls Shipman’s
time in his department, and with other medical professionals who worked with Shipman.
None was aware of any sudden or unexplained death for which Shipman may have
been responsible.

10.4 I conclude that there is no evidence that Shipman killed any patient while at the
Pontefract General Infirmary.

Locum Work

10.5 When Mrs Shipman attended to give evidence at the Inquiry, she was asked whether
Shipman had worked as a locum whilst in Pontefract. She said that he had, on
occasions, worked as a locum for a general practitioner there. She could not give any
further details. However, the Eastern Wakefield NHS Primary Care Trust informed the
Inquiry that Shipman occasionally did surgeries for a general practice in Tanshelf, which
is in Pontefract. A member of that practice has confirmed that no concern was ever
expressed about Shipman’s practice there and that she herself has no such concerns.
A similar view has been expressed by another doctor who also did locum work for the
same practice. The Inquiry has received no expressions of concern at all about
Shipman’s activities whilst working as a locum.

10.6 It has been suggested that, between the end of his employment at Pontefract and his
arrival in Todmorden, Shipman might have worked as a locum for a general practitioner
practising in the Boothtown area of Halifax, who had been injured in a road accident.
Enquiries have been made of the Calderdale and Kirklees Health Authority and of
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general practitioners who were practising in Boothtown at the relevant time. None has
any record or recollection that Shipman worked there, whether as a locum or otherwise.
It has also been suggested that a number of the 74 pethidine offences which Shipman
had taken into consideration by the Magistrates’ Court at the time of his convictions in
1976 were committed in Halifax, before his arrival in Todmorden. That information is
certainly wrong. Although the list of offences taken into consideration no longer survives,
the contemporaneous documents from the Home Office and the police, which the
Inquiry has obtained, make no mention of any investigations into Shipman’s activities in
Halifax and those documents, together with contemporaneous press reports, make it
clear that the conduct under consideration at the Magistrates’ Court took place in
Todmorden. Mrs Shipman’s evidence was that she did not believe that her husband
ever worked in Boothstown and indeed all the evidence suggests that he moved straight
from Pontefract to Todmorden.

10.7 I conclude that there is no evidence that Shipman killed any patient while working as a
locum doctor in Pontefract. I think he probably did not work as a locum in Halifax.

General Practice in Todmorden

1974

10.8 Shipman took up his position as an Assistant General Practitioner with the Todmorden
Group Practice at the Abraham Ormerod Centre on 1st March 1974. At that time, he was
married and had two young children. He impressed his colleagues and, within a short
time, he became a junior partner.

10.9 In Chapter Eight, I have described how Shipman began to obtain large amounts of
pethidine soon after his arrival in Todmorden. It appears to me that these supplies were
primarily for his own use. I do not believe that Shipman began obtaining pethidine with
the intention of using it to kill patients. Moreover, I do not even suspect that he killed any
patient during his first nine or ten months in Todmorden.

10.10 The first evidence that Shipman unlawfully administered a drug to a patient arises in the
case of Mrs (now Professor) Elaine Oswald. On 21st August 1974, Shipman saw
Mrs Oswald in his surgery. A full account of the ensuing events appears in Volume Two.
Mrs Oswald was complaining of pain in her left side. Shipman advised her that she
might have a kidney stone. He prescribed Diconal, an opiate analgesic taken orally. He
advised her to take one or two tablets and to go home to bed. He said that he would visit
at the end of surgery to take a blood sample for testing purposes. This was, in my view,
a spurious excuse to visit her, as the appropriate test would have been to analyse a
urine sample. In any event, either type of sample could easily have been taken at the
surgery. Mrs Oswald was in bed and was feeling drowsy when Shipman arrived at her
home in the late morning. Whether he took a blood sample is not clear. He might have
done. However, I have found that he injected Mrs Oswald with a drug, which I think was
probably pethidine. She rapidly became unconscious. Shipman did his utmost to revive
her. He gave cardiac massage and the ‘ kiss of life’. He caused an ambulance to attend
and she was taken to hospital. Professor Oswald says that she was suspected of having
taken a drug overdose. I accept that she had not.



10.11 Professor Oswald now believes that Shipman may have tried to kill her. I am sure that he
did not. Had he intended to kill her, he would not have gone to such lengths to revive
her. It is possible that she collapsed because she is unusually sensitive to opiate drugs.
I think it more likely that Shipman had miscalculated the dose of pethidine he gave her
or failed to take account of the Diconal she had already taken on his instruction. That
leaves unanswered the question as to why he would have wished to give Mrs Oswald
pethidine in the first place. He was already a regular user, if not an addict. I think it most
likely that he wanted to involve the unwitting Mrs Oswald in taking pethidine, possibly
because he hoped to involve her in some sexual activity. I think it likely that this incident
gave him a very nasty scare. I cannot say that he never embarked on such a venture
again. He might have done. However, there is no evidence that he did. I am satisfied
that Shipman’s action in injecting Mrs Oswald was unlawful and amounted to an offence
of assault occasioning actual bodily harm contrary to Section 47 of the Offences Against
the Person Act 1861.

10.12 I have examined the circumstances of nine deaths that occurred in 1974, with which
Shipman had some connection. In five, he certified the cause of death. In the other four,
the cause of death was certified by the coroner and I have found that the deaths were
natural. Of the five for which Shipman certified the cause, I have found that four were
natural deaths, although in two I have been unable to say that I am sure of my
conclusion, not because there is any real cause for suspicion but because the evidence
is scanty or vague. In the case of the remaining death, I have been unable to reach any
conclusion, as there is so little information.

1975

10.13 In 1975, Shipman’s illegal acquisition of pethidine continued. At a conservative estimate
he obtained 70,000mg pethidine and smaller quantities of other drugs, such as
morphine sulphate and Pethilorfan. As I noted in Chapter Eight, in February and March
1975, he acquired sufficient morphine sulphate to kill several people.

10.14 I have examined the circumstances of 21 deaths which occurred in 1975 and with which
Shipman had some association. Only in the case of Mrs Eva Lyons have I concluded
that he was responsible for the death. Mrs Lyons was suffering from terminal cancer and
it appears that Shipman visited late at night on 17th March 1975 and gave her an
intravenous injection into the back of the hand. He then sat with her husband for a few
minutes and Mrs Lyons died. Mr Lyons told his daughter that he thought Shipman had
helped his wife ‘ on her way’. While I cannot be sure that Shipman’s intention was to kill
rather than to relieve pain, I think it likely (from the evidence that he stayed to talk with
Mr Lyons until the death had occurred) that he intended that the death should occur
while he was there, rather than at some time during the night or on the following day.
I think he probably gave a dose of opiate, which was not assessed in good faith with
the primary intention to relieve pain, but was intended to end life.

10.15 I explained in Chapter Nine that I do not intend to involve myself in a debate about
euthanasia or assisted suicide. It may be that some people would regard as acceptable
what Shipman did to Mrs Lyons. I shall express no view. The law is clear. If a doctor
gives an overdose of an opiate drug, intending thereby to end the patient’s life, and it
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does end the patient’s life, that is murder, even though the patient might have died
naturally within a very short time. I recognise that it may be very difficult for a doctor to
assess the dose of opiate necessary to relieve pain and that sometimes a doctor will
unintentionally hasten the death of a terminally ill patient by giving pain relief. Provided
that the dose is assessed in good faith, as being that which is necessary for pain relief,
the doctor acts lawfully. In the case of Mrs Lyons, the close temporal association
between the injection and the death persuaded me that there was a causal connection
between the two. I had then to determine Shipman’s intention. That he remained with
Mr Lyons until the death occurred suggests that he knew that the death would occur
within minutes. I infer that he intended that it would occur within minutes and must have
given a lethal dose. The evidence of intent might appear slight but seems to me to justify
my conclusion.

10.16 Mrs Lyons was the only Todmorden case in which I reached a positive decision that
Shipman had killed. However, there were six further deaths which aroused suspicion
that Shipman might have caused them. In none is the evidence clear enough to enable
me to reach a positive conclusion. All but one of these patients was very unwell and a
natural death would have been entirely explicable. Of those five patients, three were
terminally ill and death was probably imminent. The other two were very unwell,
although not expected to die imminently. Only Mrs Edith Roberts appears to have been
in reasonable health at the time of her death.

10.17 Three of those suspicious deaths occurred on the same day, 21st January 1975.
Shipman certified the cause of all three deaths. The patients were Mrs Elizabeth Pearce,
Mr Robert Lingard and Mrs Lily Crossley.

10.18 Mrs Pearce was 84 and was probably frail and very short of breath. She was living with
her daughter and a downstairs bedroom had been provided for her. Her surviving
relatives recall, however, that she had been well over Christmas 1974 and had joined in
family celebrations. Mrs Pearce was said to be well at lunchtime on the day of her death,
although the evidence is not entirely clear. She died during the afternoon, probably at
about 4.10pm. Her daughter and her daughter’s partner were both present in the house.
Both have since died and there is no direct evidence of the circumstances of
Mrs Pearce’s death. Shipman attributed the death to a cerebrovascular accident due to
underlying atherosclerosis. On cremation Form B, Shipman said that he had seen
Mrs Pearce alive on the day of her death. He said he also saw the body 20 minutes after
death. That implies two separate visits but would also be consistent with only one visit,
spanning the death. Shipman said on Form B that the mode of death was collapse
lasting 15 minutes. He said that this information was based on his own observations and
statements made by Mrs Pearce’s daughter. These answers give rise to a real suspicion
that Shipman was present at the death. He might have visited earlier in the day and
been called back when Mrs Pearce suddenly collapsed and died in the afternoon. On
the other hand, he might have been called out because Mrs Pearce was unwell and he
might have then given her an injection, ostensibly to help her, but in fact ensuring that
her death took place while he was there. As there is no witness evidence, I cannot reach
a decision. However, I recognise that it is possible that Shipman killed Mrs Pearce. If he
did, his modus operandi would be typical of many later killings. Later, Shipman often



killed elderly people who were very ill, possibly facing a real risk of death. He would give
an injection which ensured that the patient died, rather than treating his or her condition
and giving a chance of survival and recovery.

10.19 Mr Lingard was only 62 at the time of his death but he was in very poor respiratory
health and his son had been warned by Dr Grieve (who was Mr Lingard’s general
practitioner) that Mr Lingard had not long to live. Mr Lingard died at about 7.30pm. His
wife had been with him all day. She is now dead and there is no evidence from anyone
with direct knowledge of the circumstances of the death. Mr Lingard’s son and
daughter-in-law remember only being summoned to the house by Shipman with news of
the death. Shipman certified that the death was due to bronchiectasis with emphysema,
conditions from which Mr Lingard was almost certainly suffering. On cremation Form B,
Shipman stated that he had seen Mr Lingard alive on the day of the death. He also said
that he had seen the body almost immediately after death. This gives rise to a suspicion
that he was present at the death. If he was, the suspicion arises that he might have been
involved in it. I cannot say that he was but it is a real possibility. If Shipman did anything
which hastened Mr Lingard’s death, it would have been typical of later conduct.

10.20 Mrs Crossley was suffering from terminal cancer. Shipman visited her at about 7.30pm
and administered some sort of injection for pain relief. It is not known whether this was
given intravenously or intramuscularly. Nor it is known what the drug was. It might have
been pethidine, as Shipman later admitted, when being interviewed by a police officer
and a Home Office drugs inspector in November 1975, that he had taken for himself
most of the proceeds of a prescription for pethidine made out in Mrs Crossley’s name.
However, Shipman might well have used a stronger opiate on Mrs Crossley and kept the
pethidine for himself. Mrs Crossley seems to have died about an hour after the injection
was given. A lethal dose, given intramuscularly, will cause death within about an hour.
The temporal relationship between the injection and the death gives rise to a suspicion
that Shipman might have deliberately given a lethal dose. However, the evidence is not
sufficiently strong for me to infer that he did. Mrs Crossley might have died naturally. The
evidence about timings is not wholly reliable.

10.21 The fact that three deaths occurred on the same day, 21st January 1975, gives rise to
additional suspicion. Two of the deaths occurred in the evening. It would appear that
Shipman must have been on duty that evening. His partners say that he was always
willing to turn out after normal surgery hours. It seems a coincidence that three patients
should die naturally within so short a time, all while under Shipman’s care. On the other
hand, I recognise that this was January and that old people with respiratory problems
are particularly vulnerable at that time of year.

10.22 Mrs Jane Rowland died on 15th February 1975. She was in the terminal stages of a
respiratory illness and was in considerable distress. Shipman gave an injection which
he said would make her more comfortable and help her breathing. It is not known what
the injection was or how it was administered. Shipman left and returned about two hours
later, by which time Mrs Rowland had died; it is not clear when she died. Her daughters
are said to have thought that Shipman had hastened their mother’s death but had done
her a favour, as he had relieved her suffering. Suspicion arises because of the temporal
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association between the injection and the death. The death could have been completely
natural but it might not have been. Such circumstances would not give rise to suspicion
with other doctors, but with Shipman they do.

10.23 Mrs Edith Roberts was found dead on 21st March 1975. Her surviving relatives say that
she was in good health and that her death was very sudden and wholly unexpected.
However, she was diabetic and had some history of chest pain. She was only 67 and
was living a fully independent life. She spent the evening of 20th March with her two
nieces, who say that she was in normal health. The following day, she was found dead in
bed. She was lying back against the pillows, with the bedside light on and a book in
front of her. It appeared that she had fallen asleep while reading. Shipman was called.
Because the death was so sudden, Mrs Roberts’ niece asked if a post-mortem
examination would be necessary. Shipman said that it would not, as Mrs Roberts had
seen a doctor recently. He certified that the death was due to coronary thrombosis, due
to ischaemic heart disease. Concern arises because, in such circumstances, most
doctors would have referred the sudden death to the coroner, even if the patient had
been seen within a few days. When Shipman completed cremation Form B, he made a
number of entries that give rise to a suspicion that he might have been involved in
Mrs Roberts’ death. These entries are fully explained in my decision. The evidence of
Mrs Roberts’ position and appearance in death, which was confirmed by Shipman in
Form B, is not typical of that usually seen following a fatal heart attack. Usually, there is
some sign that the patient has been aware that something dreadful is happening and
has tried to seek help. Mrs Roberts’ peaceful appearance, as if asleep, is the first in time
of countless such descriptions I have received during the Inquiry. Her appearance was
typical of what is seen following death by lethal opiate injection. The suspicious features
of the case are not, however, enough to draw me to the conclusion that Shipman
probably killed Mrs Roberts. However, if he did, it would appear that he must have been
called out late the previous evening and must have given her an intramuscular injection
of a lethal dose of opiate. He could not have given her an intravenous injection, as her
front door was locked from within. If she had had an intravenous lethal injection, she
would not have been able to let him out, lock the door and return to her bed. She would
have been able to do all those things after an intramuscular injection. If Shipman killed
Mrs Roberts, he did so only three or four days after he had killed Mrs Lyons.

10.24 The last suspicious death is that of Mr Albert Redvers Williams, who died on 5th August
1975. He was quite unwell but was not thought to be close to death. If Shipman killed
him, he did so by the oral administration of a drug. This method was not typical of
Shipman’s later killings.

10.25 The remaining deaths investigated from this period were either plainly or probably
natural or remain shrouded in uncertainty. The Inquiry’s investigations into the
Todmorden deaths were hampered by the passage of time and the fact that most of the
witnesses with firsthand knowledge of the circumstances are now dead. Where
cremation documents have survived, they provide an insight into Shipman’s account of
events and, in some cases, these accounts give rise to real suspicion that Shipman
might have been involved. Where the circumstances do give rise to suspicion, they do
not show the clear patterns of behaviour identifiable in later years. This could be



because they were, in fact, natural deaths. Another possible explanation is that Shipman
did kill some or all of these patients but had not yet established a preferred technique. It
may be that he was experimenting with drugs and modes of administration. If any or all
of these suspicious cases were killings, it would tend to suggest that Shipman’s earliest
killings were of patients who were in poor health and who were likely to die in the very
near or not too distant future.

10.26 I have already described in Chapter One the circumstances in which Shipman left
Todmorden in September 1975, when it was discovered that he had been stealing
pethidine. I have recorded the circumstances of his conviction in February 1976 and the
way in which he was allowed to continue as a medical practitioner. He did so by taking a
job in County Durham.

County Durham

10.27 Shipman began his employment at the Newton Aycliffe Health Centre on 2nd February
1976 and continued there until 30th September 1977. He worked in the Community Child
Health Service, conducting health clinics and advising on child development. Those
involved with Shipman at the time have little recollection of the circumstances of his
employment and the Inquiry has received no reports of concern about his conduct
during his time at Newton Aycliffe. His work there would not have afforded him access to
controlled drugs. I conclude that there is no evidence that Shipman killed anyone while
working in County Durham.
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CHAPTER ELEVEN

Shipman’s Unlawful Activities: The Donneybrook Years

11.1 Shipman began to practise at the Donneybrook Medical Centre, Clarendon Street, Hyde
on 1st October 1977. In Chapter Four, I have described the arrangements and working
practices in operation there. In this Chapter, I shall deal with the results of the Inquiry’s
investigations into Shipman’s crimes during the Donneybrook years.

11.2 The extent to which Shipman was able to and did kill patients is inextricably connected
with his ability to obtain supplies of the strong opioid drugs which he undoubtedly used.
In Chapter Eight, I mentioned that there was no longer any documentary evidence from
the late 1970s and 1980s from which Shipman’s access to controlled drugs could be
established. Such evidence is available from his usual source of supply, the Norwest
Co-op Pharmacy, from 1991 onwards. One of his favoured methods of obtaining
pethidine in Todmorden was to prescribe larger than necessary quantities for patients,
many of whom were terminally ill and had a genuine need for the drug, and to take the
excess for himself. I consider it likely that he adopted a similar technique after his arrival
in Hyde. It is possible that he also used other methods during the Donneybrook years,
such as are demonstrated by the controlled drugs register for 1993. During that year,
Shipman obtained fourteen single 30mg ampoules of diamorphine by prescribing them
in the name of patients who did not need them and, sometimes, in the name of a patient
who had recently died.

11.3 I think, however, that he would probably have been very cautious about the ways in
which he obtained controlled drugs when he first arrived in Hyde. He had been caught
out in Todmorden and must have realised that he had been lucky not to be disciplined
by the GMC in 1976. He had had to admit to the members of his new practice that he
had been convicted of drugs offences. He told them that he did not intend to keep a
personal controlled drugs register. That would mean that he was not allowed to carry
controlled drugs in his medical bag. He would not have wished to do anything to arouse
their suspicion, in the early days, until he had established a degree of trust and
confidence. I think it unlikely therefore that he would have risked signing orders for
controlled drugs at the pharmacies or prescribing for patients who were dead. It seems
to me that, when Shipman wanted illicit supplies of controlled drugs, he would, at first,
choose the method least vulnerable to detection, namely to take possession of the
drugs left over after a cancer death. It would be easy for him to say to the family, and
possibly to the district nurses, that he was taking the drugs away for destruction.

11.4 Once the decisions in the individual cases were complete, I was able to identify the
deaths of patients with terminal cancer who had been cared for by Shipman and for
whom it was known or might reasonably be supposed that he was prescribing opiates.
I found a remarkably close correlation between opportunities to obtain drugs prescribed
for the terminally ill and deaths that I have attributed to him. The following account will
demonstrate a link between the cancer deaths which could have provided supplies of
opiate and the deaths he caused. This correlation is not always precise but I believe it is
close enough to be significant.
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11.5 I do not propose to give a full account of the circumstances of every death that Shipman
caused during his years at the Donneybrook Medical Centre. A chronological list of
decided cases appears at Appendix F and the decision for each case is to be found in
Volumes Three to Six. Instead, I shall seek to describe the pattern of Shipman’s
criminality and to draw attention to the development of his modus operandi. I described
in Chapter Nine some of the features that became apparent during Shipman’s trial as
typical of his methods. Other features, which had not arisen in the 15 conviction cases,
emerged as typical from my examination of the other cases where I have found that
Shipman had killed. Many of these features first appeared in the Donneybrook years.

The Period from 1977 to 1983

1977

11.6 Shipman did not begin to kill patients as soon as he arrived in Hyde. He certified the
causes of only four deaths during the three month period between October and
December 1977. I have found that two of the deaths were probably natural. In the third,
I am unable to reach any decision, as almost nothing is known of the circumstances.
The investigation into the fourth death was closed. In none of the four deaths was the
cause related to cancer. Nor was there any reason to suppose that opiate drugs might
have been prescribed.

1978

11.7 I have found that Shipman killed four patients in 1978. He attributed each death to
coronary thrombosis. He probably obtained opiates following the deaths of two patients
who died of cancer in late July. Those drugs were almost certainly used to kill Mrs Sarah
Marsland on 7th August and Mrs Mary Jordan on 30th August. Further cancer deaths
occurred on 25th September and 5th December. In both of those cases, the patient was
receiving opiates for pain relief and I suspect that Shipman might have hastened the
death by giving an overdose. In either case, he might well have retained excess drugs.
On 7th December, Shipman killed Mr Harold Bramwell, who was suffering from cancer
and had been prescribed opiates. From some or all of these deaths Shipman could
have retained excess drugs and would then have had a supply with which to kill
Mrs Annie Campbell on 20th December.

11.8 Mrs Marsland’s death is an early example of what was to become a typical Shipman
killing. Shipman was in the habit of making unsolicited visits; his elderly patients
appreciated it. I think this was normal practice for many general practitioners in the
1970s and 1980s, although it no longer is. Mrs Marsland was a widow who lived alone.
She was 86 but was in quite good health for her age and was still mobile and
independent. She had recently suffered a bereavement; one of her daughters, Cicely,
had died and she was rather depressed. On the day of the death, her daughter,
Mrs Irene Chapman (who was herself later to become one of Shipman’s victims) arrived
at her mother’s house to find her mother lying on the bed with Shipman leaning over her.
Shipman said that he had found Mrs Marsland sitting in her chair; she had told him that
she ‘ got an awful pain’ when she thought of Cicely. Shipman said he had moved her
onto the bed. She had collapsed and died. He said that he had tried unsuccessfully to



resuscitate her. That was plainly not true; for one thing he had not moved her onto a
hard surface. However, it was the extraordinary coincidence that Mrs Marsland should
die just at the time of Shipman’s unsolicited visit which persuaded me that he had
probably killed her. This case illustrates Shipman’s ability to make up a story as an
explanation for what had occurred and the willingness of shocked and grieving relatives
to accept a most implausible account of the death.

1979–1980

11.9 I have found that Shipman did not kill any patients in the early part of 1979. On 18th July,
Mrs Lavinia Wharmby died of cancer. I suspect that Shipman might have hastened
her death and I also suspect that he acquired a supply of opioid drugs at the time of
her death. There was another cancer death on 2nd August. On 4th and 5th August,
there were two deaths about which I have strong suspicions but cannot reach
positive conclusions.

11.10 On 9th August 1979, Shipman gave Mrs Alice Gorton a large dose of opiate, from which
she died the following day. Mrs Gorton was 76 and suffered from very severe psoriasis.
Her general health was reasonable, although she probably had angina. Mrs Gorton’s
daughter, Mrs O’Neill, lived nearby and saw her every day. She spent the morning of
9th August with her mother, who seemed in normal health. Shipman was due to make a
routine visit to provide supplies of creams and dressings needed for her chronic
condition. When Mrs O’Neill went home for lunch, Shipman had not yet arrived. About
half an hour after she had reached home, Shipman came to Mrs O’Neill’s house. He told
her that her mother had been taken ill and she must come with him immediately.
Shipman left and Mrs O’Neill followed. When she arrived, a few minutes later, Shipman
was in her mother’s front room. He told her that there would be no need for a post-
mortem examination. The import of this was just dawning on Mrs O’Neill when she heard
a loud groan coming from the bedroom. She rushed in to find her mother lying
unconscious on the bed, fully clothed. Mrs Gorton lay in a coma until she died the
following afternoon. She was not admitted to hospital. Shipman certified that the death
was due to a coronary thrombosis. The death was not referred to the coroner.

11.11 On hearing the evidence, I strongly suspected that Mrs Gorton’s sudden collapse into
unconsciousness had occurred in Shipman’s presence and had been caused by him.
The coincidence that she should have been taken ill in the short interval between
Mrs O’Neill’s departure and Shipman’s arrival was too great to accept. I was puzzled
because, in the other killings that I had by this time considered, the deaths had all
occurred very quickly. I had not come across a lingering death about which there was
suspicion or concern. However, Dr Grenville explained that it was possible that Shipman
had given a ‘ sub-lethal’ dose of opiate, which was not quite enough to kill Mrs Gorton
outright. The opiate could have depressed her respiration to such an extent that she had
suffered permanent brain damage due to lack of oxygen. She could have then lingered
until she died, either as the result of the brain damage or from bronchopneumonia (to
which she would be vulnerable while lying unconscious) or possibly from a combination
of the two. I concluded that that is what had happened. I infer that, for some reason,
Shipman underestimated the amount of opiate needed.
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11.12 Three months later, Shipman killed Mr Jack Leslie Shelmerdine. Mr Shelmerdine had
chronic bronchitis and, in the few days before his death, was suffering from an episode
of heart failure. Shipman was called out late one evening when Mr Shelmerdine was very
breathless. He gave him an intramuscular injection of opiate. Mr Shelmerdine went into
a deep sleep from which he never awoke. He died from bronchopneumonia about
30 hours after the injection. It is known that Shipman gave an injection of opiate
because he said so in a letter written in response to a complaint made by
Mr Shelmerdine’s son to the Regional Health Authority. The complaint arose because
Shipman had promised to arrange a domiciliary visit by a geriatrician. The geriatrician
did not attend when expected. As a result, Mr Shelmerdine was moved to hospital and
died not long after arrival. Shipman admitted that he had given 10mg morphine at his
late night visit, although I suspect that he gave more. Even 10mg would have been
excessive for a patient in Mr Shelmerdine’s condition and Shipman must have known
that the likely effect would be to send the patient into a deep sleep and to depress his
respiration. I think it likely that Shipman intended that Mr Shelmerdine would die of
respiratory failure during the hour following the injection. Shipman must also have known
that, if Mr Shelmerdine were to survive the night but remain unconscious, he could well
die of bronchopneumonia within the next day or so. I do not think Shipman was ignorant
of the effects of opiate drugs. I think he knew of the special risk of giving opiates to
patients with impaired respiratory function.

11.13 I strongly suspect that Shipman gave Mr Shelmerdine more than 10mg morphine.
I suspect that he intended to kill him outright but, as with Mrs Gorton, he
underestimated the dose. I think Shipman must have been unnerved by his failure to kill
these two victims as quickly and efficiently as he had intended. He was probably very
worried by the complaint to the Regional Health Authority, even though he himself was
not the subject of the complaint. It appears likely that he did not kill again until April
1981, well over a year later. In the intervening period, there is a suspicion that he might
have killed Miss Bethel Evans on 3rd January 1980. There are also several deaths during
this period about which I have been unable to reach any conclusion due to the
insufficiency of evidence.

1981

11.14 On 7th January and 2nd March 1981, Shipman attended at two cancer deaths, either or
both of which could have provided him with a supply of opiates. On Saturday, 18th April,
he killed Mrs May Slater. This death is an early example of the way in which Shipman
involved and made use of other people in the events surrounding the death. He often
involved the wardens of sheltered accommodation. Wardens are in a position of
responsibility towards their residents and their involvement would allay any suspicion
which might otherwise arise. On occasions, Shipman would leave the warden to deal
with the deceased’s relatives.

11.15 Mrs Slater was 84 and lived in sheltered accommodation at Bradley Green Old People’s
Centre, Hough Lane, Hyde, which was supervised by a warden, Mrs Doreen Laithwaite.
On the Saturday afternoon, Mrs Slater’s son, Mr James Slater, and his wife received a
telephone call from Mrs Laithwaite, to say that Mrs Slater had been taken ill and the



doctor had been called. Shipman attended. Mrs Laithwaite says that it would be her
usual practice to accompany a doctor who called to see one of her residents and to stay
during the consultation. However, it appears that, on this occasion, Shipman must have
instructed her to meet the family and prevent them from coming to Mrs Slater’s
bungalow. He was then alone with Mrs Slater and had the opportunity to kill her, which
I believe he took. When Mr and Mrs James Slater arrived, they were prevented from
going straight into Mrs Slater’s bungalow. They cannot now recall why this happened
but they recall meeting Mrs Laithwaite and being taken to her flat. A while later, Shipman
came out of Mrs Slater’s bungalow and told Mrs Laithwaite that Mrs Slater had died. He
did not speak to the family. Shipman later certified that the death was due to congestive
heart failure. The medical records have not survived and I cannot tell whether Mrs Slater
had been suffering from that condition. I assume that she had been, at least to some
extent. I also assume that Mrs Slater was quite unwell that afternoon as the doctor was
called out on a Saturday afternoon. It is possible that Mrs Slater died a natural death.
However, as Shipman obviously contrived to be alone with Mrs Slater, I think it likely that
he killed her. Even if Mrs Slater was suffering from the effects of heart failure, it is typical
that Shipman would take the opportunity to ensure that she did not survive.

11.16 In August 1981, there is a very close temporal relationship between the natural death of
Mrs Emma Smith from cancer on 25th August and the killing of Mrs Elizabeth Ashworth
on the following day. Mrs Ashworth’s death was in many respects a typical Shipman
killing. She was living independently at home and was in reasonable health. She had
been gardening on the day of her death. She was taken ill and Shipman was called. He
gave her an injection and she died not long afterwards.

11.17 In September and October 1981, there were three deaths about which I entertain some
suspicion but the evidence is not sufficiently strong for me to reach a positive
conclusion. Two of them raise the possibility that Shipman might have killed using
Largactil (the proprietary name for chlorpromazine) rather than an opiate drug. On
8th September 1981, Mrs Ann Coulthard died. She had had a stroke, or possibly two.
She was plainly declining and, during her last few days, she seemed restless and
possibly in pain. Shipman attended on 7th September and gave an injection in the
buttock, after which Mrs Coulthard was very sleepy. The injection might have been a
sub-lethal dose of an opiate but might well have been Largactil, or some other sedative.
Largactil is not a controlled drug. The following morning, Shipman informed the family
that Mrs Coulthard would die that day. It is not clear whether or not he gave another
injection during that visit. However, he came again in the early evening and gave an
injection. Mrs Coulthard died about an hour afterwards, although the time estimate is
very uncertain. It is possible that this death was entirely natural but other possibilities do
arise. Shipman might have given a lethal dose of opiate on the evening of the death. He
might have given a further dose of a sedative, such as Largactil. In other words, it is
possible that he kept Mrs Coulthard very deeply sedated for something over 24 hours.

11.18 Miss Elsie Scott died on 6th October 1981. There is evidence that Shipman gave her a
very large dose of Largactil on the day before her death. The dose appears to have
been 100mg. Dr Grenville says that an appropriate dose for Miss Scott would have been
of the order of 25mg. The evidence of Miss Scott’s underlying state of health is unclear.
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Here again, the suspicion arises that Shipman might have deliberately over-sedated this
elderly patient in the 18 hour period before her death.

11.19 Elderly patients who are over-sedated are at increased risk of developing
bronchopneumonia, a common mechanism of death in the elderly. It is possible that
Shipman deliberately over-sedated Mrs Coulthard and Miss Scott to ensure that they
would not regain consciousness. There are other cases where a similar suspicion
arises. Even where the factual evidence is clear (and in some cases it is not) I do not
feel able to reach a positive decision. It is quite possible that Shipman gave the sedative
for proper therapeutic reasons. He might have given the drug as the best way to keep
the patient comfortable. However, because I know that Shipman killed his patients,
I naturally suspect his motives. If Shipman wanted to kill, to inject Largactil (or indeed
any other sedative) would be a very uncertain method to choose. More than one
ampoule would be necessary to produce very deep sedation. Patient responses are
very variable and the patient might not die. However, it is possible that Shipman used
Largactil, intending to kill, despite the disadvantage of uncertainty. Largactil would have
some advantages. It would be less likely to excite the suspicion of the care staff in a
residential home than would an opiate, which, if given in a lethal dose, would cause
death within the hour. Largactil is not a controlled drug and Shipman would have been
entitled, quite properly, to have a supply in his medical bag. Shipman might at times
have been short of illicit supplies of opiate. In the light of these uncertainties, I cannot
say whether Shipman ever deliberately killed a patient by over-sedation. I suspect that
he might have done.

1982–1983

11.20 With the possible exception of the two suspicious deaths mentioned above and four
other suspicious deaths in 1982, I have not made any finding that Shipman killed
between August 1981, when he killed Mrs Elizabeth Ashworth, and January 1983, when
he hastened the death of Mr Percy Ward, who was terminally ill. Part of this interval
might be explained by the lack of a ready supply of opiates. However, that does not
seem to have been the only reason, as there were two cancer deaths in March 1982 and
no death which arouses more than suspicion occurred for a further ten months.

11.21 Mr Ward was 90 and was very ill indeed. He had had a burst duodenal ulcer; he was
having great difficulty in breathing and his death was expected. Shipman gave him an
injection after which he soon died. I observe that the risk to Shipman when killing a
patient who was terminally ill was very much less than the risk he ran when killing a
patient who was in reasonable health and living independently and whose death was
therefore sudden and unexpected.

11.22 After killing Mrs Ashworth in August 1981, Shipman did not kill a ‘ healthy’ patient until
28th June 1983, when he killed Miss Moira Fox. Not long before Miss Fox’s death,
Mr Charles MacConnell died of lung cancer on 24th May 1983. I suspect that Shipman
might have hastened his death by giving an overdose of opiate. I think it likely that he
prescribed more opiate than was needed and kept the excess.



11.23 Miss Fox’s death was entirely typical of a Shipman killing; it bears his hallmark. Miss Fox
was 77 and lived in sheltered accommodation at Chartist House, Hyde. She was well
known to the caretaker, Mr Ralph Unsworth, and his wife, who was the warden. Miss Fox
talked a great deal about her ailments but Mr Unsworth was of the view that she was in
quite good condition for her age. She had changed doctors more than once and it is
likely that she was quite a demanding patient. I am afraid that that would have made her
particularly vulnerable to Shipman. On 28th June, Shipman found Mr Unsworth and
asked him to come to Miss Fox’s flat. He said that Miss Fox had telephoned earlier to
ask him to visit, as she was not feeling well. When he arrived, he said, he had found her
door ajar and could see Miss Fox lying on the floor behind the door, preventing him from
opening it. He had forced his way in, pushing her to one side. He had examined her and
found that she was dead. When Mr Unsworth and Shipman reached the flat, Miss Fox
was lying on her back on the bed, looking as though she had been laid out by an
undertaker. Mr Unsworth was puzzled that Miss Fox’s clothes did not appear at all
disturbed. Shipman then behaved rather strangely, as I have described fully in the
decision, requiring Mr Unsworth to examine the body to ensure that Miss Fox was
indeed dead and addressing her as a ‘ rum old devil’ who had led people on a ‘ merry
dance’. Shipman certified that the cause of death was a coronary thrombosis. What
convinced me that Shipman had killed Miss Fox was an entry in his own visits book for
27th June, the day before the death. It says: ‘ Miss Fox 104 Chartist House blood
tomorrow’. On 28th June the visits book says: ‘ Miss Fox – bloods – dead’. It is clear
that Shipman went to see Miss Fox on 28th June, not because she had summoned him
on account of feeling unwell, but because he had said that he wanted to take a blood
sample. That Miss Fox should happen to collapse and die on the morning when
Shipman was due to visit to take a blood sample is too much of a coincidence. I am
satisfied that what really happened is that she let him in and he suggested that she
should lie on the bed while he took the blood sample. That is why she did not look at all
disturbed, as might have been expected if Shipman had had to pick her up off the floor
and put her on the bed. This is the first case in time in which I have found that Shipman
used the excuse of taking a blood sample as an opportunity to give an intravenous
injection and kill the patient. This was to become a frequent practice. Many patients do
not watch their doctor when a blood sample is being taken. Shipman played on this and
may even have suggested that the patient should turn his or her head away. I am
satisfied that many patients were killed in this way and did not realise that, instead of
taking blood from them, Shipman was in fact administering an injection.

The Period from 1984 to 1989

11.24 During the period that I have just reviewed, Shipman killed occasionally and
sporadically. In the period to which I now come, Shipman killed quite regularly, between
eight and twelve times a year and, at least until 1988, there were no long intervals
between the deaths.

1984

11.25 After the death of Miss Fox, Shipman did not kill again until Saturday, 7th January 1984.
This victim, Mrs Dorothy Tucker, was only 51, but she was overweight and suffered from
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leg ulcers. She could hardly walk and used a wheelchair out of doors. She is another
example of a patient who was probably rather demanding of Shipman’s attention. She
might well have been at risk of a heart attack on account of her obesity alone.
Mrs Tucker’s cousin, Mrs Mary Bennett, spoke to Mrs Tucker at about 2pm on
7th January. Mrs Tucker said that she had called the doctor, as she had not been feeling
well. He had given her an injection and told her that she would ‘ feel better in a bit’. She
said that she intended to have a sleep. No one saw or spoke to Mrs Tucker again and
she was found dead in the early evening. The lights were off; the gas fire was on high
and the room was very hot. Mrs Tucker was slumped in the corner of the settee, looking
as if she were asleep. Shipman was called to see the body. He observed that it was
probably ‘ for the best’ that Mrs Tucker should have died rather than continue to suffer.
He certified that the death was due to coronary thrombosis. Although the death was
obviously sudden and had apparently occurred while Mrs Tucker was alone, it was not
referred to the coroner. On the MCCD counterfoil, Shipman said that he had last seen
Mrs Tucker alive the day before the death.

11.26 Apart from Mrs Bennett’s account that at 2pm Mrs Tucker said that the doctor had just
been, there was no evidence that Shipman saw Mrs Tucker on 7th January. As it
appeared that Mrs Tucker had been able to speak to Mrs Bennett after the doctor had
given her an injection, it seemed that Shipman could not have been responsible for the
death, at least not by using what was certainly to become his preferred method of
killing, the intravenous injection of opiate. Dr Grenville and Professor McQuay say that
the effect of the drug, given intravenously, is so rapid that the patient would not be able
to have a conversation on the telephone after it had been administered. However, it can
be very difficult to find a vein in a very obese patient and Shipman might have decided
to give an intramuscular injection. Alternatively, it is possible that he tried to give an
intravenous injection but the needle slipped out of the vein and the drug entered
Mrs Tucker’s system subcutaneously. In either of those situations, the drug would act
much more slowly and it would be quite feasible to suppose that, if Mrs Bennett had
telephoned within about 15 minutes after the injection, Mrs Tucker would have been
able to answer the telephone and speak sensibly. She might well have begun to feel a
little sleepy, to plan a rest and then to settle on the settee. This is one of only a very few
cases where I have found that Shipman killed an active patient by means of a slower-
acting intramuscular or subcutaneous injection. I think he often used the intramuscular
route with patients who were ill in bed. No risk would arise from doing so. The patients
would not go anywhere; no one would feel alarmed if they complained of feeling sick; no
one would summon an ambulance if they fell deeply asleep. The period of time which
would elapse before death would also have the advantage of distancing Shipman from
the death. For the patient who was not confined to bed, the slow-acting methods of
killing carried the risk that a friend or relative might arrive, feel alarmed and summon
help in time. The patient might survive and live to tell the tale. However, I think that
Shipman may well have taken that risk in Mrs Tucker’s case.

11.27 This is the first case in time in which witnesses remarked on the high temperature in the
room where the body was found. The gas fire was turned up high. This puzzled me but
I found that this feature was present in such a number of Shipman killings that



I concluded that it must be of some significance. Shipman must sometimes have
wanted the body to lie in a warm room. A high ambient temperature would result in the
more rapid onset of rigor mortis but a slower rate of drop in body temperature. These
are the two features on which a pathologist might rely if asked to estimate the time of
death. Shipman might wish that the pathologist would not be able to make a reliable
estimate. All I can think is that Shipman hoped to ‘ muddy the water’ for the pathologist,
in the event that a post-mortem examination followed.

11.28 Not long after Mrs Tucker’s death, there were two cancer deaths. The first occurred in a
residential home from which it would have been difficult for Shipman to take away any
excess drugs, but the second, which took place on 30th January 1984, seems likely to
have been a source of opiates. Just over a week later, on Wednesday, 8th February,
Shipman killed Mrs Gladys Roberts. This case is an early example of what became a
very common ploy for Shipman. He would claim that he had called an ambulance or
was arranging admission to hospital but the patient had died and the arrangement had
been cancelled.

11.29 Mrs Roberts was 78 and lived alone. She had a leg ulcer, which was dressed regularly
by the district nurse. On the morning of 8th February, the nurse suggested that the
doctor should examine her leg. At about 12.40pm, Mrs Roberts telephoned her
daughter-in-law, Mrs Enid Roberts, and mentioned that she was expecting the doctor to
look at her leg. She seemed quite well in herself. She promised to telephone again when
the doctor had been. By 3.40pm, she had not done so, so Mrs Enid Roberts telephoned
her. Shipman answered and told her that Mrs Roberts had died. He said he had been
with her and was telephoning the hospital when Mrs Roberts gave one cough. He had
turned round and saw that she had died. He said she had had a pulmonary embolism.
Because this death occurred so long ago, it has not been possible to check whether
Shipman did telephone the hospital. For more recent deaths in which Shipman made
this claim, it has been possible to check whether he had made the telephone call. He
hardly ever had. In one later case, that of Mrs Hilda Hibbert, he called an ambulance but
not as an emergency. He asked that it should arrive in an hour, by which time
Mrs Hibbert had died. In other cases, such as those of Mrs Lizzie Adams and Mrs
Kathleen Wagstaff, of whose murders Shipman was convicted, he told the relatives that
he had telephoned for an ambulance. The records showed that he had not.
Accordingly, I strongly suspect that, in cases such as that of Mrs Roberts, Shipman
claimed falsely to have summoned an ambulance as part of his attempt to create the
impression that he had taken appropriate steps to prevent the death. Although I accept
that it is possible that Mrs Roberts might have developed a deep vein thrombosis, it is
too much of a coincidence that she should die suddenly during Shipman’s visit.

11.30 Two months later, on Sunday, 15th April 1984, Shipman killed Mr Joseph Bardsley. He
was a widower, aged 83, and lived alone in sheltered accommodation supervised by
the same warden, Mrs Laithwaite, who had been present on the day of Mrs May Slater’s
death in 1981. Mrs Laithwaite knew Mr Bardsley well and saw him every day. She says
that he was in good health on the day of his death. In fact, Mr Bardsley suffered from
anaemia and was supposed to have vitamin B12 injections but he did not like them and
had decided that he would not have any more. On that Sunday, Mr Bardsley’s cousin
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called on him after church and brought him some lunch. She stayed for about an hour.
He was well when she left. At about 3pm, Shipman called on Mrs Laithwaite to say that
he could not gain access to Mr Bardsley. He could see him through the window but
could not attract his attention. Mrs Laithwaite, who knew that Mr Bardsley had not asked
for the doctor to visit, asked Shipman why he had called on Mr Bardsley. Shipman told
her that he had been ‘ in the area’ and wanted to take a blood sample. Mrs Laithwaite
took her key and let herself and Shipman into Mr Bardsley’s bungalow. He was dead,
sitting upright in his usual place on the settee. Shipman did not examine Mr Bardsley; he
just asked Mrs Laithwaite to inform the next of kin. Shipman certified that the death was
due to old age. This is not an appropriate cause of death for someone who has been up
and about in reasonable health shortly before the death. He also claimed that he had
seen Mr Bardsley 12 days before his death. I doubt that he had done and suspect that
he was seeking to create the impression that he had treated Mr Bardsley during his ‘ last
illness’ and was therefore qualified to certify the cause of death. If Mr Bardsley had died
naturally that afternoon, it was a sudden death for which the cause was not known. Any
honest doctor would have referred the death to the coroner. I have no doubt
that Shipman called on Mr Bardsley that afternoon, that Mr Bardsley let him in and
that Shipman persuaded him either to let him take a blood sample or to give him an
injection. I am satisfied that he killed him, by giving a lethal injection of opiate. He left,
closing the door behind him. He then pretended to Mrs Laithwaite that he had been
unable to gain access.

11.31 On the afternoon that Shipman killed Mr Bardsley, he had been called out to see a
patient of Dr Bills named Mrs Jessie Wagstaff. After Shipman had visited Mrs Wagstaff,
he chose to visit and kill Mr Bardsley that Sunday afternoon, rather than return home to
continue his leisure activities.

11.32 Shipman killed Mrs Winifred Arrowsmith on Tuesday, 24th April 1984. She was a widow,
aged 70, and lived alone in a flat in Chartist House, the sheltered accommodation where
Mrs Jennifer Unsworth was the warden. Mrs Arrowsmith had a number of medical
problems, including severe arthritis in the knees, which greatly restricted her mobility.
She was mentally very alert and always cheerful. Mrs Arrowsmith was expecting
Shipman to visit on 24th April. She usually left her door on the latch if she was expecting
a visitor, as she was slow on her feet. Between 1.30pm and 2pm, Shipman telephoned
the home of Mrs Valerie Lomax, Mrs Arrowsmith’s daughter, to tell the family that
Mrs Arrowsmith was dead. His account was that he had called on Mrs Arrowsmith, but
had been unable to get any reply at the door. He had gone down to ask the warden
whether Mrs Arrowsmith might have gone out. Mrs Unsworth took her passkey and
went up to the flat with Shipman. They found Mrs Arrowsmith sitting on her sofa, fully
dressed, looking as though she was asleep. She was dead. When the family visited the
flat the following day, they found signs that Mrs Arrowsmith had done all her usual
chores and had eaten lunch on the day of her death. Shipman certified the death as due
to coronary thrombosis. In the absence of the medical records, I could not assess the
likelihood that Mrs Arrowsmith might indeed have died a sudden cardiac death.
However, it would have been something of a coincidence if she had had a sudden fatal
heart attack between eating her lunch and Shipman’s arrival, which must have been



before 1.30pm. The close temporal association between Shipman’s visit and the death
gave rise to a strong suspicion that he had killed her. My conclusion was that Shipman
had visited Mrs Arrowsmith and had gained access in the usual way. He had given her
a lethal injection, probably after asking her to let him take a blood sample. He had then
left the flat, closing the door behind him so as to give the impression that he had been
unable to get in. He then went for Mrs Unsworth and together they ‘ discovered’ the
death. This is exactly the same method he had used with Mr Bardsley, only nine days
earlier.

11.33 On 7th August 1984, Mrs Mary Haslam died of cancer. It is likely that Shipman
replenished his stock of opiate at the time of her death. He killed Mrs Mary Winterbottom
on 21st September. Mrs Winterbottom was a widow and lived alone. She was 76 but was
in good general health and was independent. A few days before her death, she was
unwell with what appeared to be influenza or a chest infection. She did not appear to be
seriously ill. On the day of her death, she spoke to her daughter at about 3pm to
3.30pm. She said that she was feeling better and was still waiting for the doctor to arrive.
Soon after 3.30pm, Mrs Norma Miles, Mrs Winterbottom’s niece (who lived nearby)
learned that Shipman was at Mrs Winterbottom’s flat. She went there and met Shipman,
who told her that Mrs Winterbottom had died. He asked her if she would like to see her
aunt and then told her that he had taken Mrs Winterbottom’s dentures out. Indeed he
had. Mrs Winterbottom’s body was lying on the bed, dressed in day clothes. Shipman
gave the family the impression that he had found Mrs Winterbottom dead when he
arrived. In due course, Shipman certified the cause of death as coronary thrombosis.
On cremation Form B he said that he had last seen Mrs Winterbottom alive two days
before her death. He claimed that he had found her collapsed on the bed and had
unsuccessfully tried to resuscitate her. He said she had been suffering from ischaemic
heart disease. That is quite possible. Even so, it would be a quite remarkable
coincidence if Mrs Winterbottom had had a sudden fatal heart attack in the few minutes
which elapsed after speaking to her daughter on the telephone and just as Shipman
was about to arrive to see her about an entirely different medical condition. I concluded
that Shipman killed Mrs Winterbottom.

11.34 Two aspects of this case should be highlighted. Mrs Winterbottom’s death was one of
many in which Shipman claimed to have attempted unsuccessfully to resuscitate a
patient who was having a heart attack. Yet he did not summon an ambulance or move
the patient onto a hard surface. The proper procedure is to summon an ambulance;
then to put the patient on a hard surface (usually the floor) and continue with
resuscitation measures until the ambulance arrives. If the ambulance is carrying a
defibrillator, it might then be possible to restore the heart to its normal rhythm. If not,
cardiopulmonary resuscitation should be continued until the patient reaches hospital.
The second matter of interest relates to Mrs Winterbottom’s dentures. I have come
across quite a number of cases in which Shipman took the dentures out of the mouth of
a patient who had died. It does not appear that he did this to all patients who wore
dentures. I do not think there is a single report of a case in which he removed the
dentures of a patient who had died naturally. It seems that he sometimes removed the
dentures of a patient whom he had killed. I found this puzzling, but Dr Grenville
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suggested a possible explanation. When a patient has been given a lethal dose of
opiate and falls into a very deep sleep, the relaxation of the muscles might allow the
dentures to become dislodged. If a denture were to slip into the throat, it might cause
the patient to gag and begin to gasp and struggle. This might interfere with the smooth
progress towards death that Shipman intended. He might, Dr Grenville suggests, have
had a bad experience at some time, after which he thought it prudent to remove the
dentures as the patient was falling asleep, if he thought there was a risk of them slipping
into the throat.

11.35 Shipman killed Mrs Ada Ashworth on 27th November 1984. She was a widow who lived
alone and was 87. Her death was a typical Shipman killing. She was well at about 1pm.
A short time later, Shipman went to her neighbours’ home, claiming that he had arrived
to visit Mrs Ashworth and had found her dead. When the neighbours went in with him,
they saw Mrs Ashworth sitting upright in her chair. Her appearance was typical of that of
many of Shipman’s victims. Shipman ascribed her death to ‘ old age’, which was quite
inappropriate, as Mrs Ashworth had been up and about that morning.

11.36 Shipman killed three patients in the Christmas period of 1984. Mr Joseph Everall died on
17th December, Mrs Edith Wibberley on 18th December and Mrs Eileen Cox on
24th December. All three deaths were typical illustrations of the way in which Shipman
killed. Mr Everall was suffering from cancer but had not yet reached the terminal phase
of his illness. He had recently undergone surgery but appeared to be recovering. He
was found dead in the afternoon of 17th December, not long after Shipman had visited.
Shipman certified that the death was due to cerebro-arteriosclerosis, which, if present,
would pre-dispose the patient to suffering a stroke. Mr Everall was found lying on his
bed and showed no sign of having suffered a stroke. Nor was his family aware of any
symptoms indicative of severe arteriosclerosis. Members of the family were very
shocked by the death but Shipman assured them that there was no need for a post-
mortem examination and that he would ‘ square it’ with the coroner. In many ways,
Mr Everall was a typical victim. He lived alone, was not in good health and would have
required a good deal of medical and nursing support had he lived longer.

11.37 Mrs Wibberley was a widow who lived alone. She was 76 and was in poor health. She
had had a fall and had broken her hip. She had had a series of transient ischaemic
attacks. She was very dependent on the support of her daughter-in-law and her home
care worker, Mrs Shirley Pleva. On the day before her death, she had another stroke but
appeared stable. Shipman called and told her that he would return the next day to take
a blood sample. The following morning, Mrs Wibberley appeared to Mrs Pleva to be in
reasonable health. When Mrs Pleva returned after lunch, she found Shipman kneeling
on Mrs Wibberley’s bed with her head on his knees and his hand on her neck, as if
feeling for a pulse. Shipman announced that Mrs Wibberley had had ‘ a massive stroke’.
Mrs Pleva said she would call an ambulance, but Shipman told her that it would be a
waste of time. He told her to put the kettle on, to contact the relatives and to tell them to
hurry up or Mrs Wibberley would be dead before they arrived. A few minutes later, he
declared her dead. This appears to be another case in which Shipman gave a lethal
injection under the pretext of taking a blood sample.



11.38 Mrs Cox was only 72 when she died. She was a widow and lived alone. She was active
and independent but suffered from angina and bronchitis. Her daughter says that she
was a hypochondriac and used to call Shipman out rather frequently. On
24th December, Mrs Cox telephoned her daughter, Mrs Susan Davies, to say that she
was not feeling well; she thought she had bronchitis and had called the doctor, whom
she was expecting at about midday. Shortly after noon, Mrs Davies telephoned her
mother; but there was no reply, so she went round. She found her mother in bed with the
clothes tucked tightly round her chest in a manner which she could not have managed
for herself. She looked as if she were peacefully asleep. She was dead. Shipman was
informed and arrived in due course. After seeing the body, he observed that Mrs Cox
was in exactly the position in which he had left her. He suggested that she must have
died only seconds after he had left. He certified that she had died of a coronary
thrombosis. On cremation Form B, he said that the death had occurred at about 2pm
and that he had seen Mrs Cox two hours before her death, at which time she had
complained of chest pain. He said that she was known to suffer from angina. Shipman’s
account of this death is incredible. First, no doctor would leave a patient who had a
history of angina alone while suffering from chest pain. Shipman did not call an
ambulance or telephone Mrs Davies. In any event, it is clear that Mrs Cox had not had
chest pain; she would have told her daughter if she had. The notion that Mrs Cox could
have died suddenly a few seconds after Shipman had departed is fanciful. Nor do
patients die of heart attacks lying in bed, looking peaceful and with their arms tucked
inside the covers. It is plain that Shipman killed Mrs Cox. It is also plain that he was
becoming quite confident in giving an explanation which, on rational consideration, can
be seen to be quite implausible. Shipman seems to have realised that even a highly
improbable explanation would not be questioned.

1985

11.39 Shipman killed eleven patients during 1985. On 2nd January 1985, Shipman hastened
the death of Mr Peter Lewis, who was dying of cancer. He removed the remaining drugs
from Mr Lewis’ home after the death. Mr Frederick Dentith died naturally of cancer on
25th January and I think it is likely that Shipman obtained further supplies of opiate at
that time. Not long after these two cancer deaths, there was a spate of killings.

11.40 Mrs May Brookes was killed on 1st February 1985. She was 74, a widow and lived alone.
She was in reasonable health and spoke to at least two people on the morning of the
day she died, one of them very shortly before Shipman arrived for a routine visit at about
1pm. Within half an hour, Shipman telephoned Mrs Brookes’ daughter to tell her that her
mother was dead. Mrs Brookes was found sitting in her chair, looking quite unruffled.
Later, Shipman claimed that he had found Mrs Brookes collapsed on the floor when he
arrived. He said that she was dying. He had lifted her onto her chair. As she weighed
over 13 stone, that seems very unlikely. He certified that the death was due to a
cerebrovascular accident. On Form B he lied, saying that a neighbour had been present
at the moment of death. Shipman had almost certainly told Mrs Brookes that he wanted
a blood sample and injected her with an opiate.
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11.41 Shipman killed Mrs Ellen Higson on 4th February 1985. She was 84 and a widow living
alone. She may not have been in good health. Shipman was present at her death, which
seems to have been sudden and unexpected. Shipman certified that the cause was
renal failure, which is not usually a cause of sudden death. It appears that Mrs Higson’s
home help was present at the death and may even have been present when Shipman
administered the lethal injection.

11.42 Mrs Margaret Conway was killed on 15th February. She was 69 and a widow living alone.
She had had a stroke some time before and had been left with some residual
disabilities. On the day of her death, she spoke to one of her daughters, Mrs Joan
Duncan, at about 2.15pm. She was expecting Shipman to visit that day. When another
daughter, Mrs Patricia Whittle, arrived at her mother’s house at about 4.15pm, she found
Mrs Conway dead in her chair. Shipman later certified that the death was due to a
stroke. He gave the family to understand that Mrs Conway had not been ill when he
visited earlier in the afternoon. On cremation Form B, he told lies about the time of his
visit and stated that Mrs Conway had spoken to one of her daughters after his
visit. These lies were designed to distance his visit from the death and to demonstrate
that Mrs Conway was still alive some time after his departure, which I am quite sure she
was not.

11.43 On 22nd February 1985, Shipman killed Miss Kathleen McDonald. She was 73 and lived
alone. She was in good physical health and was quite active. She lived in Carter Place,
Hyde, where Shipman had several patients. Shipman made an unsolicited visit to
Miss McDonald during the afternoon of 22nd February. He was later to tell her
neighbour, Mrs Lucy Virgin (who in 1995 was herself to be one of Shipman’s victims)
that it was fortunate that he had called, as he had found Miss McDonald dying. He
said that she had ‘ died in his arms’. He certified that her death was due to a
cerebrovascular accident.

11.44 Four months later, on 26th June 1985, Shipman killed two patients on the same day,
Mr Thomas Moult and Mrs Mildred Robinson. The evidence in respect of Mr Moult’s
death is very limited. However, I drew the inference that Shipman killed him because the
documentary evidence indicated that Shipman was probably present at the death. As
Mr Moult was only 70 and was not expected to die, I felt that Shipman’s presence at the
death was sufficient to draw me to my conclusion. The evidence in Mrs Mildred
Robinson’s case is complex and cannot be conveniently summarised. I concluded that
Shipman was present at the death and had probably caused it. Shipman certified that
both deaths were due to coronary thrombosis and that chronic bronchitis was said to
have been a contributory cause in each case.

11.45 On 23rd August 1985, Shipman killed Miss Frances Turner. She was 85 and was quite
frail following a fall in which she had fractured her hip. She did not wish to go into
residential care and had recently been assessed for the provision of support at home.
I think her insistence on retaining her independence would have made her a likely target
for Shipman. Shipman’s visits book suggests that he was to make a routine visit on the
day of her death. There is nothing to indicate that Miss Turner was suffering a life-
threatening illness. It is clear from cremation Form B that Shipman was present at the



death. Shipman certified that the death was due to old age, although this was quite
inappropriate. Miss Turner had not been confined to bed before her death and was still
living alone.

11.46 Shipman killed three patients during the Christmas period of 1985. These were
Mrs Selina Mackenzie who died on 17th December, Miss Vera Bramwell, who died on
20th December, and Mr Fred Kellett, who died on 31st December. It is not clear from
where Shipman had obtained his supply of opiates, although he had been briefly
involved in the care of one of Dr Moysey’s patients, Mrs Mary Ogden, who had died a
natural death of cancer on 17th October. It is quite possible that he had obtained opiates
in connection with her death. In any event, I think it likely that, by 1985, Shipman was
more confident about his ability to obtain and conceal illicit supplies of opiate. I think, by
this time, he had probably turned to other means of obtaining his supplies than simply
taking excess supplies from patients who had died of cancer. It is quite possible that he
had begun to prescribe opiates for patients who did not need the drugs and never
received them.

11.47 Mrs Mackenzie was a widow who lived alone. She was 77, had had two strokes and was
quite disabled. However, she was determined to remain in her own home and was
receiving considerable support from social services and from her family. Patients
requiring this level of support appear to have been particularly at risk from Shipman. On
17th December, Shipman visited, ostensibly for the purpose of checking that
Mrs Mackenzie was well enough to travel to her daughter’s home in Nottingham for
Christmas. He was seen arriving at her home at about 3pm. She was found dead at
about 3.45pm, sitting in her chair. No one had seen her or spoken to her since
Shipman’s visit. Shipman claimed that she had died at about 4pm and certified
the cause of death as a cerebrovascular accident. He offered to arrange a post-
mortem examination if the relatives wished, but then pointed out the disadvantages. As
I have previously observed, this was one of Shipman’s common ploys.

11.48 Miss Bramwell was 79 and lived alone in sheltered accommodation. She had been in
good health and went shopping on the morning of the day of her death. It appears likely
that Shipman was asked to visit her, although it is possible that he made an unsolicited
visit. In any event, he told the warden that, when he arrived, he found Miss Bramwell
dead in her chair. Inconsistently with that, on cremation Form B, he admitted that he had
been present at the death, which he attributed to a coronary thrombosis. This was yet
another coronary thrombosis which happened to occur in Shipman’s presence. Yet he
did not call an ambulance. He claimed that the warden of the sheltered accommodation
was present at the death, when the other evidence suggests that she was not.
It appears likely that Shipman was alone with Miss Bramwell when she died.

11.49 Mr Kellett was 79 when he died. His wife was living in a nursing home in Denton. He was
in quite good health and visited her regularly. On the day of his death, his niece,
Mrs Valerie Wood, had asked Shipman to visit him, as she was concerned that he had a
cough. She was speaking to her uncle on the telephone at about 11am, when he told
her that Shipman had just arrived. About 45 minutes later, Shipman telephoned
Mrs Wood to tell her that her uncle had died. His explanation was that Mr Kellett ‘ had
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just sat down in his chair and died’. Later, Mr Kellett was seen sitting in his chair; he
looked very peaceful. Shipman certified that the death was due to coronary thrombosis.

1986

11.50 In 1986, Shipman killed eight patients. The first was Mrs Deborah Middleton on
7th January. Mrs Middleton was 81 and lived with her daughter, Mrs Barbara Taylor. She
suffered from bronchitis in the winter but was still very active. She looked after her great-
grandchildren every afternoon when they came out of school. On the day of
Mrs Middleton’s death, her daughter telephoned the surgery to ask Shipman to visit her
mother, who had been complaining of feeling tired. She did not seem to be seriously ill
and Mrs Taylor went to work as usual. Shipman visited in the afternoon, probably at
about 3pm. No one saw Mrs Middleton alive after his visit. She was found dead at about
4.15pm. She was sitting in her chair looking peaceful. She had made all her usual
preparations for the children’s arrival from school. Shipman’s explanation was that she
had died of cardiac failure after his visit. On Form B, he said that the death had
occurred at 5pm, which was clearly an attempt to distance the death from his visit. He
lied on Form B, saying that Mrs Middleton’s granddaughter, Mrs Jacqueline Slaney, had
been present at the moment of death. She was not.

11.51 The death of Mrs Dorothy Fletcher on 23rd April 1986 was not typical of Shipman’s
pattern of killing. Mrs Fletcher lived in Charnley House, a residential home for the
elderly. She was only 74 but suffered from dementia. The daily diary of Charnley House
shows that, for a week or two before her death, she had had a chest infection and was
treated with an antibiotic. There were also some signs that she had heart failure. Her
condition deteriorated gradually and it seemed that her death was imminent. On the
morning of 23rd April, she was still poorly and Shipman was sent for. It is not clear
whether or not he came at his usual time, which was about lunchtime. In any event,
Mrs Fletcher rallied, seemed much better and ate a ‘ full lunch’. There is then no further
account until the daily diary records that she died at 6.30pm. The diary suggests that
Shipman did not come to the home until after the death, but the time of his visit appears
to have been left blank and completed later. On Form B, Shipman said that he saw
Mrs Fletcher at 6pm and she died at 6.20pm. I concluded that Shipman had been
present at the death, a situation I had come to regard as suspicious. The full reasoning
appears in the decision. I think it likely that everyone had thought Mrs Fletcher’s death
was imminent but that she then confounded them by making a recovery. I think Shipman
would not have wished her to recover and probably ensured that she died that evening
by giving her an injection of opiate.

11.52 On 6th June 1986, Shipman killed Mr Thomas Fowden. He was 81 and lived alone. He
was quite independent and ran his house with the assistance of a home help, Mrs Joan
Ralphs, whose mother, Mrs Lily Higgins, and mother-in-law, Mrs Anne Ralphs, were later
to be victims of Shipman. On 6th June, Mrs Ralphs found Mr Fowden unwell and went to
call the doctor and to telephone Mr Fowden’s nephew, Mr Edwin Fowden. She was only
away a few minutes but, when she returned, Shipman was there, standing over
Mr Fowden, who by that time was either dead or unconscious. Soon afterwards,
Mr Edwin Fowden arrived. Shipman told him that he had given his uncle an injection ‘ to



help his breathing’ but that Mr Fowden was ‘ practically gone’. A short while later,
Shipman pronounced Mr Fowden dead.

11.53 In September and October 1986, Shipman killed two patients in remarkably similar
circumstances. Both lived on Thorpe Hall Grove, Newton. On 15th September, Shipman
killed Miss Mona White. She was only 63 and was quite well, although she suffered from
arthritis and angina. She lived alone and had the assistance of a home help once or
twice a week. On 15th September, she was expecting Shipman; it is not clear why.
However, when Mrs Elizabeth Shawcross and Mrs Dorothy Foley (the two home helps
who worked in that area) passed by her house at about noon, they saw and spoke to
her, as she was at her door. She was looking out for Shipman and did not seem to be
very ill. A short time later, Mrs Shawcross spoke to Shipman, who was at his car, outside
Miss White’s house. He told her that he had given Miss White a ‘ little injection for her
pain’. About twenty minutes later, Mrs Shawcross called on Miss White to see if she was
all right. She found her sitting in her chair, dead. Shipman was not there. Mrs Shawcross
ran to fetch Mrs Foley and, by the time they arrived back at Miss White’s, Shipman had
reappeared. He told them Miss White was dead. He had put the kettle on and was
making himself a cup of tea. He asked the home helps to telephone Miss White’s sister,
Mrs Alison Forder. She and her husband arrived at 12.55pm. Shipman told Mrs Forder
that when he arrived to see Miss White, she was having a massive heart attack and he
knew she was going to die. He had sat with her until she died. It would have been no
use calling an ambulance. There was no need for a post-mortem examination. Shipman
certified the death as due to a coronary thrombosis.

11.54 Only three weeks later, Mrs Mary Tomlin, another client of Mrs Shawcross and
Mrs Foley, was killed. The two home helps had visited Mrs Tomlin at lunchtime. They
found her in bed. She said she was not well and was expecting Shipman to visit. They
left to continue work, promising to return to fetch her prescription. About an hour
afterwards, Mrs Foley saw Shipman go into Mrs Tomlin’s flat. About ten minutes later she
went to the flat and met Shipman, who told her that Mrs Tomlin was ‘ going’ and
instructed her to put the kettle on. A few minutes later, Shipman joined Mrs Foley in the
living room and told her that Mrs Tomlin was dead. Mrs Tomlin was only 73. Shipman
attributed her death to a coronary thrombosis. It is clear that he had killed her.

11.55 On 17th November 1986, Shipman killed Mrs Beatrice Toft. She was only 59 but she
suffered from emphysema and chronic obstructive airways disease and had an oxygen
cylinder by her bed. She could not do a great deal for herself and was very dependent
on her family. On the day of her death, the meals on wheels service delivered her lunch
and she ate it. Shipman visited at some time in the afternoon. Mrs Toft was found dead
by one of her daughters at about 4.20pm. She was lying flat on her back in bed, a
position which would have been most uncomfortable for her in life; she usually lay
propped against pillows to ease her breathing. Her dentures were not in her mouth. An
ambulance was summoned; Shipman also arrived. He told the paramedics that he had
seen Mrs Toft at 2.30pm that day and that there was no need for them to stay. The
practice is that if a doctor is in attendance at a sudden death and indicates that he is
prepared to certify the cause of death, the ambulance personnel (and police if present)
take no further steps in connection with the death. One of Mrs Toft’s daughters asked
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Shipman what could have happened to Mrs Toft’s dentures. Shipman suggested that
she might have swallowed them. No one saw Mrs Toft alive after Shipman’s visit and in
my view it is clear that he had killed her. I think he must also have removed her dentures.

11.56 There were two killings just before Christmas 1986: Mrs Lily Broadbent on
16th December and Mr James Wood on 23rd December. Both died in circumstances
entirely typical of a Shipman killing. Mrs Broadbent’s death was attributed to a coronary
thrombosis, which Shipman claimed had occurred shortly after he had visited her. She
was found with the gas fire on very high. Mr Wood’s death was attributed to old age,
although he was up and about on the day of his death. He was not seen alive after
Shipman visited that day.

1987

11.57 In 1987, Shipman killed eight patients. On 30th March, he killed Mr Frank Halliday.
Mr Halliday was 76 and in poor health. His sister lived with him but, at the time of his
death, she was spending a week or two in Scotland. On the day of his death, a
neighbour asked Shipman to visit Mr Halliday, as he was not well. Mr Halliday died in the
course of that visit. Shipman’s entry in the medical records suggests that Mr Halliday
had been complaining of chest pain for two days. On examination, he was showing
signs from which Shipman diagnosed a coronary thrombosis. Shipman supposedly
gave an intravenous injection of 10mg morphine. There is no further description of the
manner in which this was given. The note then says that the neighbour was called. An
ambulance was called and cancelled, as Mr Halliday had died. On cremation Form B,
Shipman said that he had been with Mr Halliday for an hour during his last illness and
that Mr Halliday had been in a coma for 30 minutes before death. Shipman’s account is
obviously false. First, if Mr Halliday had had chest pain for two days, his sister would
have been told and she would have returned from Scotland. Second, Shipman
frequently claimed that he had called an ambulance but had cancelled it because the
patient died before it arrived. In this case, putting the medical record together with Form
B, it appears that Shipman had almost an hour in which to call an ambulance before
Mr Halliday died.

11.58 This is the first case I have considered in which the general practitioner records have
survived. These records are also the first of several which contain a note in which
Shipman claimed to have given a small dose of morphine to relieve the pain of a
coronary thrombosis. Dr Grenville says that it is good practice to give a small dose of
opiate to a patient who is in severe pain during a heart attack. However, the dose should
be given very slowly, titrating the amount given against the effect on the patient’s pain,
so that the injection can be stopped as soon as the pain is adequately relieved. The
doctor’s note should say how much was given and over what period. In all the cases in
which Shipman has claimed to have given morphine for the pain of a heart attack, I have
never seen any suggestion that anything less than the full dose has been given and
I have never seen an estimate of the time over which it was given. Shipman almost
always claimed to give either 10mg morphine, as here, or 5mg diamorphine, which is
the equivalent. I have seen such entries on several occasions, and in each case, the
patient has died. I believe that Shipman gave a much larger dose than 10mg morphine.



I do not know whether Mr Halliday was having a heart attack when Shipman arrived. He
might have been and it may be that it would have been fatal. On the other hand,
Mr Halliday might not have been having a heart attack at all. Whatever was the matter
with him, I think it likely that Shipman gave him a lethal dose of opiate. The entry
Shipman made in the medical records is typical of many I have seen in other
cases where he has killed the patient. This type of record is one of the hallmarks of a
Shipman killing.

11.59 Only two days later, on 1st April 1987, Shipman killed Mr Albert Cheetham, probably
during the early evening, when he was on out of hours duty. He left the body overnight,
with the gas fire on full. Shipman was unable to lock the door behind him. The next
morning he went back to ‘ discover’ the body. He gave a false explanation about the
circumstances of the death. He said that he had called, as he ‘ happened to be in the
area’ and had found Mr Cheetham in a ‘ nervy’ state. He had promised to return the next
day to give him a prescription. Why he could not have done that on the first day is hard
to understand. Shipman suggested that Mr Cheetham must have sat down to watch
‘ Coronation Street’ and died.

11.60 On 16th April 1987, Shipman killed Mrs Alice Thomas. She was 83 and in poor health.
She had had a number of strokes. She died during a routine visit by Shipman.

11.61 On 8th May, Shipman killed Mrs Jane Rostron. She was 78. On the day of her death, it
appears that a neighbour requested that Shipman should visit because Mrs Rostron
was not feeling well. He clearly did visit, probably at about lunchtime. Mrs Rostron’s
daughter found her dead when she visited her mother in the mid-afternoon. Shipman’s
explanation was that, when he called on her, he found that she had suffered a ‘ slight
stroke’. He had urged her to be admitted to hospital but she had refused. Mrs Rostron’s
daughter found that quite credible. Shipman suggested that, if Mrs Rostron had taken
his advice, she might still be alive. For reasons fully set out in the decision, I found that
Shipman had killed Mrs Rostron. This is an early example of what was to become one of
Shipman’s favourite ploys; he blamed the death on the patient’s refusal to go to hospital.

11.62 Mrs Nancy Brassington was Shipman’s next victim. She was 71 and had had a stroke,
from which she was said to have made a full recovery. At about lunchtime on
14th September 1987, a neighbour saw Shipman’s car outside Mrs Brassington’s
house. A while later, she noticed Shipman leave the house but Mrs Brassington did not
see him off, which she thought was strange. As soon as Shipman had gone, she and her
husband went across and found Mrs Brassington sitting in her chair, dead. This was a
classic Shipman killing.

11.63 Once again, there was a cluster of killings around Christmas. On 11th December,
Shipman killed Mrs Margaret Townsend. She was 80 and had a complicated medical
history. She was, I think, a rather demanding patient and might at times have
exaggerated her symptoms. She had been extensively investigated at hospital on
account of abdominal pain but no cause had been found. She died during a home visit
by Shipman. He attributed her death to carcinomatosis due to carcinoma of the
stomach. Whatever had been the cause of Mrs Townsend’s pain, it was not due to
carcinoma of the stomach, which had been ruled out during investigations.
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11.64 On 29th December 1987, Shipman killed Mrs Nellie Bardsley. She was only 69. On the
morning of the day she died, she told her daughter that she felt unwell and wanted the
doctor to call. Shipman visited later in the day. Mrs Bardsley’s medical records are
available and it can be seen that the circumstances of her death are very similar to
those of Mr Frank Halliday. Shipman claimed that he found her having a coronary
thrombosis and gave her 10mg morphine. Later, he told Mrs Bardsley’s daughter,
Mrs Carol Chapman, that he had called an ambulance but had cancelled it, as
Mrs Bardsley had died before it arrived. This last assertion cannot be checked, as the
ambulance records are no longer available.

11.65 On the following day, 30th December 1987, Shipman killed Mrs Elizabeth Rogers.
She was 74 and lived alone in a flat in Chartist House. She was very independent. On
30th December, it appears that she telephoned Shipman to ask him to visit; it is not clear
why, but his visits book does not indicate that it was a matter of urgency. He visited her
and killed her. He then went downstairs to see Mrs Unsworth, told her that he was
admitting Mrs Rogers to hospital and asked her to come upstairs with him to help
Mrs Rogers to pack her necessary things. When they reached the flat Mrs Rogers was,
of course, dead. Shipman used this kind of ruse, or variants upon it, many times. He
liked to have someone with him when the death was discovered.

1988

11.66 In the New Year of 1988, Shipman killed Mrs Elizabeth Fletcher on 5th January and
Mrs Alice Mary Jones on 15th January. Mrs Fletcher was 90 but very active. She looked
after her granddaughter, who had learning difficulties. Shipman called on her ‘ as he was
passing’. He claimed that he found her dying and sat with her until it was over. That was
a lie, as was his claim on cremation Form B that Mrs Fletcher’s sister-in-law had been
present at the death.

11.67 Mrs Jones had very poor eyesight. Shortly before her death, she had had an ailment for
which Shipman had visited several times. She was reasonably well on the morning of
her death, but when her sister-in-law arrived between noon and 1pm, she found
Mrs Jones dead in her chair. The torch and magnifying glass she used for reading were
in her hands. An ambulance was called and the paramedics said that the police and
coroner must be informed, but then Shipman arrived and said that that would not be
necessary. He said he had seen Mrs Jones at 11am. He certified the death as due to a
stroke. On cremation Form B, he said that the death had occurred at noon and he had
seen Mrs Jones at 10.30am. He was distancing his visit from the death.

11.68 A short time after these two deaths, there was a spate of killings within a week in
February 1988. Mrs Dorothea Renwick was killed on 9th February, Miss Ann Cooper
(who was 93 and Shipman’s oldest victim) and Mrs Jane Jones on 15th February, and
Mrs Lavinia Robinson on the following day, 16th February. Mrs Renwick was 90 and had
had a stroke but was well and was eating her lunch when her daughter left her on the
day of her death. Shipman visited soon afterwards to provide repeat prescriptions.
Mrs Renwick was found dead in the early evening. The gas fire was on high. The next
day, Shipman suggested that the death was ‘ a good thing’, as Mrs Renwick’s daughter
would now be able to look after herself.



11.69 Miss Cooper was 93 but was in good health and lived independently. Her niece asked
Shipman to call as she thought Miss Cooper was becoming confused. He visited that
afternoon and found Miss Cooper doing some washing. He later claimed that he had
advised her to see a specialist and that she had been well when he left. Miss Cooper
was found dead not long after he left. It is clear he had killed her.

11.70 On 15th February 1988, Mrs Jones called Shipman out, as she wanted an antibiotic for
her cold and bad chest. When her niece, Mrs Vera Panther, called on her at about
10.30am, she did not appear to be seriously ill. At about 12.30pm, Shipman arrived at
Mrs Panther’s home to say that he had found Mrs Jones in a state of collapse. He had
given her an injection to ‘ help her breathing’. She was now very poorly and he asked
Mrs Panther to come to her aunt’s home. When they arrived, she was dead.

11.71 Mrs Robinson’s death was extremely sudden. She was 83 but was fit and active. She
lived in Chartist House. On 16th February 1988, her son called on her in the early
afternoon. When he left at 2.15pm, she was well. At about 3pm, he received a message
that his mother had died. Shipman had called.

11.72 After this spate of four killings within a week, there was an interval of seven months.
There is no clear evidence as to why Shipman stopped killing for so long. However, it is
quite possible that the occurrence of four sudden deaths within the week had caused
comment, possibly from a doctor or member of staff at the Donneybrook practice. I think
it likely that there was some such explanation for this temporary cessation. When
Shipman killed again, on 18th September 1988, his victim, Mrs Rose Adshead, was very
ill, suffering from cancer and was in great pain. Shipman hastened her death. I have
already observed that the killing of a terminally ill patient entails much less risk of
discovery than the killing of a healthy patient. The following month, Shipman resumed
the killing of patients who were not terminally ill. He killed Mrs Alice Prestwich on
20th October and Mr Walter Tingle on 6th November.

11.73 Mrs Prestwich’s death exemplifies several features typical of a Shipman killing. She was
69 and awaiting an eye operation. I believe that Shipman took the view that it was not
‘ worth’ spending the resources of the health service on patients who were old, would not
live long and, in his view, would not enjoy a good quality of life. I think he probably
thought that of Mrs Prestwich. He called on her in her flat in Ogden Court, at the request
of the warden, Mrs Christine Simpson, who had noticed that morning that
Mrs Prestwich’s legs were swollen. Shipman killed Mrs Prestwich while he was alone
with her; then he went to fetch Mrs Simpson. He told Mrs Simpson the implausible tale
that Mrs Prestwich had ‘ died while I was examining her’. As they were leaving the flat
together, Mrs Simpson expressed incredulity that Mrs Prestwich could have died so
suddenly. Shipman replied ‘ We’ll go back and check her if you like. I wouldn’t want her
waking up in the Chapel of Rest’.

11.74 Mr Walter Tingle was another typical Shipman victim. He lived in sheltered
accommodation. He was 85 and in poor health. He was also depressed about his
health. He sometimes said that he ‘ had had enough’. On the morning of 6th November
1988, Shipman was called and when he arrived a warden was present. Mr Tingle almost
certainly told Shipman that he ‘ had had enough’. Shipman may have contrived to
153



154

The Shipman Inquiry
send the warden away. He gave Mr Tingle an injection. Within a few minutes, Mr Tingle
was dying.

11.75 Shipman killed two patients just before Christmas, making a total of 11 killings in 1988.
Both patients were due to spend Christmas with their families. At about 9.30am on
Saturday, 17th December, Mr Harry Stafford telephoned his daughter-in-law to say that
he had a cold and had called the doctor. At about 10.30am, Mrs Brenda McEvilly, one of
Mr Stafford’s neighbours, saw Shipman arrive at Mr Stafford’s house. A while later, she
saw Shipman leave the house and knock at the doors of three neighbouring houses,
with no apparent response. He then came to her house. He told her that Mr Stafford had
called him out and had said that he would leave the door unlocked. Shipman said that
Mr Stafford was very unwell and asked Mrs McEvilly to go with him to Mr Stafford’s
house. When they arrived, Mr Stafford was sitting up in his armchair. He was dead.
Shipman apologised to Mrs McEvilly that he had not told her the truth when he had said
that Mr Stafford was very unwell. Soon afterwards, Shipman telephoned Mr Stafford’s
daughter-in-law to tell her of the death. He said that, soon after he had arrived at the
house, Mr Stafford had collapsed and died. Shipman fabricated an entry in the medical
records to suggest that, when he had arrived, Mr Stafford had given a history of chest
pain and breathlessness for two days. On examination, Shipman had found signs from
which he diagnosed a coronary thrombosis with left ventricular failure. Mr Stafford had
died. Shipman claimed he had given intravenous injections of Cyclimorph (injectable
morphine; the dose was not stated) and 80mg Lasix, a strong diuretic. Shipman told the
family that he arrived to find Mr Stafford having a ‘ massive’ heart attack and there was
nothing he could do.

11.76 Two days later, the nephew of Miss Ethel Bennett called on her between 11am and
noon. She told him she was expecting Shipman to call. At about 2.45pm, Shipman went
to the home of Mrs Susan Cropper, Miss Bennett’s great-niece, to visit her son, Daniel,
who was unwell. He told Mrs Cropper that Miss Bennett was unwell, had pleurisy and
ought to be in hospital but she had refused to go. He asked Mrs Cropper to go round to
persuade her. When Shipman had gone, Mrs Cropper tried to telephone her great-aunt
but there was no reply. She could not leave her son, so asked her father, Mr Alan
Bennett, to go round. He went to Miss Bennett’s home at about 6pm and found her
dead. The gas fire was on full. When Shipman arrived, Mr Bennett suggested that the
police should be called. Shipman said that this was not necessary and there was no
need for a post-mortem examination. He repeated that Miss Bennett had refused to go
to hospital. He fabricated an entry in the medical records, which suggested that
Miss Bennett had had left-sided chest pain for seven days. He claimed that, after
examining Miss Bennett, he had diagnosed pleurisy and advised hospital admission but
she had refused. He claimed that he had prescribed an antibiotic. Miss Bennett had
been found dead later in the day and the cause of death was bronchopneumonia.
Shipman lied on Form B. He said that he had visited at 1pm and that the death occurred
at 4pm. If the death were natural, he could not have known the time at which it occurred.
He was seeking to distance the death from his visit. He claimed that a neighbour had
heard Miss Bennett moving about at 3pm. That was a lie, designed to show that
Miss Bennett was alive some time after his visit. In fact, it was an implausible lie as, if



Miss Bennett had died of bronchopneumonia at 4pm, she was unlikely to have been
moving about an hour earlier.

1989

11.77 From this time onwards, medical records have in some cases, although not all, been
available to the Inquiry.

11.78 In 1989, Shipman killed 12 patients. The first killing of the year took place on
31st January, when he killed Mr Wilfred Leigh. On 8th March 1989, for the first time,
Shipman killed a patient in the surgery. This was Mrs Mary Hamer. She was 81 and in
good health. She had an appointment during the morning. It is not known for what
reason. However, she looked quite ‘ normal’ when she went into the consulting room.
A few minutes later, Shipman told the receptionist to send the next patient in, as
Mrs Hamer was undressing in the examination room and would be some time. He
finished his list of two or three more patients before telling the receptionist that he
thought Mrs Hamer had died. The receptionist went into the examination room and saw
Mrs Hamer on the bed, fully dressed. She was dead. Later, Shipman told Mrs Hamer’s
family that, when she came into the consulting room, she told him she had chest pain.
He examined her and thought she was having a coronary thrombosis. He advised that
she should be taken to hospital and she agreed. He gave her a small dose of morphine
to relieve her pain and went to telephone the hospital. When he returned, she had died.
He said that he had not attempted to resuscitate her, as he thought she had suffered
brain damage. He certified the cause of her death and said that a post-mortem
examination was not necessary.

11.79 Mrs Josephine Hall, who died on 5th June, had a long psychiatric history. She suffered
from agoraphobia, insomnia, depression and anxiety. Shipman was intolerant of what he
seems to have seen as her weakness. He once said that he would like to treat her
agoraphobia by taking her into Hyde and leaving her there, so that she would have to
make her own way home. Mrs Hall made quite frequent demands on Shipman’s time.
I fear that this would have made her a preferred target for Shipman. In April 1988,
following a psychiatric referral at which the consultant reported that Mrs Hall was ‘ fed
up with life’, Shipman noted in her records: ‘ No use, what do we do?’ Mrs Hall also
took medication to control her blood pressure. Shipman killed her during a routine visit.
In the fabricated medical record, he claimed that he had found her with symptoms of a
stroke or transient ischaemic attack. He claimed that her blood pressure was very high,
which he attributed to her failure to take her medication. He claimed that he was
considering a domiciliary visit by a consultant and that he would review her the next
day. Mrs Hall was found dead later that afternoon. Shipman certified that the cause of
death was a cerebrovascular accident. It is typical of Shipman that he would, where
possible, choose to attribute the death to a cause that had some basis in the past
medical history.

11.80 On 12th May 1989, Miss Beatrice Clee was killed. She was frail and had poor eyesight
but lived independently. She was well at about 10am on 12th May. She was found dead
at about 3pm, sitting upright in her armchair, apparently asleep. Shipman had been
there in the interim. He made a medical record suggesting that he had visited on
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account of Miss Clee’s leg ulcer, which was satisfactory. He then fabricated entries to
suggest that Miss Clee had complained of symptoms of heart trouble. It is clear that
these were designed to provide a plausible explanation for her sudden death.

11.81 On 6th July 1989, Shipman killed Mrs Hilda Fitton during an unsolicited visit. She had
seen him in his surgery the day before on account of a chest condition, for which
Shipman did not think treatment was necessary. The following day, Shipman called on
Mrs Fitton and killed her. He fabricated a note in her medical records to suggest that
she had woken in the night with palpitations, chest pain and breathlessness. He claimed
that she was very worried but on examination there was little abnormality. He thought
she might be having a heart attack and suggested hospital but Mrs Fitton did not wish to
be admitted. He wrote the letters ‘ TLUK’, which meant ‘ to let us know’, and noted that
he would visit her the following day. This false account was intended to create the
impression that Shipman had taken proper care of the patient but that the death, when
discovered, was explicable. Shipman often used this type of ploy, particularly with the
letters ‘ TLUK’. However, the ploy was not a very convincing one as, if Mrs Fitton had
really described palpitations, chest pain and breathlessness, good medical practice
would have required that some arrangement be made for her care, either by calling a
relative or arranging the attendance of the district nurse. No doctor would leave
a patient alone suffering from the symptoms that Mrs Fitton supposedly described. In
those circumstances, no doctor would leave the onus on the patient to let him know if
she needed attention.

11.82 On 14th August, Shipman killed Mrs Marion Carradice. On 22nd September, he killed
Mrs Elsie Harrop and, only four days later, on 26th September, Mrs Elizabeth Burke.
There were then three killings within three days in October 1989. These were Mrs Sarah
Jane Williamson on 15th October, Mr John Charlton on 16th October and Mr George
Vizor on 18th October. Shipman was called out to Mrs Williamson on a Sunday
afternoon. She was very poorly and might well have been having a heart attack.
However, it appears that, instead of treating Mrs Williamson in the way that most doctors
would have done, Shipman gave her a dose of opiate which ensured that she died.

11.83 Finally, for that year, on 6th November 1989, Shipman killed Mr Joseph Wilcockson. He
was 85 and a widower. He lived alone although he was very close to his granddaughter,
Miss Lisa Wilcockson, who saw him every day and often went out with him in the
evenings. His general health was quite good, although he had a painful varicose ulcer
on his leg, which was dressed periodically by the district nurse. The leg ulcer did not
prevent him from enjoying an active social life. For many years, he had been involved in
the organisation of local working men’s clubs. He greatly enjoyed visiting the clubs in
the Hyde area, where he was well known. He and Miss Wilcockson had been to two or
three clubs the night before he died. On the day of his death, his home help called in
between 9am and 10am. She found him a little subdued. She did not know but, that
morning, he had contacted the local newspaper to place an entry in the ‘ In Memoriam’
column to commemorate the anniversary of his wife’s death. At about noon, the district
nurse arrived to dress Mr Wilcockson’s leg. She found him sitting in his usual chair,
dead. He was still warm and the bandage on his leg had been disturbed. She
telephoned the surgery and Shipman attended. The district nurse told him what she had



found. Shipman did not tell her that he had visited Mr Wilcockson that morning. In fact,
he had visited, as he was later to tell Miss Wilcockson. He told her that he had found her
grandfather in reasonable health. Shipman certified that Mr Wilcockson had died as the
result of a coronary thrombosis. He said that a post-mortem examination was not
necessary. On cremation Form B, he gave the time of death as 12.30pm and said that
he had seen Mr Wilcockson alive at 10.30am. Both of those times were probably
inaccurate. The death must have occurred before 12.30pm and Shipman’s visit almost
certainly took place after 10.30am. Shipman probably gave false times in order to
distance the death from his visit. I suspect that, on this occasion, Shipman only narrowly
avoided being caught red-handed by the district nurse. He did not tell her that he had
been at Mr Wilcockson’s flat that morning, in circumstances where it would have been
the natural reaction to do so. It is quite likely that, because of the district nurse’s
involvement, this death might have been the subject of comment amongst the surgery
staff. I think the death of Mr Wilcockson probably gave Shipman a bad scare. He did not
kill again for ten months.

The Years 1990 and 1991

11.84 As on the previous occasion when Shipman had ceased killing for several months, his
first victim, on resumption, was terminally ill with cancer. On 18th September 1990,
Shipman hastened the death of Mrs Dorothy Rowarth. There would have been very little
risk that he would be detected in such a killing. I have the impression that Shipman was
regaining his confidence. The next ‘ healthy’ victim was killed on 30th December 1990.
Mrs Mary Dudley was only 69 but she had a history of heart trouble. On Christmas Day,
her close companion, a man, died quite suddenly. She spent Christmas with her family
and returned to her own home on Saturday, 29th December. The following morning,
30th December, she was not feeling well and called Shipman. She was not seriously ill
and still intended to go to her son’s house for lunch. In the late morning, she called on
her neighbour, Mrs Ivy Murphy, as usual, for a chat. A while later, Mrs Murphy saw
Shipman arrive at Mrs Dudley’s flat. After about 15 minutes, Mrs Murphy went to
Mrs Dudley’s flat and found the door ajar. She went in and met Shipman in the hall. He
told her that Mrs Dudley was dead and Mrs Murphy saw that that was so. She heard
Shipman speak on the telephone to a relative and say that Mrs Dudley would not live
long. Later, he was to tell Mrs Dudley’s sons that he had found Mrs Dudley having a
heart attack. He said that he had given her some morphine for the pain, but she had
died. He created a false medical record, suggesting that Mrs Dudley had been suffering
from chest pain for two weeks.

11.85 Mrs Dudley was the last patient whom Shipman killed while working at the Donneybrook
Surgery. It appears that it was at about this time that he began to plan his departure
from Donneybrook. A year later, on 1st January 1992, he set up as a sole practitioner,
from rooms within Donneybrook House, where he remained until his new premises at
Market Street were ready. During the Donneybrook years, Shipman had killed 71
patients. The circumstances of a further 30 deaths give rise to suspicion.
157



158

The Shipman Inquiry



CHAPTER TWELVE

Shipman’s Unlawful Activities: The Market Street Years

12.1 In this Chapter, I shall give a chronological account of Shipman’s years as a sole
practitioner between January 1992 and his arrest in September 1998. Shipman moved
to new premises at Market Street, Hyde on 24th August 1992. Between then and his
arrest, Shipman killed 143 patients. It is plainly not practicable for me to summarise the
facts of each of these cases in this narrative. I shall do so only where the circumstances
mark a turning point in Shipman’s conduct or are in some other way unusual. For the
majority of cases, the reader must refer to the individual decisions in Volumes Three to
Six.

12.2 In Chapter Eleven, I sought to illustrate the development of Shipman’s criminal
behaviour during the Donneybrook years and the various methods he used to cover up
his conduct. These methods were to be repeated time and time again during his time at
Market Street. There are many cases in which Shipman made false entries in the
medical records, told lies on cremation forms, lied to relatives, claimed to have arrived
to find patients dead when they were not, claimed to find patients ‘ breathing their last’
when they were not, claimed that patients had refused to be admitted to hospital when
they had not and claimed to have summoned an ambulance when he had not. In this
Chapter, I shall explain how Shipman obtained large quantities of diamorphine and
demonstrate the relationship between his drug supplies and the pattern of killings.
I shall also refer to particular groups of deaths and point to some trends in Shipman’s
methods of concealing his crimes.

1992

12.3 From 1st January 1992, Shipman was a sole practitioner working from rooms within
Donneybrook House. He remained there until his new premises in Market Street were
ready in August 1992. Although I suspect that he might have been responsible for the
death of Mrs Annie Powers on 10th January 1992, I have not found that he killed any
other patient during this period of almost eight months. However, it does appear that he
obtained some diamorphine by illicit means. The only transaction involving Shipman
recorded in the Norwest Co-op Pharmacy controlled drugs register during this period
was the dispensing of two 30mg ampoules of diamorphine on 16th March 1992. These
were prescribed in the name of a male patient who subsequently transferred to another
doctor and has since died. The Inquiry has not investigated his death, which was plainly
unconnected with Shipman. However, the patient’s medical records have been
obtained and reveal no record that he was prescribed diamorphine in March 1992, nor
any condition which would have justified such a prescription. It seems therefore that
Shipman obtained the drugs for his own purposes.

12.4 Shipman’s new premises at 21 Market Street were immediately adjacent to the Norwest
Co-op Pharmacy. There was a ceremonial opening of the surgery with a good deal of
publicity. Only a few weeks later, on 7th October, Shipman killed Mrs Monica Sparkes.
Mrs Sparkes was 72 and lived alone. For some weeks before her death she had been
‘ bad on her feet’ and had had a number of falls. As a result, her daughter-in-law,
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Mrs Avril Sparkes, asked Shipman to visit and, on 21st September, he directed an
increased dose of Stemetil, which Mrs Sparkes took for vertigo. On 6th October,
Mrs Sparkes was well and, when her son visited, was ironing in preparation for a holiday
in the Lake District. She was expecting Shipman to call the following day. At about
lunchtime on 7th October, Mr Phyllis Holt, Mrs Sparkes’ sister-in-law, telephoned her but
the call was answered by Shipman, who told her that Mrs Sparkes had had a slight
stroke. He said he had called for an ambulance but, as there was an emergency at
Manchester Airport, there were no ambulances available. Indeed, there had been an
incident at the airport that day although the Inquiry’s investigations suggest that this
would not have resulted in there being no ambulances to deal with other emergencies.
Whether Shipman knew of the airport incident because he had requested an ambulance
for Mrs Sparkes or for some other reason is not clear. Shipman also told Mrs Sparkes’
sister-in-law that he had told Mrs Sparkes to lie on the bed and await his return. He said
he had to go to the surgery. Members of Mrs Sparkes’ family then tried to contact her by
telephone but there was no reply. It is clear that Shipman had killed Mrs Sparkes during
his visit to her home. Shipman returned to Mrs Sparkes’ home at about 3.30pm and then
telephoned her sister-in-law, Mrs Dorothy Sparkes, to say that he had found her dead.
He certified that the death was due to a stroke. In the medical record, Shipman said only
that Mrs Sparkes had had a stroke and that he had called an ambulance to take her to
Tameside General Hospital. In short, Shipman had resumed killing in much the same
way as he had killed before.

1993

12.5 Shipman resumed a regular pattern of killing in February 1993 and it is hard to resist the
inference that there must have been a connection between this resumption and what he
perceived to be the constraints imposed by practice at the Donneybrook Surgery. For
several months in this year, Shipman’s pattern of killing can be closely related to his
supply of diamorphine. Between February and August, he issued fourteen prescriptions
for a single 30mg ampoule of diamorphine, a most unusual amount to be prescribed for
therapeutic purposes, but a dose that would be lethal for an opiate-naï ve patient. Six of
the prescriptions were dispensed within a few days after the death of the patient in
whose name they were issued and four on the day of the death itself. The two live
patients in whose names prescriptions were dispensed say that they never received
them. None of the medical notes of the patients concerned record the administration of
diamorphine, although three (those of Miss Mary Andrew, Mrs Edna Llewellyn and
Mrs Amy Whitehead) refer to the intravenous administration of 10mg morphine sulphate
or morphine on the day of death. Those cases will be discussed further below.

12.6 It is now clear that, during 1993, Shipman was using 30mg ampoules of diamorphine to
kill and was replenishing his stock as and when necessary. On 22nd February 1993, for
example, he obtained two ampoules of diamorphine in the names of Mr Harold Freeman
who died on 20th February and Mrs Louisa Radford who died a natural death on
22nd February. Two days after obtaining those ampoules, on 24th February, Shipman
killed Mrs Olive Heginbotham and Mrs Hilda Couzens.



12.7 His actions in respect of these two patients were very similar. He visited both during the
afternoon and killed them. On his return to the surgery, he gave instructions to the
receptionist to make arrangements for each to be visited at home by a consultant
geriatrician from Tameside General Hospital. Both appointments must have been later
cancelled. Mrs Couzens’ body was found during the evening of 24th February. By about
noon the next day, 25th February, Mrs Heginbotham’s death had not been discovered.
Shipman went to the house, knocked at a neighbour’s door and asked for a key. The
neighbour did not have a key but accompanied Shipman to Mrs Heginbotham’s house,
where, by looking through a window, Shipman claimed to be able to tell that she had
died. Shipman then departed, leaving the neighbour to deal with the situation. Shipman
later claimed that Mrs Heginbotham had died during the early hours of the morning but
the evidence shows that she had died before dark on the previous day. Shipman
replaced his stock of diamorphine by obtaining a 30mg ampoule in the name of Mrs
Heginbotham on 25th February and a further ampoule on 26th February in the name of a
patient who is still alive.

12.8 On 22nd March 1993, Shipman killed Mrs Amy Whitehead and obtained a 30mg
ampoule of diamorphine in her name. On 8th April, he killed Miss Mary Andrew and
obtained a further ampoule of diamorphine in her name four days later. On 17th April, he
obtained an ampoule in the name of Mrs Sarah Ashworth and killed her. It is not clear
whether the killing occurred before or after the obtaining of the drug. On 26th April, he
killed Mrs Fanny Nichols and, on 27th April, he killed Mrs Marjorie Parker. On that day,
27th April, he obtained an ampoule in the name of each of those two women. He killed
Mrs Nellie Mullen on 2nd May and Mrs Edna Llewellyn on 4th May. On 5th May, he
obtained an ampoule in the name of each of those two women. On 12th May, he killed
Mrs Emily Morgan, and on 13th May he killed Mrs Violet Bird. On 20th May, he obtained
an ampoule in the name of Mr Ernest Ralphs. He killed Mrs Jose Richards on 22nd July.
On 14th August, he obtained another ampoule in the name of Mr Ralphs and killed
Mrs Edith Calverley three days later on 17th August. On 27th August, he obtained
another ampoule in the name of a patient who is still alive.

12.9 With the 14 ampoules he obtained between February and August 1993, Shipman killed
13 patients during the same period. I think it possible that the fourteenth ampoule was
used in an attempt to kill Mrs Mary Smith on 31st August 1993. If that was an attempt, it
failed. Shipman was disturbed while visiting Mrs Smith at home. Her step-daughters
arrived unexpectedly at her flat. Shipman was leaning over Mrs Smith, who was
unconscious. Mrs Smith slept deeply until the following morning, when she awoke, with
no apparent ill effects. I felt unable to reach a definite conclusion about what had
happened. It is possible that Shipman was injecting her and intended to kill her but had
to stop the process before completion, as the step-daughters arrived, with the result that
Mrs Smith did not receive a lethal dose. It may well be that this incident gave him rather
a fright, as he did not kill again until December 1993.

12.10 In some of the 1993 cases, Shipman admitted, either in the medical records or orally to
relatives, that he had given the deceased a small dose of morphine or diamorphine.
In the case of Mrs Amy Whitehead, Shipman was asked to visit on the morning of
22nd March, as Mrs Whitehead had stomach trouble and had started to suffer from
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diarrhoea in the night. She cannot have been very ill, as she did all her usual household
tasks including putting the washing on the line. She also made some lunch. Shipman
arrived in the late morning and killed Mrs Whitehead. Shortly before 1pm, he telephoned
the home of Mrs Whitehead’s son and spoke to his wife. He told her that he had visited
Mrs Whitehead and had found her in heart failure. He had given her an injection. He
suggested that the son and daughter-in-law should come over but said that they should
not rush as, by the time they arrived, Mrs Whitehead would be dead. The daughter-in-
law said that they would come immediately but Shipman said that he could not stay; he
had to look after the living and not the dead. He agreed a time at which he would meet
them at Mrs Whitehead’s house. In the medical records, Shipman fabricated an entry to
suggest that he found Mrs Whitehead suffering from a coronary thrombosis. He claimed
that he had given her an intravenous injection of 10mg morphine sulphate. If
Mrs Whitehead had been suffering the severe pain of a heart attack, a modest dose of
morphine would have been appropriate, although 10mg would probably be rather a
large dose. The injection should be given slowly and stopped when the pain is relieved.
Shipman did not say that he had done that. In any event, 10mg morphine would not
have killed Mrs Whitehead.

12.11 At some time that day, Shipman obtained 30mg  diamorphine in Mrs Whitehead’s name.
It is not possible to discover whether he obtained the diamorphine before he went to
Mrs Whitehead’s home or afterwards. Shipman was not supposed to carry controlled
drugs in his medical bag, as he did not maintain a controlled drugs register. He could
legitimately have a controlled drug in his possession which had been prescribed for a
particular patient and which he was about to administer. Any controlled drug not
administered to the patient should have been destroyed. If Shipman had collected
30mg diamorphine for Mrs Whitehead before he visited her, it would have been very
suspicious indeed, as he thought she had only a stomach upset. If he prescribed and
collected 30mg diamorphine after he visited her, that too would be suspicious, as he
had noted in the medical record that he had administered 10mg morphine sulphate, a
dose which would be about one sixth of the amount of opiate which he later collected
from the pharmacy. It is clear that Shipman gave Mrs Whitehead much more than 10mg
morphine and he almost certainly gave her 30mg diamorphine, which would be a
lethal dose.

12.12 I mention this case for two reasons. First, it is an example of how startlingly callous
Shipman could be when breaking the news of a death. His attitude during the telephone
call to Mrs Whitehead’s daughter-in-law was shocking. Second, it illustrates why the
admission in the notes that Shipman had given a modest dose of opiate should be
treated with suspicion. He almost certainly gave much more. The advantage to him of
saying that he had given some morphine or diamorphine would be that, if a post-mortem
examination were to be called for and if toxicological tests were to be ordered, he would
have a ready explanation for the finding of morphine in the body. Also, if the mark of an
injection was evident, Shipman would have been able to explain it.

12.13 The death of Miss Mary Andrew on 8th April 1993 is strikingly similar to that of Mrs Amy
Whitehead. In the morning, she telephoned Shipman’s surgery to ask for a visit; she had
back pain. During the morning, she was not seriously ill. She was visited by two



neighbours, Mrs Judith Page and, later, Mrs Martha Marley, who herself was killed by
Shipman in March 1998. Mrs Marley left when Shipman arrived. Not long afterwards,
Shipman telephoned Miss Andrew’s brother and told him that his sister had died. He
said he had given her an injection of morphine and had gone to ask Mrs Page to look
after her but he had found that Mrs Page was not at home. He said that, when he
returned, Miss Andrew was dead. In the medical records, Shipman claimed that he had
found Miss Andrew suffering from a coronary thrombosis and congestive heart failure.
He had given her 10mg morphine but she had died. We know from the controlled drugs
register at the Norwest Co-op Pharmacy that Shipman obtained 30mg diamorphine in
Miss Andrew’s name four days after her death. It is clear that he was replacing the 30mg
ampoule that he had used on Miss Andrew.

12.14 The death of Mrs Edna Llewellyn a month later, on 4th May 1993, is a variation on the
same theme. She suffered from heart disease and, on the morning of 4th May, she had
an attack of angina. Shipman was called but, by the time he arrived, Mrs Llewellyn was
much better. Shipman went into the bedroom and was alone with Mrs Llewellyn. Her
daughter-in-law and a friend, who were also in the house, stayed in the living room. After
a few minutes, Shipman went to collect something from his car and returned to the
bedroom. A few minutes after that, he emerged from the bedroom and announced that
Mrs Llewellyn had died of a ‘ massive’ heart attack. In my judgement, he had killed her.
In the medical records, Shipman claimed that he had given 10mg morphine
intravenously, ostensibly to relieve pain. The following day, he obtained 30mg
diamorphine from the Norwest Co-op Pharmacy. Once again, it is apparent that
Shipman was carrying opiates in his medical bag. Once again, Shipman replenished his
stock by collecting about six times as much drug as that which he claimed to have
administered.

12.15 Mrs Violet Bird was only 60 at the time of her death on 13th May 1993. The
circumstances of her death are similar, although not identical, to those I have just
described. Once again, Shipman attributed the death to a heart attack. Once again, he
claimed to have given an intravenous injection of opiate, this time 10mg diamorphine,
which is twice what he claimed to have given in the other cases. Once again, he
obtained 30mg diamorphine shortly after her death. In fact, he did not obtain this until
20th May and he obtained it in the name of Mr Ernest Ralphs, who was still alive.
Nonetheless, it is hard to resist the inference that he was replacing the ampoule of
diamorphine that he had used to kill Mrs Bird.

12.16 The death of Mrs Jose Richards on 22nd July 1993 is also similar to the others.
Mrs Richards was 74. She suffered from chronic obstructive airways disease. However,
she had no history of heart trouble. Her state of health immediately before the death is
not clear, as a crucial date in the medical records has been overwritten and is virtually
illegible. It may be that Mrs Richards had suffered an episode of congestive heart failure
on the day before her death. On the other hand, Shipman might have fabricated an
entry to suggest that. Whatever happened on the day before the death, Shipman visited
of his own volition on 22nd July. Mrs Richards spoke to a friend at about 12.15pm and
seemed perfectly well. When the friend called at her house at about 1.45pm, she found
Shipman there. He announced that Mrs Richards had ‘ just gone’, meaning that she was
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dead. He told the friend that he had given Mrs Richards an injection for her pain and
that the injection had killed her; he had not realised how frail she had become. He was
very matter of fact. He had made himself a cup of tea. Mrs Richards was sitting in her
chair. Her dentures had been removed. In the medical records Shipman claimed that he
had found Mrs Richards suffering from a heart attack. He had given her an intravenous
injection of 10mg diamorphine. Mrs Richards had died half an hour later. Three weeks
later, Shipman obtained another 30mg diamorphine in the name of Mr Ernest Ralphs.

12.17 According to the available records, after August 1993, Shipman never again prescribed
single 30mg ampoules. Whether he changed his method because he was fearful that
the unusual pattern of prescribing might be noticed, or whether he simply found a better
way of obtaining diamorphine, I do not know. However, in November 1993, Shipman
took advantage, for the first time, of a new and more prolific source of diamorphine.
Mr Raymond Jones, who was suffering from terminal cancer, began to require large
amounts of diamorphine. He was provided with a syringe driver, a device which feeds a
regular supply to the patient by means of subcutaneous injection. So far as I have been
able to discover, Mr Jones was the first of Shipman’s patients to be provided with a
syringe driver. There were to be more in the future, as this had become the preferred
method of administering analgesics to patients suffering from protracted pain who were
unable to take oral medication. Following Mr Jones’ death, on 27th November 1993,
Shipman took possession of two or three boxes, each containing ten 100mg ampoules
of diamorphine. He did not return them to the pharmacy for destruction. I am satisfied
that he kept them for his own purposes. From this time onwards, I think that Shipman
always had a plentiful supply of diamorphine and it appears that the frequency with
which he killed patients increased accordingly. He killed three patients in December
1993, making a total for that year of 16.

1994

12.18 Shipman killed two patients in January 1994, one of whom, Miss Joan Harding, died in
his surgery. Miss Harding had some history of anxiety and depression. She was a
regular attender at Shipman’s surgery and it is quite likely that he regarded her as a
nuisance. When she went in for her appointment in January 1994, she was complaining
of pains in her elbow and back. Shipman noted this and then examined her. According
to his note, which is clearly false, he observed signs that Miss Harding had had a heart
attack. He claimed to have ordered an ambulance and then he recorded that the patient
had collapsed and he had been unable to resuscitate her. He claimed that he and Sister
Morgan, the practice nurse, had been present at the death. In fact, Shipman had
injected Miss Harding with a lethal dose of opiate. When she was unconscious, he went
to fetch Sister Morgan and asked her to help with resuscitation. So far as Sister Morgan
was concerned, these were genuine attempts but I am quite sure that, for Shipman, they
were a charade. An ambulance was summoned, but not until after Miss Harding was
dead. It was cancelled soon after it was ordered.

12.19 On 9th February 1994, Shipman killed Mrs Elsie Platt. Later that month, Shipman had a
scare. He injected Mrs Renate Overton with diamorphine, intending to kill her. However,
she was kept alive by the intervention of a team of paramedics and remained



unconscious until her death 14 months later. This incident could easily have led to an
inquiry into his treatment of Mrs Overton but, in the event, did not. During the evening of
18th February 1994, Shipman was called out to see Mrs Overton, who was suffering from
an asthma attack. She was a rather demanding patient and Shipman might well have
regarded her as a nuisance. Mrs Overton’s daughter was in the house but, when she
was satisfied that her mother’s asthma attack had been successfully treated, she went
upstairs to her room, leaving Shipman alone with her mother in the living room. Shipman
then injected Mrs Overton with diamorphine. After a short time, he called Mrs Overton’s
daughter downstairs and staged an emergency. Mrs Overton was unconscious on the
floor. Shipman said that Mrs Overton had had a heart attack and had gone into cardiac
arrest. The daughter called an ambulance and was then asked to assist in resuscitation.
Before long, the ambulance arrived and the paramedics succeeded in starting Mrs
Overton’s heart. They took her to Tameside General Hospital. She was deeply
unconscious and had suffered irreversible brain damage. She lived in a persistent
vegetative state for 14 months.

12.20 I am quite sure Shipman intended to kill Mrs Overton on 18th February 1994. Whether he
underestimated the dose which would be needed to kill her, or whether the vigour of the
resuscitation procedures prevented her death, or whether the ambulance paramedics
arrived as she was on the point of death and prevented her death by the use of their
defibrillator, I do not know. At the time of admission, Shipman told the paramedics and
the hospital staff that Mrs Overton had suffered a heart attack at home and that he had
given 10mg diamorphine to relieve her pain. In normal circumstances, that might be a
reasonable thing to do, although the dose was on the high side. However, these were
not normal circumstances, as Mrs Overton was known to be asthmatic and had just had
an asthma attack. Staff at the hospital realised that Shipman had given far more opiate
than he should have done. Why there was no formal complaint or report is to be
investigated in Phase Two of the Inquiry. However, I think Shipman must have felt
extremely vulnerable in the days and weeks following this incident. If his apparent
negligence were investigated, there must have been a danger that his possession of
illicit supplies of opiate and his more sinister intentions would be uncovered. Shipman
did not kill for three months after the episode involving Mrs Overton. It may be that he
destroyed his cache of diamorphine, as he did not kill again until the day on which he
next obtained a supply.

12.21 On 17th May, Shipman killed Mrs Mary Smith. She was the patient whom he might have
killed in August 1993 had he not been disturbed. By May 1994, Mrs Smith was suffering
from lung cancer but she had not yet reached the terminal phase. On 17th May,
Shipman obtained a supply of 1000mg diamorphine in Mrs Smith’s name, almost
certainly on the pretext that she was to be issued with a syringe driver. She did not have
a syringe driver; indeed she did not need one, as she was not in severe pain before her
death. Shipman must have used a small proportion of the diamorphine to kill Mrs Smith
and kept the rest.

12.22 Shipman killed again on 26th May, 15th June, 17th June and 27th July 1994. He obtained
500mg diamorphine in September 1994 and killed again on 25th and 30th November
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1994. On 3rd December, he procured a further 1000mg diamorphine and killed again on
29th December 1994. In all, he had killed 11 patients in that year.

1995

12.23 In January 1995, Shipman killed one patient. In late February and in mid-March, he
obtained further supplies of diamorphine, prescribed in the name of Mr Frank Crompton.
It has not been possible to discover how much of the drug was administered to
Mr Crompton and how much was kept by Shipman. Shipman killed no fewer than nine
patients in the month of March and three more in April, one of whom was Mrs Clara
Hackney, who had cancer. On 13th April 1995, Shipman obtained 1000mg diamorphine
in Mrs Hackney’s name. On the following day, Shipman hastened her death and almost
certainly kept the unused diamorphine.

12.24 In addition to the three patients killed in April 1995, Mrs Renate Overton died on
21st April, as the result of the injection that Shipman had given her in February 1994.
Following her death, Shipman was questioned on behalf of the then South Manchester
Coroner about the circumstances in which Mrs Overton had become unconscious
14 months earlier. Shipman explained that he had been called out to see Mrs Overton,
who was having an asthma attack. He claimed that he had stabilised her and had then
gone upstairs to tell her daughter that Mrs Overton would probably need some
hydrocortisone. When he came down, he found Mrs Overton ‘ flat on the floor’. He
commenced resuscitation and an ambulance was called. He said that he was just about
to give up his attempt to revive Mrs Overton when the ambulance arrived and the
ambulance men ‘ found a bleep on the machine’. They managed to restore a heartbeat
but, in Shipman’s view, Mrs Overton was already brain dead. She had been in a coma
ever since. He said nothing about the administration of morphine or diamorphine. Had
there been an inquest and had anyone looked carefully at the hospital records, Shipman
would have been required to explain his administration of diamorphine to Mrs Overton
the previous February. In the event, the coroner decided not to hold an inquest and, on
26th April, issued a certificate for cremation, which permitted disposal of the body.

12.25 I am quite satisfied that Shipman killed Mrs Overton and intended to do so. If he had
stood trial in 1995, following her death, he could not have been convicted of murder
(although he could have been convicted of attempted murder), as the law then provided
that the prosecution must prove that the death had occurred within a year and a day of
the act causing death. This was an old rule, doubtless intended to avoid the danger that
a defendant might be convicted of an offence where the causal link between the act and
the death would be uncertain. The law was changed by the Law Reform (Year and a
Day Rule) Act 1996, because, nowadays, it is not at all uncommon for a victim to live for
many months or even years on a life support system after the act which caused the
eventual death. Mrs Overton’s case was one such.

12.26 Shipman killed four patients in June 1995. One of these was Mrs Bertha Moss, who died
in Shipman’s surgery. In all, six of Shipman’s patients were killed on surgery premises.
The first of these deaths, that of Mrs Mary Hamer, occurred at the Donneybrook Surgery
in March 1989. I have described the circumstances in Chapter Eleven. Miss Joan
Harding was killed at the Market Street Surgery in January 1994. There were two surgery



deaths in 1995, those of Mrs Moss and Mrs Dora Ashton, who died on 26th September
1995. Mrs Edith Brady was killed at the surgery on 13th May 1996 and Mrs Ivy Lomas, of
whose murder Shipman was convicted, died at the surgery on 29th May 1997. All six of
these deaths are remarkably similar.

12.27 Dr Grenville says that it is most unusual for a patient to die in a general practitioner’s
surgery. The reasons are obvious. If the patient is very ill, he or she will not have been
well enough to travel to the surgery. If a sudden untoward event, such as respiratory or
cardiac arrest, occurs, as occasionally does happen, expert medical help is on hand
immediately and the patient can be transferred to hospital by ambulance with the
minimum delay. Occasionally, a patient will die on surgery premises. However, the
evidence suggests that, when this happens, it has followed an emergency in which
virtually everyone on the premises has been called upon to help. That this is the
common experience of other doctors makes the circumstances of the six deaths in
Shipman’s surgeries the more unusual. In each case, the death occurred while Shipman
was alone with the patient behind closed doors, although, on two occasions, he
involved members of his staff in ostensible attempts at resuscitation.

12.28 As I have said, a death in a surgery is a most unusual event. Six of Shipman’s patients
died in his surgery in just over eight years. Yet no questions were asked. The coroner
was never informed and no real suspicion was aroused.

12.29 Mrs Bertha Moss was only 68 when she died. She had high blood pressure and late-
onset diabetes. She had suffered a deep vein thrombosis in the past. She was a smoker
and was at high risk of suffering a heart attack. However, she was very active and
independent. On the day of her death, before her appointment at Shipman’s surgery,
she did her shopping in Hyde. While waiting in the reception area, Mrs Moss chatted
with an old friend, Mrs Jessie Morley. Mrs Moss seemed perfectly well. Mrs Morley saw
the doctor and, as she was leaving, said goodbye to Mrs Moss, who still seemed
perfectly well. A short time after Mrs Moss went into Shipman’s consulting room, he
came to the reception desk and asked the receptionist, Mrs Jane Kenyon, to find the
telephone number of Mrs Moss’ next of kin. He telephoned Mrs Brenda Hurst, one of
Mrs Moss’ daughters, and told her that her mother had had a heart attack. He asked her
to come to the surgery. Mrs Hurst telephoned two of her sisters, Mrs Betty Clayton and
Mrs Jayne Gaskell. They all agreed to go to the surgery. They did not know that their
mother was dead. When Mrs Gaskell arrived, Shipman told her that Mrs Moss had come
into the surgery and then said that there was ‘ nothing he could do’. Mrs Gaskell then
began to realise that her mother had died. When the other daughters had arrived,
Shipman gave a fuller explanation of what had supposedly occurred. He said that
Mrs Moss had had a heart attack. He had taken an electrocardiograph (ECG) and,
whilst he was putting the equipment away, Mrs Moss had had a ‘ funny do’. He had done
his best to revive her but had been unable to do so. He said that the ECG trace showed
that she had had a slight heart attack. All this was untrue. Shipman then said that there
was no need for a post-mortem examination, as he had been present at the death. He
said that the family would not want to have her body ‘ cut up’. Later, in conversation with
another daughter, Shipman suggested that it was all for the best that Mrs Moss had died
when she did, as she would have had to have her legs ‘ chopped off’ on account of her
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diabetes and she would not have wanted to spend the rest of her life in a wheelchair
and to be a burden to her family. Shipman’s medical record of this incident shows that
Mrs Moss came in for a routine check but it then goes on to record that she was
complaining of a vague chest pain extending into the left arm. Shipman claimed to have
taken an ECG, which supposedly showed that Mrs Moss had had a heart attack. He had
not done so. He claimed that Mrs Moss had then collapsed, had ‘ no output’, no blood
pressure and no respiration. He gave artificial respiration with a bag and external
cardiac massage but there was no response and, 15 minutes later, he declared her
dead. He had not, of course, summoned an ambulance or sought the assistance of the
receptionist. The whole account was obviously false.

12.30 On 12th July, Shipman killed Mrs Ada Hilton. Later in the month, he obtained some
diamorphine from the home of Mr James Arrandale, who died a natural death on
28th July 1995. Shipman probably took more than 1000mg diamorphine from the house
after the death, under the pretext that he intended to destroy the drugs. He plainly did
not, as some of that stock was found at Shipman’s home at the time of his arrest in 1998.
Shipman killed again on 31st July, 29th August and 14th September 1995. In late
September 1995, he obtained a further supply of diamorphine in the name of Mr Peter
Neal, who was dying of cancer and had a syringe driver. Shipman probably diverted
about 1000mg by prescribing it for Mr Neal, collecting it from the pharmacy and
keeping it for himself instead of delivering it to Mr Neal’s home. Mr Neal died a natural
death on 23rd September 1995.

12.31 Shipman killed again on 26th September. Mrs Dora Ashton walked from her home to the
surgery for her appointment that day. She walked unaided into the surgery, showing no
sign of serious illness. A short time later, Shipman called the receptionist into his
consulting room and told her that Mrs Ashton was unwell. He said that he wanted her to
go to hospital, but she would not agree. He said she was in the adjacent examination
room, ‘ having a lie down’. He asked the receptionist to telephone her son to ask him to
come to the surgery. When the receptionist had done so, she went (as she thought) to
tell Mrs Ashton that her son was coming. She found Mrs Ashton dead on the couch.
There was no attempt at resuscitation and an ambulance was not called. Later, Shipman
told Mrs Ashton’s son that his mother had fallen to the floor as she was walking into his
consulting room, having suffered a minor stroke. He had managed to sit her down, but
she had had a ‘ second stroke’ and had died.

12.32 Shipman killed patients on 24th October, 8th November, 22nd November and
25th November 1995. On 14th December 1995, Shipman visited Mr Kenneth Woodhead,
who was terminally ill with cancer and using a syringe driver. Shipman gave
Mr Woodhead an overdose of diamorphine that hastened his death. He then took the
remaining stock of diamorphine (probably five ampoules each containing 100mg),
pretending that he would destroy it. On the same day, he killed Mrs Elizabeth Sigley. In
all, he had killed 30 patients in 1995.

1996

12.33 In 1996, Shipman again killed 30 patients, including two in January, two in February, one
in March, two in April and four in May, two of whom died on consecutive days.



12.34 Mrs Edith Brady was 72 when she died in the surgery on 13th May 1996. She led an
active life but was somewhat preoccupied with her health and was a very frequent
visitor to Shipman’s surgery. There is some evidence that he thought she was a
nuisance. On the day of her death, she had an appointment for a vitamin injection. She
drove into Hyde by car, parked it behind the surgery and went to have a look round the
flea market before going to the surgery. Soon after Mrs Brady had gone into Shipman’s
consulting room, he came out into the corridor and met Mrs Alison Massey, the practice
manager. He told her that he wanted her. He went out to fetch a bag from his car and
then went into the examination room. Mrs Massey followed. There, she saw Mrs Brady
lying on the couch, fully clothed but unconscious and probably dead. Shipman then
carried out external cardiac massage for a short time before taking a torch from the bag
he had fetched from the car and shining it in Mrs Brady’s eyes. He then felt at the back
of her head, telling Mrs Massey that he was checking the brain stem. That was
nonsense. He said there was ‘ nothing there; that is it’. He asked Mrs Massey to contact
Mrs Brady’s relatives. When Mrs Brady’s son-in-law, Mr Rodney Turner, a police officer,
telephoned in response to a message, Shipman told him that Mrs Brady had collapsed
in the surgery. Mr Turner asked how serious it was. Shipman replied, ‘ How serious do
you want it to be? The only way she’s going to leave here is with the help of Robinson
and Jordan’. They are a firm of undertakers. Later, Shipman told the family that
Mrs Brady had been breathless when she arrived in his room and he found that her
pulse was very fast. He told her to go into the examination room and lie on the bed. He
said he would come and take an ECG after he had signed a sick note for the next
patient. By the time he reached her, she had ‘ more or less gone’. He claimed that
vigorous attempts had been made at resuscitation but that Mrs Brady had been ‘ brain
dead’. He told the family that a post-mortem examination would not be necessary. He
gave the cause of death as coronary thrombosis. Neither the police nor an ambulance
had been called. Shipman simply signed the MCCD and the body was taken away.

12.35 On 6th June 1996, Shipman obtained an enormous haul of diamorphine, no less than
12,000mg. Mr Keith Harrison, who died a natural death on that day, had been suffering
from cancer and had been using a syringe driver. The district nurses were responsible
for filling the driver and keeping a record of the drugs used. Their drug record card
tallies with the amounts prescribed by Shipman in Mr Harrison’s name until the day of
the death. It appears that, after hearing of Mr Harrison’s death, Shipman prescribed
12,000mg diamorphine in Mr Harrison’s name, collected it from the pharmacy and kept
it. This would have been enough to kill about 360 healthy average-sized morphine-naï ve
adults. This acquisition was followed by a marked increase in the frequency with which
Shipman killed. He killed 11 patients during the next two months. The last died on
29th July. Shipman took a holiday from 3rd to 19th August and a locum took his place at
the surgery. Soon after his return to work, Shipman resumed killing. There were deaths
on 30th August, 12th September, 20th September, 23rd October, 20th November,
23rd November, 4th December and 17th December.

12.36 At about this time, Shipman’s techniques of concealment became noticeably more
sophisticated. He had always told demonstrable lies on cremation Forms B but, as time
went by, these became more elaborate. For example, in cases where he was obliged to
169



170

The Shipman Inquiry
admit that he had been present at the death, he began to claim that others had been
present with him, when the truth was that he had been alone with the patient at the time.
One such case was that of Mrs Edith Brady, who died in the surgery. Shipman claimed
that ‘ self and staff’ had been present at the death. In fact, Mrs Massey, the practice
manager, had been summoned to watch him go through a charade of cardiac
massage, when he knew that Mrs Brady was already dead. Shipman claimed that a
neighbour had been present at the death of Mrs Margaret Vickers on 25th June 1996. In
fact, Shipman killed Mrs Vickers before going to fetch the neighbour, telling her that
Mrs Vickers had had a stroke and that he had called an ambulance to take her to
hospital. When he and the neighbour went back to the house, Mrs Vickers was dead.

12.37 In cases where Shipman was not obliged to admit that he was present at the death but
had to admit that he had visited earlier on the day of the death, he began more
frequently to claim that someone had seen the deceased alive between the time of his
visit and the discovery of the body. This would demonstrate to anyone who thought
about the matter that he could not possibly have been responsible for the death. He
adopted this technique on one or two occasions in 1994 and 1995 but, in 1996 and
1997, he used this ruse more frequently and more inventively. Shipman visited
Mrs Marjorie Waller on 18th April 1996. He killed her and left her on her bed. Later, when
he completed Form B, he claimed that, after his visit, neighbours had taken Mrs Waller’s
prescription to the chemist and, on their return, had found her dead. In other words, she
had been seen alive after his departure. This was untrue. Mrs Nellie Bennett was killed
on 25th June 1996 but her body was not found until the following day. Shipman was
called and certified the cause of death. On Form B, he said that the death had occurred
at 8am on 26th June and stated that a neighbour had seen Mrs Bennett alive during the
evening of 25th June, which was untrue. Mrs Elsie Barker was killed on 29th July 1996.
On Form B, Shipman claimed that her nephew had spoken to her on the telephone after
the time at which he had in fact visited and killed her. He also tried to conceal the fact
that he had visited her on 29th July and stated on Form B that he had not seen her since
24th July. However, somewhat inconsistently, he made entries in the medical records
showing that he did visit on the day of her death.

12.38 Associated with these more elaborate lies on Forms B were increasingly elaborate
pretences that Shipman could estimate the time of death with accuracy. In many cases
in which the death was discovered some time after his visit, Shipman would state the
time of death on Form B with some precision. Even some quite early Forms B show such
estimates. Dr Grenville has said that it is impossible for a general practitioner to make
such an estimate. It is usually undertaken only by a pathologist and requires, as a
starting point, an internal body temperature, usually taken rectally. An estimate of the
ambient temperature of the room in which the body has lain is also needed. The
calculation is quite complex. Shipman often claimed that he could estimate the time of
death from body temperature. This was pure charlatanism. His motive for doing so must
have been that he wished to create the impression that the death had taken place
several hours after his visit.

12.39 On 20th November 1996, Shipman visited Mrs Irene Heathcote, probably at about 4pm,
and killed her. Friends tried to visit her in the evening but there was no reply at the door.



Her body was not found until the following morning. The gas fire was on very high in the
room. When Shipman was called, he placed a thermometer under her armpit and then
announced that she had died the previous evening. In the medical records, he noted
that her body temperature indicated that she had died at 8pm and he gave 8pm as the
time of death on cremation Form B. It was absurd to claim that he could estimate the
time of death in this way. He also claimed, falsely, that Mrs Heathcote had been seen
alive by neighbours at 7.45pm. That would, of course, be well after his own visit.

12.40 Another case in which Shipman’s estimate of the time of death was absurd was that of
Mr Thomas Cheetham. He had cancer but was not yet at the terminal stage. In the early
afternoon of 4th December 1996, Mrs Cheetham went shopping while her husband was
watching the racing on television at his neighbour’s house. He was keeping a look-out
for Shipman, whom he was expecting. When Shipman arrived, Mr Cheetham went back
to his own house. Shipman gave him a lethal injection. Shipman was about to leave
when he must have noticed Mrs Cheetham returning from town. He waited outside the
door, pretending that he had not been inside. She went inside and found her husband
dead, sitting in his usual chair. Shipman followed her in. Shipman pretended that he
could estimate the time of Mr Cheetham’s death, which he said had taken place
between one and two hours earlier. He also pretended that he had not seen Mr
Cheetham alive for twelve days before his death.

12.41 On many occasions, particularly in the early years, Shipman admitted to relatives, on
Forms B and in medical records that he had been present at the death or had seen the
deceased on the day of the death, some time before the death was discovered. In the
later years, there were more occasions when he avoided making that admission if he
could. It may be that he would always have preferred to avoid making that admission.
On many occasions, he had no option. If he was at the house when a relative or
neighbour arrived or telephoned, there could be no avoiding it. On other occasions,
I think it likely that he was unsure whether or not he had been seen at the deceased’s
house and felt it prudent to say from the outset that he had been there. It seems that this
would not give rise to surprise, as he had created for himself a reputation of being an
old-fashioned doctor who often called on his patients unannounced. In 1994 and 1995,
there were one or two cases in which he avoided admitting that he had seen the patient
on the day of death. Whether by chance or design, there were more such cases in 1996.
In some cases, I can see why he would be particularly anxious to avoid admitting that he
had visited the patient on the day of the death. When Shipman was called to the death
of Mrs Leah Fogg, whose body was found in the early evening of 10th June 1996, he did
not admit that he had visited Mrs Fogg that afternoon, despite the fact that, on the
previous Friday, her daughter had asked him to visit, as she thought her mother, a
widow, might benefit from bereavement counselling. Mrs Fogg had been in good
physical health, although she was 82. Shipman had not seen her for some weeks. In
fact, on 10th June, Shipman had visited her and killed her and had left without being
noticed. Mrs Fogg lived on a busy road in an area where Shipman had few patients and
no doubt he thought, rightly, that he had not been noticed. I think Shipman recognised
that Mrs Fogg was in such robust health that, if she were to be found dead within a short
time of his visit, some suspicion might be aroused.
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12.42 In 1996 and 1997, Shipman killed four patients who were immediate neighbours and
good friends. Mr Thomas Cheetham and his wife Elsie lived at 17 Garden Street. Two
brothers, Mr Sidney Smith and Mr Kenneth Smith, both bachelors, lived at number 15.
On 30th August 1996, Shipman killed Mr Sidney Smith in the living room of his house
while his brother waited in the kitchen. I have already described the circumstances of
the death of Mr Thomas Cheetham on 4th December 1996. Only two weeks later, on
17th December, Shipman killed Mr Kenneth Smith. Since the death of his brother, he
had decided that he wished to remain in his own home, although Shipman had
suggested that he should go into a residential home. Shipman killed him during a
routine visit. Finally, Shipman killed Mrs Cheetham on 25th April 1997.

1997

12.43 In 1997, Shipman killed 37 patients. On 2nd January, he killed Mrs Eileen Crompton, who
lived at Charnley House, a residential home for the elderly. Mrs Crompton was one of
only three of Shipman’s victims who lived in a nursing or residential home. She was 75
and had quite severe Parkinson’s disease. She deteriorated during the last few weeks of
her life and no longer recognised her sons. However, there was no particular concern
about her physical condition and she continued to eat quite well. On 2nd January 1997,
she seemed very ‘ flushed’ in the morning and was kept in bed. Her mouth was
congested with mucus. The doctor was sent for. Shipman arrived at about lunchtime.
Without examining her, Shipman announced that Mrs Crompton was in heart failure and
that, unless he gave her an injection immediately, he was ‘ going to lose her’. He told the
deputy manager of the home, Mrs Patricia Heyl, that the drug he was going to use was
very powerful. Its purpose was to ‘ kick-start’ the heart. He went out to his car and came
back with a syringe and ampoule. He injected Mrs Crompton in the back of the hand.
Within a minute, she was dead and Shipman said, ‘ Oh dear, this is what I feared would
happen’. In the medical records, Shipman recorded a history of influenza with
bronchopneumonia and claimed that he had examined Mrs Crompton and had treated
her with benzylpenicillin, an antibiotic, which would have been appropriate treatment if
Mrs Crompton had had a very severe chest infection. It could not ‘ kick-start’ the heart
and would not have caused the patient’s sudden death. Shipman certified that the
cause of death was bronchopneumonia. I am satisfied that Shipman administered a
strong opiate and not an antibiotic.

12.44 Shipman killed again on the following day, 3rd January, and on seven further occasions
before the end of February. On 20th March, he almost certainly replenished his drug
supplies by obtaining about 1000mg diamorphine following the natural death of
Mr Squire Barber. Two days later, on 22nd March, he killed Mrs Rose Garlick and, on
27th March, he killed Mrs May Lowe. At the end of April, there were three killings, one on
21st April and two on 25th April. On that day, Shipman killed Mrs Jean Lilley at lunchtime
and Mrs Elsie Cheetham in the early afternoon. They lived only about a mile apart.

12.45 Shipman killed four patients in May 1997, one of whom was Mrs Ivy Lomas, the last of
Shipman’s victims to die in the surgery. Mrs Lomas had heart disease and suffered from
anxiety and depression. She was a very regular attender at Shipman’s surgery. On
29th May 1997, Mrs Lomas took a bus into Hyde for her appointment at the surgery. She
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walked unaided into the consulting room. A minute or so later, Shipman took her into the
examination room. About ten minutes later, Shipman came into the reception area and
apologised for keeping his patients waiting. He said that he had had a problem with the
ECG machine. He dealt with two or three more patients before returning to the
examination room. He then called the receptionist, Mrs Carol Chapman, and told her
that he had tried to take an ECG on Mrs Lomas but could not get a trace. At first, he had
thought that the machine was broken, but then he realised that she had died. He asked
Mrs Chapman to contact Mrs Lomas’ son. Mrs Chapman was unable to contact him and
she telephoned the police. A police officer attended and looked at the body but, as
Shipman said that he could certify the cause of death, the officer took no action. Later
that day, Shipman told Mrs Lomas’ daughter that her mother had come into the surgery
looking unwell. That was probably true. He said that he had taken her through to the
treatment room while he saw another patient. When he returned, she was dead. She had
had a ‘ massive heart attack’. He had tried to revive her but had failed. Shipman gave a
different account in evidence at his trial and claimed that Mrs Lomas had collapsed as
she climbed onto the couch in the examination room. He had done all he could to revive
her. He claimed that he had not called an ambulance because he himself was skilled in
resuscitation techniques. Mrs Lomas was buried. In 1998, her body was exhumed and
morphine was found in the tissues.

12.46 Mrs Vera Whittingslow suffered from syringomyelia, a rare neurological disorder which
had resulted in loss of mobility. She used a wheelchair. She had hypertension and, at
times, her blood pressure was very high. On 24th June 1997, Shipman made a routine
visit to her home. He took Mrs Whittingslow’s blood pressure and told her husband that
it was very high, too high for her to be moved to hospital. He sent Mr Whittingslow to the
chemist to fetch a prescription, as a matter of urgency. While Mr Whittingslow was away,
Shipman killed his wife. When Mr Whittingslow returned, Shipman was taking his bag
back to his car. He told Mr Whittingslow that his wife was fine and they had been having
a chat. When Mr Whittingslow went inside, he found his wife apparently unconscious; in
fact she was dead. Shipman returned to the house; he pretended to be surprised and
said that Mrs Whittingslow was ‘ dying’. He said that he would wait in the living room
while Mr Whittingslow ‘ said goodbye’ to his wife.

12.47 In early July, Shipman acquired more diamorphine, probably 800mg, from Mrs Maureen
Jackson. She had cancer and was using a syringe driver. The district nurses were
responsible for the drug record card. Their record tallies with the amounts prescribed
until 3rd July, when Shipman prescribed 2300mg but delivered only 1500mg to
Mrs Jackson’s home. On 7th July, Shipman gave Mrs Jackson an overdose of
diamorphine and hastened her death. Shipman was present with the district nurse when
the remaining stock held at the house was destroyed.

12.48 By the end of July, Shipman had killed three more patients and there was another killing
on 10th August, shortly before he went on holiday. He returned to work on 26th August
and killed four patients in September. On 1st November 1997, Shipman obtained
1000mg diamorphine, which he prescribed in the name of Mr Lionel Hutchinson who did
not receive it. There were four killings in November and five more in December, one of
which was on Christmas Eve.
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1998

12.49 On 7th January 1998, Shipman obtained a further 1000mg diamorphine, again
prescribed in the name of Mr Lionel Hutchinson, to whom it was not administered.
Shipman killed patients on 22nd and 26th January, 2nd February, 9th February,
13th February, 15th February, 18th February and 27th February. On 4th March 1998, he
killed Mr Harold Eddleston, who had been his patient for only about a week and whose
wife had died of a heart attack on 28th February. Mr Eddleston had cancer but had not
yet reached the terminal stage of his illness and was not in severe pain. He was using a
fentanyl patch for pain relief but there had been no question of him needing a syringe
driver. On 3rd March, Shipman prescribed ten 100mg ampoules of diamorphine in
Mr Eddleston’s name and collected them from the pharmacy. That size of ampoule is for
use in a syringe driver. None of the drug was delivered to Mr Eddleston. Shipman killed
him the next day. He then killed on 6th, 7th, 13th, 17th, 20th and 24th March. Within the first
three months of 1998, Shipman had killed 15 patients. Three patients had died natural
deaths during that time. Of the 18, all but one had been cremated.

12.50 Since 1993, when the doctors from the Clarendon Practice moved to premises on
Market Street, just opposite Shipman’s surgery, Shipman had had an informal
arrangement whereby those doctors (by then known as the Brooke Practice) would sign
cremation Forms C for his patients. One of those doctors, Dr Rajesh Patel, told the
Inquiry that Shipman often used to come across to the Brooke surgery premises to make
the request personally, bringing with him the patient’s medical records. He would give a
very full explanation of the medical history leading to the death. It was always very
plausible. Shipman never actually showed the records to the Brooke Practice doctor but
the presence of the records in his hand added authority to his words of explanation. It
appears that the doctors of the Brooke Practice became accustomed to the large
number of deaths among Shipman’s patients and attributed it to their perception that
Shipman had a large patient list with a high proportion of very elderly people whom he
would strive to keep at home, rather than having them admitted to hospital.

12.51 However, during March 1998, one of the Brooke Practice doctors, Dr Linda Reynolds,
became concerned about the number of Forms C the practice was being asked to
complete. On 24th March, she raised her concerns with the South Manchester Coroner,
Mr Pollard. She told him that, during the previous three months, she and her colleagues
had signed 16 cremation Forms C for Shipman, who was a sole practitioner. The Brooke
Practice, with 9500 patients, had had only 14 deaths within the same period. On the
same day, the Greater Manchester Police initiated a confidential investigation into
Dr Reynolds’ concerns. I think it likely that Shipman learned of that investigation in early
April. However, that issue has been the subject of evidence during Stage One of Phase
Two of the Inquiry and I have not yet reached a definite conclusion on the point. My
provisional view is that he became aware of it in early April and it is likely that he knew
that the source of the report about him was the Brooke Practice doctors who signed his
cremation Forms C.

12.52 Quite apart from the evidence, which I have heard in Phase Two Stage One, there is
evidence from Phase One from which I infer that Shipman knew of the suspicions of the



Brooke Practice doctors. First, after killing Mrs Martha Marley on 24th March, Shipman
did not kill again for seven weeks. During the next few months, Shipman presented only
two Forms C to the doctors of the Brooke Practice. They related to patients who had
died naturally. This is very unlikely to have been coincidence. It seems to me that
Shipman knew he was under suspicion and was probably expecting that any death
which came to the attention of the Brooke Practice doctors would be referred to the
Coroner. When Shipman killed again, on 11th May, his victim was Mrs Winifred Mellor,
who was a Roman Catholic. Mrs Mellor’s daughter, Mrs Susan Duggan, has told the
Inquiry that cremation would be contrary to her mother’s religious beliefs. She thinks it
more than likely that her mother, who confided in Shipman, made him aware of her
beliefs and of her wish to be buried after her death. Thereafter, he did not kill again until
12th June. As it happens, his victim on that occasion, Mrs Joan Melia, was also buried,
although there is no evidence that Shipman would have known in advance what
arrangements would be made after her death. His last victim, Mrs Kathleen Grundy, was
also buried after her death on 24th June.

12.53 Second, in July 1998, Shipman was visited by Dr Alan Banks, a medical adviser
employed by the West Pennine Health Authority, for the purpose of a routine discussion
about Shipman’s prescribing practices. Shipman took the opportunity to volunteer to
Dr Banks the information that there had been an unusually high number of deaths
amongst his elderly patients during the first three months of the year. He said that he
and his staff had carried out an audit of the deaths and had found that there was no
cause for concern. In fact there was no such audit. Moreover, Shipman’s death rates
were not significantly higher during the first three months of 1998 than in the last three
months of 1997. The numbers of deaths during both periods were abnormally high, as
Shipman had killed a substantial number of patients. The reference to the first three
months of 1998 suggests that he knew that that was the period about which concern
had been expressed.

12.54 It may be that Shipman intended to resume killing, as he had done on previous
occasions, when he felt that suspicions had died down. On 6th July 1998, he obtained
100mg diamorphine from a patient who had cancer. He did not use it to kill but the fact
that he obtained it suggests that he intended to do so when the opportunity arose. Very
soon after that, on 9th July, Mrs Woodruff, the daughter of Mrs Grundy, visited
Mrs Claire Hutchinson, one of the witnesses who had apparently signed Mrs Grundy’s
will. Mrs Hutchinson later told Shipman that Mrs Woodruff was making inquiries about
her mother’s will. Shipman must then have realised that Mrs Woodruff was likely to report
her concerns to the police. He had not killed again by the time of his arrest on
7th September 1998. Thus Shipman’s career of killing was brought to an end.
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CHAPTER THIRTEEN

Shipman’s Character and Motivation

Introduction

13.1 The Inquiry’s Terms of Reference require me to consider the extent of Shipman’s
unlawful activities. They do not expressly require me to consider the motives behind
Shipman’s crimes or the psychological factors that underlay them. However, I decided
that I ought to consider and report on those matters, as well as I am able. I consider that
some understanding of Shipman’s character will be of assistance in Phase Two,
particularly when the Inquiry comes to consider improved systems of death certification
and the issues surrounding the monitoring and supervision of doctors. For this reason,
I considered that an investigation into Shipman’s psyche fell within the Inquiry’s Terms
of Reference. I also think the relatives of the victims and the public will wish to
understand why Shipman committed so many murders. For the relatives, some
understanding of Shipman’s motives, or lack of them, might assist them in coming to
terms with what has happened.

13.2 In seeking to reach an understanding of why Shipman murdered so many of his
patients, I would naturally have wished to obtain thorough psychological and psychiatric
assessments. Shipman has refused to take part in the Inquiry proceedings and has
continued to deny responsibility for the deaths of his patients, in the face of
overwhelming evidence of guilt. It seemed, therefore, that he would be most unlikely to
agree to such assessments. For the reasons I outlined in Chapter Three, it is plainly
impracticable to force him to undergo any examination or assessment. In any event,
without genuine cooperation on his part, the interviews which would necessarily form
part of any assessment would not be fruitful. I have, therefore, had to make do with such
materials as are available without Shipman’s cooperation.

13.3 In order to assist my understanding, I decided to seek the advice of a team of
experienced forensic psychiatrists. I did not want to limit myself to the opinion of a single
expert. I wanted the psychiatrists to discuss the issues and to reach a consensus if they
could; if not, I wanted them to express their differing views. I consulted a team from the
Institute of Psychiatry, King’s College, London. The team comprised:

Professor John Gunn, Professor of Forensic Psychiatry;
Professor Pamela Taylor, Professor of Special Hospital Psychiatry;
Dr Clive Meux, Honorary Senior Lecturer in Forensic Psychiatry;
Dr Alec Buchanan, Clinical Senior Lecturer in Forensic Psychiatry.

13.4 The psychiatrists did not think it appropriate to provide formal reports because they
were unable to carry out the examinations that would normally precede the preparation
of a full psychiatric assessment. It was agreed that they would read the relevant material
assembled by the Inquiry team and would then meet me, Counsel to the Inquiry and
Dr Esmail, the Inquiry’s Medical Advisor, for a full discussion of the issues. That
discussion took place in private because some of the material, which I felt it right to
allow the psychiatrists to see, will not go into the public domain.
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13.5 At an early stage, the Inquiry had obtained some confidential documents relating to
Shipman, mainly his medical and prison records. It was necessary for the legal team to
consider whether they contained material of direct relevance to the crimes themselves.
They might for example have contained admissions. The documents were obtained, on
summons, from the relevant authorities. With the exception of three pages of records
dating from 1975, they did not contain anything of direct relevance and they were
therefore put aside. However, when the Inquiry came to consider issues of Shipman’s
character and possible motive, I had to consider whether or not the documents should
be disclosed to the psychiatric team. Shipman was entitled to refuse permission for
such disclosure. I was entitled to override that refusal, but would only do so to the extent
that I considered it necessary for the proper purposes of the Inquiry. I hoped and
believed that the documents would assist the team to gain insight into Shipman’s
personality. I recognised that such disclosure would be an infringement of Shipman’s
right to privacy and confidentiality. I specifically considered Article 8 of the European
Convention on Human Rights. My decision was that the limited disclosure I had in mind
was necessary in order to assist in achieving the objects of the Inquiry. Those objects
are designed to contribute to the prevention of crime, to secure the future health and
welfare of citizens and to protect their future rights and freedoms. I considered that the
Inquiry’s need to inform itself properly on these matters (and the public interest in the
Inquiry’s proper conduct of its investigation) outweighed Shipman’s right of complete
confidentiality.

13.6 This confidential material has not been put into the public domain. Nor will it be. The
psychiatrists have received it in confidence. This Report contains no direct reference to
it. It has been used only to inform the opinions of the psychiatrists, who in turn have
given me advice and guidance. As I shall explain below, the main source of information
on which my opinions and conclusions will rest is the evidence about Shipman’s crimes,
which is now in the public domain. All I say about the private material is that there is
nothing within it that is inconsistent with the conclusions I have expressed.

13.7 In the event, the confidential material has not enabled the psychiatrists to gain any real
insight into Shipman’s character as they and I had hoped. The psychiatrists have also
been hampered by the very limited nature of the information available to the Inquiry
about Shipman’s family background and relationships. I decided, at an early stage, that
it would be inappropriate to intrude upon the privacy of his children. They have enough
to cope with. For similar reasons, I also decided that Mrs Shipman should not be asked
about her personal relationship with her husband. When she gave evidence, counsel
were permitted to ask her about factual matters relating to his practice and the various
specific events on which she might be able to shed light. I did not think it reasonable to
intrude on her privacy by allowing questions about her relationship with her husband. In
any event, I am quite sure that he kept aspects of his character secret from his family.
These decisions leave gaps in our knowledge of Shipman but I think they were correct.

13.8 The psychiatrists would have wished to have an understanding of Shipman’s motivation
in becoming a doctor. It is not known when he first developed the ambition to practise
medicine. It is possible that this was related to the suffering and death of his mother
when he was in late adolescence. It is not known what hopes and ambitions he



entertained for his medical career. It may be that he felt fulfilled by his career or he may
have been disappointed and dissatisfied that he became a general practitioner in a
small town rather than, say, an eminent surgeon or a member of the influential elite of the
medical profession.

13.9 The psychiatrists stressed to me that the ideas we discussed could not be regarded as
authoritative opinions. They did their best to consider possible explanations for
Shipman’s conduct but, with the materials available, were unable to reach any
conclusions. I am grateful for the assistance they have given me but, in the end, I have
been unable to attempt any detailed explanation of the psychological factors underlying
Shipman’s conduct. All I can do is to draw attention to features of his behaviour which
might throw some light on his personality and motivation. The views I express in this
Chapter are not those of the psychiatrists, but are my own, and have been reached by
the usual judicial process of drawing common sense inferences from evidence.

13.10 As I have described in the previous three Chapters, I am satisfied that Shipman killed
more than 200 patients over a period of 23 years. After some possible early
experimentation, his usual method of killing was to give an intravenous injection of a
lethal dose of diamorphine, which led to death within a few minutes. With a few victims,
mainly patients who were terminally ill, he sometimes gave an intramuscular injection,
which would take effect and result in death within the hour. There is a suspicion that he
sometimes gave large doses of sedatives, such as Largactil, to elderly patients with
reduced respiratory function, so as to induce deep prolonged sleep and to make the
patient vulnerable to death by bronchopneumonia.

Motive

13.11 Save for the case of Mrs Kathleen Grundy, which I will discuss in greater detail below,
I have found no evidence that Shipman was motivated by monetary gain. Very few of his
patients left him any money. Those who did, such as Mrs Mavis Pickup, left relatively
modest tokens of appreciation for his services and, as they saw it, his friendship.
Shipman was, however, acquisitive. There were occasions when he asked for an item of
property belonging to a patient he had just killed. In 1985, he asked the family of
Mrs Margaret Conway if he could have her budgerigar for his aunt; his request was not
granted. In 1997, he asked the brother of Miss Lena Slater for her sewing machine,
which he was allowed to have. He asked Mrs Joan Sellars, the niece of Miss Mabel
Shawcross, for her antique bench, saying that it had been Miss Shawcross’ intention
that he should have it after her death. Mrs Sellars did not agree. Shipman ran a patient
fund for the provision of equipment for the surgery and encouraged donations and
bequests. Although this fund was not registered as a charity, there is no reason to think
that the money was used for anything other than proper purposes. It was administered
by a patient, a retired police officer. There is much suspicion that Shipman pilfered
money and items of property from the homes of his victims, although the evidence is not
sufficiently clear for me to reach any positive conclusions in individual cases. I am quite
satisfied that any such acquisitions, whether with or without permission, did not supply a
motive for murder.
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13.12 Mrs Grundy’s murder on 24th June 1998 was, on the face of it, motivated by monetary
gain. She was one of his wealthiest patients. She had a comfortable detached cottage in
an attractive area of Hyde. She owned a second property and some investments. Her
estate was worth about £386,000. I have already outlined the way in which Shipman
forged a will in her name, using his own typewriter. The forgery of her signature and of
those of the ‘ witnesses’ was very poor. Shipman sent the will to Hamilton Ward, a firm of
solicitors in Hyde, with a forged covering letter, ostensibly from Mrs Grundy. Mr Burgess
of that firm was puzzled to receive it, as Mrs Grundy was not a client of his firm and the
firm had had nothing to do with drafting the will. It was not addressed to anyone in
particular at the firm. He put it to one side.

13.13 In the will, Mrs Grundy had left all her property to Shipman and nothing to her dearly
loved daughter and grandchildren. The will said that she wished to give all her estate to
her doctor to reward him for ‘ all the care he has given to me and the people of Hyde’.
She added that he was ‘ sensible enough to handle any problems this may give him’.
I will return in due course to what the wording of the will reveals of Shipman. For the
moment, I consider only whether Shipman really was motivated by money in killing
Mrs Grundy. Soon after he had killed her on 24th June, Shipman wrote, on 28th June, to
Hamilton Ward. He typed the letter on his own portable typewriter, the same one he had
used to forge the will. He introduced himself as a friend of Mrs Grundy who had helped
her to make her will, and informed the solicitor of her death. He signed it ‘ J. Smith’ or
possibly ‘ S. Smith’. The police were later to find that Mrs Grundy knew no one with
either of those names. Copies of the will and the forged letters are to be found at the end
of Chapter One.

13.14 Mrs Grundy’s daughter, Mrs Angela Woodruff, is a solicitor in practice in Warwickshire.
In 1986, Mrs Grundy had made a will in favour of her daughter and this was held in safe
custody at Mrs Woodruff’s office. Shipman knew Mrs Grundy quite well. Not only had
she been a patient of his for many years, they were both involved in local affairs.
Mrs Grundy was very proud of her daughter and grandchildren and Shipman must have
known that Mrs Woodruff was a solicitor.

13.15 The forging of Mrs Grundy’s will led directly to Shipman’s downfall. I have little doubt
that his killing of her would not have been detected but for his forgery of her will.
However, the will was so obvious a forgery and so entirely uncharacteristic of
Mrs Grundy that Mrs Woodruff was bound to investigate it. In fact, she reported her
suspicions about the will to the police. The forgery was soon uncovered and the rest
is history.

13.16 It seems to me that Shipman could not rationally have thought that he would get away
with Mrs Grundy’s estate. The whole venture was grossly incompetent. Discovery was
inevitable. I will return later in this Chapter to discuss what might have been Shipman’s
state of mind at the time he forged this will and killed Mrs Grundy. It does appear that
Shipman planned the forgery of the will well in advance of the killing, which suggests
that money was his motivation. However, I am not convinced that Shipman decided to
kill Mrs Grundy because he wanted her money. I think his thought processes must have
been much more complex than that.



13.17 There is no suggestion that Shipman interfered in any way with the bodies of the
patients he had killed. He might on occasions have ‘ arranged’ them, for example by
putting a book or newspaper on the victim’s knee to create the impression that he or she
was reading just before death. In 1988, when killing Mrs Alice Jones, whose sight was
poor, he put her magnifying glass and torch in her hands after she had lapsed into
unconsciousness. But these minor arrangements seem much more likely to be related to
a desire to create unsuspicious circumstances than to any underlying motive for the
crime. There does not appear to have been any overtly sadistic or erotic motivation for
his crimes. The psychiatrists say that they cannot speculate on whether there might
have been some underlying sexual or necrophiliac element within his motivation.
However, there is no evidence from which I could infer that there was.

13.18 In short, if one defines motive as a rational or conscious explanation for the decision to
commit a crime, I think Shipman’s crimes were without motive. The psychiatrists warn
me that it is possible that, in Shipman’s own mind, there was a conscious motivation. All
I can say is that there is no evidence of any of the features that I have observed, in my
experience as a judge, that commonly motivate murderers.

Other Explanations

13.19 If I am to find any explanation for Shipman’s crimes, it seems to me that I must look, so
far as I can, within his personality. What kind of a man works hard to become a doctor,
takes the Hippocratic oath and, within only a few years, embarks on a career of killing
his patients?

13.20 Our personalities are governed by a mixture of genetic factors and the effects of our
experiences. Very little is known about Shipman’s family or early years. His mother died
of cancer when he was in late adolescence. The psychiatrists think it possible that the
fact and circumstances of her death might have had a profound effect upon his psyche.
The only evidence on this subject available to the Inquiry is that of Mrs Florence
Bateson, for many years a patient of Shipman, who said (in a statement made in
connection with the death of her father, Mr George Charnock) that Shipman used often
to speak to her about his mother and had said to her husband, Mr Norman Bateson, that
he had seen her suffer from cancer when he was 17. I cannot assess the impact of his
mother’s death or indeed any other potentially formative experiences. In seeking to
describe Shipman’s personality, I am dependent upon what he has revealed of himself
through his actions and the descriptions of people who have known him and have
described him and his behaviour to the Inquiry.

Professional Reputation

13.21 Shipman had the reputation in Hyde of being a good and caring doctor. He was held in
very high regard by the overwhelming majority of his patients. He was also respected by
fellow professionals. His patients appear to have regarded him as the best doctor in
Hyde. His register was full and there always seems to have been a waiting list. Patients
liked him for a variety of reasons. Many would say that he ‘ always had time’ for them. His
surgeries overran but no one minded because they understood his wish to take
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whatever time was necessary for each patient. He never hurried them out. He always
had time for a few words of a personal nature. Elderly patients and their families were
particularly grateful for his willingness to visit at home. Other doctors might be reluctant
to visit and might try to insist that a patient be brought to the surgery. Shipman never did
that. With the benefit of hindsight, one can see that this willingness to make home visits
created many opportunities for killing. At the time, it seemed to his patients only to show
that he was considerate of their welfare. There must, in fact, have been many occasions
when the consideration he showed for his patients was not simply a cover for criminal
actions.

13.22 There is, however, a deeply sinister aspect to the way in which Shipman created for
himself the reputation of being a very caring doctor. He encouraged people to regard
him as an ‘ old-fashioned family doctor’ who would willingly visit his patients at home and
made a habit of calling on them when he was in their area. I am sure he promoted this
view of himself quite deliberately. Dr Patel, of the Brooke Practice, told the Inquiry of an
occasion when Shipman had asked him to sign a cremation Form C for one of his
patients. On reading the Form B, Dr Patel noticed that Shipman had been present at the
death. He observed that this was rather unusual. In what might now be seen as an
example of attack being the best form of defence, Shipman responded rather
aggressively, putting the young Dr Patel firmly in his place. He asserted that young
doctors nowadays do not visit their patients as he and his generation did. The
implication was that they were not as caring as he. He also let it be known that he
thought it preferable that elderly patients should be allowed to die at home ‘ with dignity’
instead of being subject to the ‘ hustle and bustle’ of a hospital ward. It may be that many
of his patients agreed. Certainly, there would be more work for the general practitioner
in caring for an elderly patient at home. However, it is hard to resist the conclusion that
these habits created many opportunities to kill which would not otherwise arise and that
his reputation in respect of these matters was a useful ‘ cover’ for his killings.

13.23 There is no doubt that Shipman was also industrious. When he took his first post in
general practice at the Abraham Ormerod Medical Centre, Todmorden, his partners
found him keen and hardworking. He was always willing to take on more than his fair
share of out of hours work. He volunteered to do the donkey-work involved in the
introduction of a new method of filing. In 1998, he had a list of almost 3100 patients. That
represented a very large caseload, substantially greater than the average list of single-
handed general practitioners in Tameside, which was under 2500. He worked long
hours. There was never any delay in arranging an appointment and it appears that there
were very few occasions when he failed to visit a patient on the day of request. He was a
regular attender at continuing education sessions at Manchester and Liverpool
Universities and at Tameside General Hospital. In general, he seems to have been a
good administrator and appears to have maintained the loyalty of his staff. He had a
poor relationship with one member of the practice staff at the Donneybrook Surgery,
whom he regarded as incompetent. The other doctors did not share that view and it may
be that there was a personality clash. Several members of the Donneybrook staff chose
to leave their employment with that practice in 1992 and move with him to his new
premises at Market Street.



13.24 His Achilles’ heel as an administrator appears to have been his keeping of medical
records. He was a poor record-keeper. His notes were usually scanty and often
incomplete in important respects. That criticism does not only apply to the entries
associated with a killing. Why his record-keeping was so poor, I cannot say. He might
not have thought the records very important and so gave them a low priority, but on
other occasions there were without doubt more sinister reasons for this failure, as I have
explained in previous Chapters.

Personal Relationships

13.25 Shipman does not appear to have had many friends. His professional associates never
became friends. Dr Doreen Belk was a fellow student of Shipman at medical school in
Leeds and also went to Pontefract to work as a house officer. She and her husband lived
in hospital accommodation very close to Shipman and his wife. Yet they never became
friends. Dr Belk found Shipman cold, aloof and unapproachable. He appeared to have
‘ a chip on his shoulder’ and a grudge against life. When he had settled in Todmorden
and later in Hyde, he involved himself in many local activities. In Hyde, he worked with
the St John Ambulance Brigade. He was active in medical politics; for a time he was
secretary of the Local Medical Committee. He was a school governor. At least one of his
sons was keen on rugby and played for the Ashton-under-Lyne Rugby Union team.
Shipman and his wife were regular supporters of the club. All these were activities that
would usually result in the acquisition of a large circle of friends. Yet the evidence is that
Shipman had very few.

13.26 Many patients describe Shipman as having a wonderful bedside manner, especially
with the elderly. He would make much of them and would sometimes tease them gently.
They liked it. He made many of them feel that he was a real friend as well as their doctor.
Yet he would kill them. Perhaps the most poignant example of this is the case of
Mrs Mavis Pickup. In August 1997, Mrs Pickup’s husband, Kenneth, died of a heart
attack. They had been happily married for nearly fifty years and she was devastated, of
course. Soon after the death her son, Mr James Pickup, went to see Shipman to thank
him for the care he had given his father over the many years he had suffered from heart
disease. Shipman was curiously brisk about Mr Pickup’s death but showed great
concern about his widow. He asked after her in a most sympathetic way and told her
son that, if there was anything he could do, if she needed any kind of help, not limited to
medical matters, he ‘ would always be there for her’. He killed her three weeks later after
she had telephoned the surgery, upset because children had been knocking on her
door and running away.

13.27 Shipman had a reputation for ‘ calling a spade a spade’ but many of his patients seemed
to like him for that. Some of his remarks were quite inappropriate but people seemed to
accept them as being typical of the man. For example, when Mr Stephen Dickson asked
Shipman on 28th February 1998 how long his father-in-law, Mr Harold Eddleston, who
had cancer, was likely to live, Shipman replied ‘ I wouldn’t buy him any Easter eggs’.
Mr Dickson did not take offence because he thought this kind of remark was typical of
Shipman’s style. Shipman killed Mr Eddleston four days later.
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13.28 Many of the families of Shipman’s victims report that his usually kind and sympathetic
attitude disappeared when their relative had died. They would naturally be very
distressed. He would be curt and dismissive and would sometimes say the most
inappropriate and hurtful things. When he had just killed Mrs Mary Coutts in April 1997,
and her son and daughter-in-law, who were in a state of grief and shock at the
suddenness of her death, were asking him about the circumstances, Shipman said,
‘ Well, I don’t believe in keeping them going’. After the death of Mrs Margaret Conway in
1985, he took it upon himself to inform her 14 year old granddaughter (who happened to
have an appointment that afternoon at the surgery) that her grandmother had died,
despite her mother having contacted the surgery to say that he should not do so. The
girl was shocked and distressed.

13.29 It seems that Shipman’s attitude towards his patients was quite unpredictable. At times
he was encouraging and sympathetic but at times he was cold, brusque and offhand.
Often, he seemed unable to empathise with the bereaved.

Aggression, Conceit and Contempt

13.30 Other well-marked traits of Shipman’s personality were aggression, conceit, arrogance
and contempt for those whom he considered to be his intellectual inferiors. Perhaps the
most striking illustration of his conceit is what he wrote about himself in Mrs Grundy’s
forged will, to which I have already referred. He wrote (as if the words were
Mrs Grundy’s) that he was to be rewarded for all the care he had given her and the
people of Hyde. I think he enjoyed referring to himself in the third person in this
flattering way.

13.31 Another example of his conceit may be seen in a letter he wrote in August 1998 to the
NHS Appeals Tribunal in connection with a decision of the local Health Authority about
funding of his practice staff, in which Shipman felt able to claim:

‘ We are a proactive practice, we have the highest level of screening for
cholesterol, blood pressure, diabetes and asthma in the West Pennine
Health Authority. We are a flagship – the Health Authority can always
compare the quality of this practice to any other and ask why the other
practice is underperforming’.

13.32 It may be that Shipman was ahead of his time in the practice of preventive medicine. He
had clinics for the monitoring of diabetes, congestive heart failure and high blood
pressure. He had begun to call patients in for regular health checks at a time when
many doctors had not yet begun to do so. Yet his boasting was a most unattractive trait.

13.33 Although Shipman was generally admired, there were quite a large number of people in
Hyde who disliked him. Their usual criticism was that he was arrogant. He appeared
arrogant and conceited, even during his trial. When he gave evidence, he boasted
about his achievements at the practice. He was asked about a patient’s blood pressure,
which on a particular occasion was 140/80. Counsel suggested to him that that was a
perfectly acceptable level. Shipman replied that it might be for many doctors but he
aimed for ‘ perfection’.



13.34 He plainly thought he was by far the best doctor in Hyde. His patients seemed to agree.
Dr Patel, who worked for him as a locum in the early 1990s, said that patients
would often refuse to be seen by him and would prefer to wait until Shipman had
returned to work. Shipman would not allow a locum to immunise his child patients. He
had to do it himself.

13.35 Dr Bills, who worked with Shipman during the Donneybrook years, says that Shipman
often described a patient’s condition to his colleagues in very florid terms, for example,
saying that the patient had pneumonia, when in truth he or she had only a moderate
chest infection. Then, when the patient recovered, Shipman would claim credit for the
cure. One of his more frequent boasts was about his success in treating heart disease.
He prescribed medication very freely and liked to impress upon his colleagues how
successful his treatment was. This was strange because, if anyone had examined the
number of deaths from coronary heart disease among his patients, it would have been
found to be quite high. That was not because a large number of his patients died of that
disease but because coronary thrombosis was his favourite ‘ cause of death’ for a
patient he had killed.

13.36 To some extent, one can see why Shipman became conceited. He obviously relished
his good reputation in Hyde and the adulation accorded to him by so many of his
patients. He seems to have enjoyed almost celebrity status among his patients. One of
his victims, Mrs Florence Lewis, was delighted when she was taken on to his list. Her
son said that it was almost as if she had won the lottery.

13.37 Another manifestation of Shipman’s conceit was the delight he took in ‘ taking on’ and
getting the better of officials and those in authority. He conducted a long-running battle
with the Health Authority about his expensive prescribing habits and funding for his
practice. There might be many doctors whose sympathies would lie with Shipman on
these issues, but the point is that he seemed to revel in this kind of dispute and the
language in which he addressed the officials was at times unpleasant, aggressive and
conceited.

13.38 Another unattractive trait was Shipman’s habit of humiliating people whom he felt were
not doing their jobs properly. One example concerned a young female sales
representative from a drug company, who attended a meeting of the Donneybrook
doctors. She was nervous and inexperienced and perhaps not quite as knowledgeable
about her products as she should have been. Shipman was quite ruthless in his criticism
of her and seemed to enjoy the fact that he had reduced her to tears.

13.39 Dr Hardman, a medical referee, recalls attending a lecture at which Shipman was in the
audience. He kept interrupting and disagreeing with the visiting lecturer in a very
pompous way. His behaviour became an embarrassment to those who knew him.

13.40 I have been able to form my own view of Shipman’s arrogance by listening to tapes
of the police interviews of September and October 1998. He was interviewed on
7th September and on 5th October. On each occasion, he began confidently and
treated the police officers in a patronising and arrogant way. They continued steadily
and, as the evidence was put to him, his attitude gradually changed until, at the end of
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5th October, when it was clear that the police knew that he had falsified medical records
on his computer, he broke down and was unable to continue with the interview.

Dishonesty

13.41 An important trait in Shipman’s personality is that he is profoundly dishonest.
His dishonesty was first revealed in 1975 when it was found that he had dishonestly
obtained large quantities of pethidine by deception and kept them for his own use.
I have described these offences in Chapter One. Shipman pleaded guilty to offences
of dishonesty – in effect, forgery and theft – which had taken place over a
prolonged period.

13.42 Shipman regularly obtained large quantities of diamorphine by similar dishonest means
during the 1990s. As I have explained earlier in this Report, I have every reason to
believe that he employed the same methods in the 1980s, although the records, which
would prove the point beyond doubt, have been destroyed.

13.43 Obtaining drugs was not Shipman’s only dishonesty. He was an accomplished and
inventive liar. He could lie spontaneously to get himself out of a difficult situation and did
so on countless occasions. Even at a very early stage in his career, in July 1975, when
the Home Office Drugs Inspectorate and West Yorkshire Police Drugs Squad first
suspected him of stealing pethidine, he so impressed them in interview that they took
matters no further, at least for the time being. He had told them a pack of lies.

13.44 Sometimes, when he had killed a patient, Shipman was caught almost red-handed. Yet,
he was able to invent an explanation for the death without showing any noticeable
discomfiture. This arose in the case of Mrs Maria West. Mrs West was entertaining her
friend, Mrs Marian Hadfield, during the afternoon of 6th March 1995. The two women
were sitting in Mrs West’s front room when Mrs Hadfield wanted to use the bathroom.
The bathroom was upstairs and the staircase led out of the kitchen. While she was
upstairs, Shipman arrived, to find Mrs West apparently alone. When Mrs Hadfield came
downstairs, she could hear voices in the front room, realised the doctor had arrived and
stayed in the kitchen. Within a few minutes of his arrival, Shipman killed Mrs West.
Mrs Hadfield realised that the conversation had stopped. A few moments later, Shipman
came into the kitchen. One would have thought that he would have been completely
thrown off balance by the realisation that Mrs Hadfield had been only a few feet away
while he was killing Mrs West. He looked a little surprised to see her but confidently
explained that Mrs West had collapsed and died. He had come into the kitchen to look
for her son, so he said.

13.45 There are many other examples of the confidence with which he would tell lies and act
them out. He would quite often tell a relative (untruthfully) that he had summoned an
ambulance on finding the patient in a serious condition. He would then say that the
patient had died, so he had cancelled the ambulance. On some occasions, he would
actually go through the charade of picking up the telephone, dialling a number and
pretending to speak to the ambulance control centre to make the cancellation.



13.46 His dishonesty is well illustrated by the way in which he fabricated medical records to
invent plausible explanations for deaths that he had caused. He also made countless
false entries on MCCDs and cremation certificates. Indeed, in respect of his duties of
certification, he was frequently dishonest, even in cases where he had not killed the
patient and had no need to invent a cover story. He was, in short, a consummate and
inveterate liar.

Addiction

13.47 There is evidence that Shipman was addicted to pethidine in the 1970s. He claimed that
he was addicted to it and it seems likely that he was. He certainly obtained large
quantities and injected himself (the marks were seen by Detective Sergeant McKeating
at the time) and it is clear that he suffered a number of blackouts. It is possible that he
was already abusing that drug while working as a house officer in the Department of
Obstetrics and Gynaecology at Pontefract General Hospital, where pethidine would
have been in regular use. There is no evidence that Shipman ever resumed any
personal abuse of controlled drugs after his rehabilitation in late 1975 and early 1976.

13.48 When challenged about his drug taking in 1975, Shipman claimed that he had taken to it
because he had become depressed and unhappy about his work and his relationships
with his partners. His partners were unaware of any signs of depression and did not
think there were difficulties within the practice. The psychiatrists say that the reason why
many people become addicted to drugs is that they are depressed or anxious or deeply
unhappy. There is no obvious reason why Shipman should have been depressed,
anxious or deeply unhappy in the 1970s. He had achieved his ambition to become a
doctor, which, at that time, was a considerable achievement for someone from his
background. He was married and had a young family. Although the marriage had not
taken place under ideal circumstances (Shipman was a student and Mrs Shipman was
pregnant) it does not appear to have been unhappy. It has certainly stood the test of
time. However, the psychiatrists stress (and I accept) that Shipman might have had all
manner of underlying problems. We simply do not know. It seems to me that whatever
problem it was that drove him to pethidine addiction in the 1970s was almost certainly
never resolved and probably became a permanent part of his make-up.

13.49 The psychiatrists say that a person who has one addiction is quite likely to be subject to
other forms of addiction. I think it likely that whatever it was that caused Shipman to
become addicted to pethidine also led to other forms of addictive behaviour. It is
possible that he was addicted to killing.

What Does This Constellation of Traits Reveal?

13.50 This is not an attractive constellation of traits. However, it is by no means unique or even
particularly uncommon. I have talked to the psychiatrists about Shipman’s
characteristics. They have made some tentative suggestions about his underlying
personality but stress that these are only theories and cannot be demonstrated without
formal assessment. They suggest that Shipman may have a rigid and obsessive
personality. They think he may be isolated and may have difficulty in expressing
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emotions. They suggest that his arrogance and over-confidence are almost certainly a
mask for poor self-esteem. They think that, for most of his adult life, he was probably
angry, deeply unhappy and chronically depressed. They suggest that he has a deep-
seated need to control people and events. Once he fears that he cannot control events,
he feels threatened and reacts so as to take or regain control.

13.51 It is clear that these traits are not in themselves enough to explain why Shipman became
a serial killer. On the evidence available, the psychiatrists cannot explain how this
melange of characteristics could lead to such extreme conduct. Even if Shipman also
has unresolved feelings of grief about the loss of his mother at an impressionable age,
there is still not enough to explain his later conduct. There must be something else,
much more significant. The psychiatrists say that they cannot discover this without many
hours of discussion with him. They postulate the theory that he could be psychotic,
although they stress there is no evidence that he is. They think that his actions must be
the product of a diseased mind but are unable to shed any light on the nature of that
disease. They suggest the possibility that Shipman might have developed a fear of
death and a need to control death. It is possible that he has a morbid interest in death.
It is possible that he might have experienced a ‘ buzz’ of pleasure from association with
death. It is also possible that death might have given him a sense of relief from
some intolerable pressure or anxiety. In short, Shipman may have had a need to kill.
Any of these attitudes towards death, present in conjunction with an addictive
personality, prone to obsessive and repetitive behaviour, might go some way towards
providing an explanation.

13.52 There is not a great deal of evidence that Shipman had a morbid interest in death or
derived pleasure from killing or from the circumstances of death. There is some,
however. Mrs Judith Page, a patient of Shipman who worked as a home help, reported
that one morning, during a consultation in his surgery, Shipman remarked to her that in
the course of her work, he supposed she must sometimes find a client dead. She
agreed that this had happened on one or two occasions and added that she had found
it very upsetting, as she had become fond of her elderly clients. Shipman’s response
was to ask her whether she did not find that it gave her ‘ a buzz’.

13.53 Some evidence that Shipman had a morbid interest in death may be seen on the
occasion of Mrs Mavis Pickup’s death, when Shipman came to the house to examine
Mrs Pickup’s body and to certify the cause of death. Shipman’s young son, who was
then aged about 11 or 12, was with him, sitting outside in the car. While Shipman was
waiting for the arrival of the funeral director, he went outside to bring his son in to see the
body. The boy declined to come.

13.54 There are some circumstances from which I think it is reasonable to infer that Shipman
either enjoyed killing or felt compelled to go in search of a victim. On 15th April 1984, a
Sunday, he was on out of hours duty. In the afternoon, he was called out to see a patient
(who died later that day). He dealt with her and was then free to return home. Whereas
most doctors would be only too pleased to return home and resume their leisure
activities, Shipman preferred to make an unsolicited visit to Mr Joseph Bardsley and,



under the pretext that he needed to take a blood sample, injected Mr Bardsley and
killed him.

13.55 The case of Mrs Leah Fogg, who died on Monday, 10th June 1996, shows Shipman’s
urge to kill as soon as he became aware of an available victim. On Friday, 7th June
1996, Mrs Fogg’s daughter, Mrs Marjorie Stafford, visited Shipman because she was
concerned that her mother was depressed and not coping with the loss of her husband
some years before. Mrs Stafford had noticed a sign in Shipman’s waiting room that said
that counselling services were available at the surgery. Mrs Stafford hoped that
Shipman would arrange for her mother to receive bereavement counselling. However,
she was concerned that her mother should not know that she had been to see Shipman,
as it was ‘ behind her back’. Shipman promised to call on Mrs Fogg and said that he
would do so unannounced. He did so three days after their talk, and killed Mrs Fogg.
It would have been far less risky to wait a few weeks before killing her.

13.56 Usually, when Shipman had killed, he did not linger at the scene. This may have been
because he was very busy and was due back at the surgery. However, I have the
impression that after a death, when the relatives had assembled, he would enjoy acting
as ‘ master of ceremonies’. He would be the centre of attention and would take control.
He would present himself as omniscient. He would give instructions about the removal
of the body. He would give his explanation for the death, often saying that, although it
might have been a surprise to the relatives, it had been no surprise to him. He might add
remarks such as ‘ she was riddled with cancer’, as he said of Miss Lena Slater. Relatives
would often be grateful to him and pleased that he had been present at the death.

13.57 The evidence that Shipman was fascinated by death is slight but not negligible. There is
no evidence from which I could directly infer that he had a fear of death or a need to
control it. There is some evidence that he is an addictive personality and it is possible
that killing was a form of addiction. I do not think he can have had any concept of the
value or sanctity of human life. I regret to say that I can shed very little light on why
Shipman killed his patients. I do, however, think that it is possible to gain some insight
into his thinking from an examination of which patients he chose to kill.

The Selection of Patients

13.58 Statistically, it is clear that Shipman killed mainly elderly women living alone. He also
killed some men and they too were usually elderly and living alone. In general, he killed
people who were in poor health. Some of the earliest killings were of patients who were
terminally ill or very unwell. Many of his victims were frail and in poor general health.
I have already referred to what Shipman said about the elderly to the family of Mrs Mary
Coutts after her death, namely, that he did not believe in ‘ keeping them going’.
Mrs Kathlyn Kaye, the daughter of Mrs Annie Powers, told the Inquiry that Shipman told
her elderly parents that, if they were animals, he would have them put down. He may
have regarded this as a joke but Mr and Mrs Powers did not. Nor did Mrs Kaye, when
Shipman repeated the remark to her. I think this remark reveals something of Shipman’s
attitude to elderly people.
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13.59 Shipman seemed to think that he knew when a patient ought to die. He quite often said
that it was ‘ for the best’ that the patient should have died when he or she did. It was
better that ‘ she should not suffer’. The patient would not have wanted to ‘ live in a
wheelchair’, or ‘ be a vegetable’, or have to stay in hospital ‘ with wires coming out of her’,
or ‘ be a burden to her family’. Of course, some people make this kind of remark
following a death in the belief that they are comforting the bereaved. In Shipman’s case,
when he had just killed a patient, it may be that he persuaded himself that what he had
done was in some way justifiable. The fact that most of the early killings were of people
who were either close to death or very ill lends support to that view.

13.60 I think there was probably another reason why most of Shipman’s early victims were
terminally ill or in very poor health. For a doctor to give an overdose of opiate to a patient
whose death is expected would give rise to very little risk of suspicion or detection.
I think Shipman’s earliest victims were those whose deaths presented the least danger
of discovery. The killings of such people might also have seemed to him to be the least
morally culpable. He might have persuaded himself that he was doing his patients and
their relatives a favour. The psychiatrists say that these apparently logical explanations
for the early killings are not inconsistent with the theory that Shipman killed in response
to a need within himself. It seems to me likely that Shipman killed primarily in
response to his own needs or wishes but, initially at least, selected victims whose
deaths would not greatly threaten his own security and could perhaps be justified to
himself in some way.

13.61 Shipman continued to kill terminally ill patients over the years and also killed patients
who were suffering from acute life-threatening conditions. If Shipman was called to a
patient who was having a stroke or a heart attack, he would be more likely to give a
lethal injection so as to ensure that the patient died there and then, rather than attempt
to treat the condition and give the patient a chance of life. The killings of Mrs Sarah
Williamson and Mrs Laura Linn are examples of this. These deaths would be easily
explained and would give rise to a very low risk of detection. Shipman might even have
justified such killings to himself on the basis that the patients’ quality of life after the
acute event would be poor.

13.62 Shipman might also have felt justified in killing those patients who told him that they ‘ felt
unable to go on’, implying that they were ready to die. Whether such sentiments were
the product of a settled wish to die or of a passing episode of unhappiness is not for me
to consider. The law is clear. A doctor is not permitted to end life in response to a
request and Shipman well knew that.

13.63 Shipman seems to have been particularly willing to kill the bereaved. Mr Harold
Eddleston was killed only a few days after his wife died and Mrs Mavis Pickup lived for
less than four weeks after her husband’s death. I have already referred to the case of
Mrs Leah Fogg, which illustrates the same point.

13.64 Shipman often killed patients who had a chronic condition which required a great deal
of medical attention. For example, Mrs Alice Gorton, whom he killed in 1979, had terrible
psoriasis. Shipman visited her very frequently to give her the supplies of the ointments
and dressings she required. Mr Joseph Wilcockson, who was killed on 6th November



1989, had a painful ulcer on his leg, which was probably never going to heal. The
district nurse attended regularly to dress it. Mrs Beatrice Toft had severe lung disease
and used an oxygen cylinder. She had been into hospital on a number of occasions in
the past and would plainly have needed a great deal of care had she lived out the
terminal stage of her illness. None of these patients was close to death, however, and
the suddenness of their deaths might have aroused suspicion. I suspect that Shipman
selected patients such as these, who were or were about to be very demanding of his
time and the resources of the practice. That he was concerned about resources is
apparent from a remark he made about Mrs Edith Calverley, who had severe respiratory
problems and was taking several different types of medication. After her death,
Shipman remarked to the district nurse, ‘ That’s one off my drugs bill’.

13.65 There are some patients whom I think Shipman regarded as a nuisance. Most of
Shipman’s younger victims had chronic conditions, often associated with psychiatric
problems. Mrs Bianka Pomfret was only 49 when she was killed. She had a long history
of psychiatric illness. Mr Ronnie Devenport was only 57. He was a very demanding
patient and was probably a hypochondriac. Miss Joan Harding and Mrs Ivy Lomas,
both of whom were killed in the surgery, suffered from anxiety and depression and
consulted Shipman regularly. After Shipman had killed Mrs Lomas, he ‘ joked’ to Police
Sergeant (then Police Constable) Phillip Reade that Mrs Lomas had been such a
nuisance that he had considered having a seat in his waiting area set aside for her, and
having a plaque mounted which said ‘ Seat permanently reserved for Ivy Lomas’.

13.66 Shipman seems also to have chosen to kill patients who annoyed him for some reason.
Mr Joseph Bardsley had refused to have the injections Shipman had prescribed for his
pernicious anaemia. Shipman seems to have been particularly vindictive against
patients who would not accept his advice about a move into residential care. Mr John
Greenhalgh agreed to such a move and then changed his mind. He was dead within a
few days. Mrs Lily Taylor was in good health and looked after her husband, who had
Alzheimer’s disease. She resisted Shipman’s pressure to put her husband in residential
care. In July 1997, Shipman killed Mrs Taylor and Mr Taylor then had to go into
residential care. On this theme, I have found several further examples of Shipman killing
the fitter partner of a couple, with the result that the surviving partner would have to go
into residential care. For example, Mrs Doris Earls was a very fit 79 year old and looked
after her husband, who had Alzheimer’s disease. Shipman killed her and her husband
had to move into a residential home.

13.67 I stress that, in drawing attention to the circumstances in which Shipman appears to
have selected patients to kill, I am not suggesting that these considerations provide a
motive for killing. They do not explain why he killed those particular patients, only why he
selected some victims rather than others.

The Interludes When Shipman Did Not Kill

13.68 Shipman’s killings gradually increased in frequency. However, that trend was
interrupted from time to time. The evidence suggests that these interruptions were
dictated by his fear of detection and his desire for self-preservation.
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13.69 In the early days, I believe that Shipman did not kill very frequently. I have found only
one patient whom he killed in Todmorden. She was Mrs Eva Lyons, who had terminal
cancer. There are others about whom I am suspicious. After Shipman moved to Hyde,
he killed his first victim in August 1978 and had then killed six others by the end of
November 1979. After he had killed Mrs Alice Gorton in August 1979 and Mr Jack Leslie
Shelmerdine in November 1979, I have concluded that he killed his next victim in April
1981. I think this interval probably occurred because Shipman had a scare. First, he
failed to kill Mrs Gorton as efficiently as he had intended. He thought she was dead and
was telling her daughter that it would not be necessary to have a post-mortem
examination when Mrs Gorton groaned: she was still alive. She lay unconscious for
about 24 hours before dying. Shipman must have been afraid that she might recover
and recount what had occurred. Second, I think Shipman was probably very anxious
indeed in the aftermath of the killing of Mr Shelmerdine, whose son made a complaint,
which was not about Shipman, but was about the failure of the Geriatric Department of
Tameside General Hospital to send out a doctor on a domiciliary visit. Shipman might
well have feared that Mr Shelmerdine’s death would be investigated and that there
would be a post-mortem examination. In the event, there was not.

13.70 I have made only two findings of unlawful killing in 1981 and none at all in 1982. The first
killing after this second interval was of Mr Percy Ward in January 1983. Mr Ward had
terminal cancer and would have been a ‘ low risk’ death. The only other patient whom
I have found that Shipman killed that year was Miss Moira Fox. From 1984, Shipman
killed more frequently and without any long intervals until the death of Mr Joseph
Wilcockson in November 1989. Here, again, it appears that Shipman might well have
been concerned that he had almost been detected. It appears that the district nurse
who visited Mr Wilcockson must have arrived very shortly after Shipman left
Mr Wilcockson’s flat, having killed him. Following that death, there was another quite
long interval. Shipman did not kill for ten months. His next victim was Mrs Dorothy
Rowarth, who died in September 1990. She had terminal cancer and was another ‘ low
risk’ death. In December 1990, Shipman killed Mrs Mary Dudley. She was not in poor
health, although she had recently been bereaved.

13.71 I have found that Shipman next killed after he had moved to his new premises at Market
Street. Shipman gave various excuses and explanations for his decision to leave
Donneybrook. He claimed that he disagreed with his partners about computerisation of
records and about fundholding. I think it unlikely that either of those excuses was the
true reason for his wish to be a sole practitioner. It may well be that he thought he would
prefer single-handed practice for a variety of reasons, but I think that a major factor
must have been a wish to be free of the constraints unwittingly imposed by the
Donneybrook doctors. It is not unreasonable to postulate that he had become alarmed
that one or more of the doctors or staff might be suspicious of him. In fact, they say that
they had no suspicions but that does not mean that Shipman did not fear that they had.

13.72 Once established at Market Street, Shipman resumed killing within weeks and was soon
killing more frequently. There were no more long interludes. There were occasional short
periods when he did not kill for a few months. One such occurred between February
and May 1994. On 18th February 1994, Shipman gave Mrs Renate Overton an overdose



of opiate, almost certainly diamorphine. He intended to kill her but the ambulance
arrived before she died and the paramedics resuscitated her and took her to hospital.
She was deeply unconscious and had suffered irreversible brain damage. She lived, in
a persistent vegetative state, for 14 months. I explained in Chapter Twelve why Shipman
must have been very anxious following that episode. Shipman did not kill for three
months after 18th February. When he killed again, his victim had cancer, although she
had not yet reached the terminal phase. He told his victim, Mrs Mary Smith, that he was
arranging for her to go into a hospice for terminal care. In this way he created the
impression that her death was imminent.

13.73 I think these interludes suggest that Shipman was able to restrain himself from killing.
If he was addicted to killing, it does not seem to me that his addiction was so great that
it could not be controlled if the need were great enough. However, the psychiatrists
warn that there may be other explanations for these temporary halts, possibly
associated with Shipman’s mental health. I heed that warning, but it seems to me that
the temporal associations I have described provide compelling evidence of cause and
effect. I think it likely that Shipman stopped killing from time to time because he feared
that he might be under suspicion. When he resumed killing, he did so gradually,
sometimes beginning with a terminally ill patient. It was as if he were entering the pool at
the shallow end to see if he could still swim.

13.74 After 1994, Shipman’s rate of killing gradually increased until it reached its highest
levels in 1997 and early 1998. I do not know whether this increase was related only to
the ease with which he was able to acquire diamorphine during this period. However,
I think the pace is also consistent with the hypothesis that he had become addicted to
killing and needed to kill more frequently. It seems that during this period he was less
worried by narrow escapes. He became more confident and self-assured, always able
to talk himself out of a difficult situation. During this period, Shipman killed male and
female, the healthy and the sick, the elderly and the not so elderly. Mrs Lily Higgins and
Mrs Enid Otter enjoyed excellent health. Mrs Maureen Jackson and Mr Harold
Eddleston had cancer. At the time of their deaths, Mrs Bianka Pomfret was 49 years of
age, Miss Maureen Ward was 57 and Mrs Jean Lilley was 58. Mrs Margaret Waldron
was 65 and lively and active. Mr Charles Killan was 90 and Mrs Martha Marley was 88.
Opportunity seems to have been all that was required. It may be that, during these later
years, Shipman was virtually out of control. It is typical of addictive behaviour that the
subject needs more and more opportunities to feed the addiction. He does seem,
however, to have exercised some control after the end of March 1998.

Shipman’s Downfall

13.75 I have described in Chapters One and Twelve how, in March 1998, Dr Linda Reynolds
became concerned about the number of cremation certificates Shipman was asking her
and her colleagues to sign. She reported her concerns to the South Manchester
Coroner. He instigated a police investigation, which concluded that there need be no
concern about Shipman’s practice. Soon afterwards, it is likely that Shipman learned
that he was under suspicion or investigation. I think he knew that concerns had been
expressed about the number of his patients who had died. He probably realised that the
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doctors of the Brooke Practice were the source of the concerns. After killing Mrs Martha
Marley on 24th March, he stopped killing for several weeks. He killed again on 11th May
and 12th June. By 12th June, he had begun the arrangements for forging Mrs Grundy’s
will. On 9th June, he had obtained sample signatures from Mrs Grundy and two
potential ‘ witnesses’.

13.76 Shipman’s forgery of Mrs Grundy’s will was hopelessly incompetent and the
arrangements he made for its delivery were bound to excite suspicion. The psychiatrists
find it hard to believe that Shipman really thought he could get away with forging the will
and killing the testator. I agree. If he did, he had lost touch with reality. It is possible that
he had begun to think he was untouchable. He had got away with so many killings and
was still idolised by many of his patients. By June, it must have appeared to him that any
suspicions entertained in March had been allayed.

13.77 The psychiatrists say that it is not uncommon for serial killers to be detected because
they draw attention to themselves in an obvious way. They believe that this occurs
because the pressure on the killer becomes too great and he or she has to find some
way of bringing his or her crimes to a halt or of relieving his or her guilt. This is probably
not a conscious process but is more likely to be subconscious. The psychiatrists say
that the fact that Shipman did not confess after drawing attention to himself is not
inconsistent with the theory that he had a subconscious desire to be stopped from
killing. Other serial killers have behaved in this way.

13.78 The psychiatrists suggest that Shipman might have had mixed subconscious
motivations in forging the will before killing Mrs Grundy. He might have felt an
overwhelming need to stop killing. He might have been, as it were, ‘ throwing himself to
the gods’. Either his plan would succeed and he would leave Hyde and run away with
the money, or he would be caught. Either way, the killing would be stopped. However,
the psychiatrists stress that this is only one of several possible theories that might
explain Shipman’s actions at this stage. So little is known of his psyche that they cannot
even postulate what other thought processes or motivations might have been at work.

13.79 It seems to me that, in forging Mrs Grundy’s will and killing her, Shipman must have
been raising a flag to draw attention to what he had been doing. I think it likely that the
conflict between whatever drove him to kill and his fear of detection, which I think was
revived in early April 1998, must have driven him to the edge of breakdown. I think
perhaps that, when he knew he was being talked about around that time, he might have
tried to stop himself from killing. He failed, and killed Mrs Winifred Mellor on 11th May.
No longer in touch with reality, I think he might then have devised a fantasy plan, by
which he could obtain Mrs Grundy’s money, run away and stop being a doctor. The
killings would cease. This plan, rationally considered, was bound to fail, but it would
offer him a fantasy future and a way to stop himself from killing. Whether he needed to
end the killings only because he feared detection or whether there were other
psychological needs, I do not know. But I think that the intolerable tension between his
drive to kill and his need to stop lay at the root of this fantasy. That is the best
explanation I can offer for the final event.



After Mrs Grundy’s death

13.80 That Shipman did not kill again after 24th June must, I think, show that he still hoped and
believed that his plan would succeed. He wrote to Hamilton Ward to tell them that Mrs
Grundy had died and to remind them that they had her will. He suggested that they
should contact Mrs Woodruff. He could not take matters forward. It is remarkable that in
this situation, which most people would find intolerable, he continued to operate as a
doctor in his usual way. It may be of significance that, on 6th July, he obtained a modest
quantity (100mg) of diamorphine. This would tend to suggest that he was at least
contemplating the possibility of killing again. When Mrs Claire Hutchinson came to see
him to tell him that Mrs Woodruff had been to enquire whether she had witnessed Mrs
Grundy’s will, he said that he was very sorry that she had been bothered at home and
that he would never again ask anybody to witness anything in the surgery. In late July,
he had the confidence to tell Dr Banks that he and his staff had carried out an audit of
the patient deaths which had occurred in the first three months of the year and he was
satisfied that there was no cause for concern. Even when the news of the police
investigation broke on 18th August 1998, and the media were full of the story, Shipman
continued to work normally at the surgery. He dealt with the journalists. He received
many expressions of support from patients who were not prepared to entertain the
possibility that the allegations might be true.

13.81 When the arrest came, Shipman retained his composure. In interview, he was, for the
most part, confident and asserted his supposed superiority. At times, he treated the
police with contempt. I notice that he never expressed any sense of regret or sympathy
for the relatives of his victims. He gave clear and apparently rational answers to the
police questions. I say ‘ apparently rational’ because his explanation for the finding of
morphine in Mrs Grundy’s body was not really rational. He told the police that she must
have taken heroin and claimed that he had for some time suspected her of being a drug
addict. Knowing what he knew of Mrs Grundy’s character and background, this must
have been an answer given in desperation. He did not offer any explanation for the
finding of morphine in the bodies of Mrs Winifred Mellor and Mrs Marie Quinn. Shipman
continued to deal with the questions until the interviews of 5th October reached the
stage at which the police made it clear that examination of the surgery computer had
revealed clear evidence that he had made backdated entries in the medical records of
Mrs Mellor, that were plainly designed to provide a plausible explanation for her death.
At that stage, he was clearly at breaking point. The interview was stopped at the request
of his solicitor and was not resumed for over a month. When the interviews were
resumed, he answered ‘ no comment’ to every question. He remained in control of
himself and, to some extent, of the situation.

13.82 At the trial, Shipman played a full and active part. He made copious notes and
frequently gave instructions to his counsel. He gave detailed evidence. He never lost
control of himself. His defence was that he had not killed any of the 15 patients; their
deaths had been natural. At the trial he had an explanation for much of what was
alleged but could not explain the presence of morphine in the bodies. With the
exception of Mrs Grundy, he never sought to do so. He advanced explanations for the
backdating of entries on the computer records, but they were clearly implausible. The
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evidence of guilt was overwhelming. Yet he did not confess, and he maintains to this
day that all he had ever done was to give appropriate treatment to his patients. It may
be that he has convinced himself that he is innocent. The psychiatrists say that such a
degree of self-deception, which involves compartmentalisation of ideas and
dissociation of thought processes, is not uncommon following the commission of very
serious crimes. It is a mental mechanism by which the criminal defends himself from the
overwhelming anxiety which facing reality would cause.

13.83 I cannot say whether Shipman has genuinely convinced himself of his innocence. If he
has, he is plainly out of touch with reality. It may be that he knows what he has done and
that it was wrong but chooses, possibly as a form of self-protection, to maintain a
complete denial. I doubt that we will ever know.



CHAPTER FOURTEEN

Conclusions

The Numbers

14.1 In Phase One of the Inquiry, I set the Inquiry team the task of uncovering all Shipman’s
unlawful killings. As there was uncertainty about whether he had killed a large number of
patients, I decided that the only way the task could be achieved was to consider the
evidence available in relation to every patient of Shipman who died while he was in
practice. Shipman’s guilt in 15 cases was determined by the jury. In all, the Inquiry
considered 887 deaths. In 394 cases, there was compelling evidence that the patient
had died a natural death. Those cases were closed without further investigation. The
Inquiry legal team has investigated the circumstances of the remaining 493 deaths and
I have written a decision in each. I have also written a decision in relation to one incident
in which Shipman acted unlawfully but which did not result in the patient’s death.

14.2 I have found that Shipman committed serious criminal offences throughout his
professional career. From 1974, he regularly obtained controlled drugs by illicit means.
In August 1974, he unlawfully administered an opiate, probably pethidine, to Mrs Elaine
Oswald, causing her to suffer respiratory arrest and putting her life at risk. He first killed
a patient, Mrs Eva Lyons, in March 1975. She was suffering from cancer and was
terminally ill. Shipman gave her a lethal overdose and hastened her death. In the
24 years during which Shipman worked as a doctor, I have found that, in addition to the
15 patients of whose murder he was convicted, he killed 200 patients. In a further 45
cases, there is real cause to suspect that Shipman might have killed the patient. In
38 cases, I have been unable to reach a conclusion of any kind due to the insufficiency
of evidence. These deaths occurred mainly in the early years of Shipman’s career, for
which there are few written records. I regret that the families of these patients will be left
in a state of uncertainty. Shipman’s last victim was Mrs Kathleen Grundy, who died on
24th June 1998. In 210 of the cases in which I have written a decision, I have found that
the death was certainly or probably natural.

The Typical Shipman Killing

14.3 The following picture of a typical Shipman murder emerged. Shipman would visit an
elderly patient, usually one who lived alone. Sometimes, the visit would be at the
patient’s request, on account of an ailment of some kind; sometimes, Shipman would
make a routine visit, for example to take a blood sample or to provide repeat
prescriptions; sometimes he would make an unsolicited call. During the visit, Shipman
would kill the patient. Afterwards, he behaved in a variety of ways and had a variety of
typical explanations for what had happened. Sometimes, he would claim that he had
found the patient dead when he arrived. If asked how he had gained entrance, he would
say that the patient had been expecting him and had left the door ‘ on the latch’.
Sometimes, he would stay at the premises and telephone relatives or call upon
neighbours and reveal the death to them. He might say that he had found the patient
close to death or he would sometimes claim that the patient had died quite suddenly in
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his presence. Sometimes, he would leave the premises after killing the patient, closing
(and thereby locking) the door behind him. Either then or later, he would go in search
of a neighbour who held a key, or to the warden if the patient lived in sheltered
accommodation, and together they would go to the premises and ‘ discover’ the body.
On other occasions, he would leave the body unattended and would wait for a relative
or friend to discover the death.

14.4 Shipman’s usual method of killing was by intravenous injection of a lethal dose of strong
opiate. Sometimes, mainly if the patient was ill in bed, he killed by giving an
intramuscular injection of a similar drug. I suspect that, on occasions, he also gave
overdoses of other drugs, such as Largactil, with the intention of putting a patient into a
deep sleep from which he or she would be unlikely to awake. There is no reliable
evidence that he killed other than by the administration of a drug.

14.5 In addition to these serious offences against the person, Shipman must have committed
drugs offences virtually every day he was in general practice, in that he was almost
always in possession of controlled drugs without lawful authority. He obtained large
quantities of pethidine and diamorphine by illegal, dishonest means, using deception
and forgery.

The Report of Professor Richard Baker: Compatibility of Results

14.6 Professor Richard Baker’s review of Shipman’s clinical practice was published in
January 2001, shortly before the Inquiry was set up. When my own decisions were
complete, I invited Professor Baker to analyse and relate them to his findings. His
analysis is at Appendix A of this Report.

14.7 In his review, Professor Baker considered the 521 deaths of which, according to his
researches, Shipman had certified the cause. He compared the death rates among
Shipman’s patients with those of the patients of other comparable general practitioners.
His best estimate was that an excess of 236 deaths was ‘ most likely to reflect the true
number of deaths about which there should be concern’. Within a 95 per cent
confidence interval, he estimated that the excess deaths (which represented the
number of patients Shipman had probably killed) lay between 198 and 277 patients.
Including the closed cases, the Inquiry has considered a larger number of deaths than
did Professor Baker, as we have considered many deaths of Shipman’s patients which
were not certified by him. Nonetheless, my own decisions have produced results quite
remarkably similar to his. My conclusion that Shipman killed 215 patients falls well within
Professor Baker’s confidence interval. I think it likely that at least some of the 45 deaths
that I have designated as ‘ suspicious’ were ones for which Shipman was responsible.
If 50 per cent of the suspicious deaths were in fact killings, my conclusions would
match Professor Baker’s best estimate very closely indeed.

14.8 The similarity between our conclusions is particularly remarkable because the
processes by which we reached them were completely different. Professor Baker
compared Shipman’s death rates with those of other general practitioners working in the
same localities. I did not have regard to any statistical information, but considered only
the material available in respect of the individual deaths. The overall similarity between



our conclusions gives rise to a high degree of confidence in their accuracy. It would
seem to follow that a statistical comparison of the death rates of a general practitioner
with those of other practitioners in a similar position could be used as a method of
detecting a doctor who was killing his patients. Such a method would not, of course,
detect an occasional killing.

14.9 Professor Baker has demonstrated a very close correlation between the deaths which I
have found were unlawful killings and those which he designated as highly suspicious
after considering the cremation Forms B, where available. There was also a good
correlation between the deaths that I found were natural and those which he regarded
as not suspicious. That would suggest that the kind of information which is presently
contained in cremation Form B should be provided under any new form of death
certification. Scrutiny of such material would be useful when unexplained deaths are
investigated and might well be of value if a system were to be instituted for the random
monitoring of the certification of individual deaths.

14.10 Similarly, Professor Baker has found a close correlation between those deaths for which
I have found Shipman responsible and those which he himself regarded as suspicious
after considering the clinical records. There is also quite a good correlation between
those cases which I am satisfied were natural deaths and those which Professor Baker
considered were not suspicious, on the basis of the clinical records. This would suggest
that the examination of clinical records would be useful in the investigation of
unexplained deaths.

Deaths in Nursing and Residential Homes

14.11 For the 24 year period under review, the Inquiry has investigated 124 deaths in nursing
and residential homes. I have found that only three of those patients were unlawfully
killed by Shipman. They were Mrs Dorothy Fletcher who died in Charnley House on
23rd April 1986, Mr Clifford Heapey who died in Hyde Nursing Home on 2nd June 1995,
and Mrs Eileen Crompton who died in Charnley House on 2nd January 1997. There is
some suspicion surrounding the deaths of a further eight patients. All of Shipman’s other
victims were given a lethal injection in their own home or in Shipman’s surgery. I infer
from those figures that patients living in nursing and residential homes were to a very
large extent protected from Shipman by the presence of staff.

14.12 In his review, Professor Baker found that, over the 24 year period, Shipman had 61 more
patient deaths in institutions than did comparable doctors working in the same areas.
Because he found little cause for suspicion in the cremation documents or medical
records relating to the deaths, Professor Baker did not think that the excess was due to
Shipman killing his patients. He could not identify the reason for it. I am confident that
the reason for this excess cannot be that Shipman was killing his patients. Although I do
not rule out the possibility that I might have been given untruthful evidence in a few
cases, I am quite sure that I have not been misled into believing that a large number of
deaths in institutions were natural, when they were in fact killings. The Inquiry has
obtained evidence from many members of staff who worked in nursing and residential
homes in Hyde. If Shipman had regularly killed patients in these homes, I am sure that
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the staff would have been aware of it and would have expressed their concerns to the
Inquiry.

14.13 Other evidence has emerged during the Inquiry which, at least to some extent, explains
the excess. It occurred mainly during the years 1978 to 1984 and 1993 to 1998. The
excess during the first period is easily explained. It appears that Shipman almost
certainly had more patients in institutions than the doctors with whom he has been
compared. He was new to Hyde in 1977 and was building up his practice list. The
evidence shows that he was popular with the residents of Charnley House and was well
respected by its owner. All new residents who were not already on the list of a general
practitioner in the area were registered on Shipman’s list. During this period, he had a
large number of Charnley House patients and it is, therefore, reasonable to assume that
he would have had a large number of deaths. Shipman stopped accepting all new
residents of Charnley House onto his patient list in the late 1980s and the number of his
patients living there must have gradually declined. That would account for the fact that
there were no or very few excess deaths between 1985 and 1992. Examination of the
Charnley House admissions register shows that Shipman’s patients lived approximately
the same length of time after admission as the patients of other doctors. There is,
therefore, no reason to suspect that he was killing his Charnley House patients during
this period.

14.14 The excess in the second period 1993 to 1998 is not so obviously explained, although it
appears that Shipman might well have had more patients in institutions than did the
other comparable general practitioners. At least two explanations occur to me. One is
that, for financial reasons, Shipman might have been anxious to increase his patient list
after leaving the Donneybrook practice. Another, more sinister, explanation is that he
might have been particularly willing to accept patients in nursing and residential homes
onto his register in order to ensure that his percentage of elderly patients remained
within the normal parameters.

Systems Failures and Tasks for Phase Two

14.15 It is deeply disturbing that Shipman’s killing of his patients did not arouse suspicion for
so many years. The systems which should have safeguarded his patients against his
misconduct, or at least detected misconduct when it occurred, failed to operate
satisfactorily. The esteem in which Shipman was held ensured that very few relatives felt
any real sense of disquiet about the circumstances of the victims’ deaths. Those who
did harbour private suspicions felt unable to report their concerns. It was not until March
1998 that any fellow professional felt sufficiently concerned to make a report to the
coroner. Unfortunately, Dr Linda Reynolds’ report of 24th March 1998 came to nought.
Had it not been for Shipman’s grossly incompetent forgery of Mrs Grundy’s will, it is by
no means clear that his crimes would ever have been detected.

14.16 All but three of the deaths for which I have found that Shipman was responsible were
entered in the register of deaths in reliance on MCCDs completed by Shipman. The
majority of those deaths were followed by cremation. Before a cremation can be
authorised, a second doctor must confirm the cause of death and the cremation



documentation must be checked by a third doctor employed at the crematorium. These
procedures are intended to provide a safeguard for the public against concealment of
homicide. Yet, even with these procedures in place, Shipman was able to kill 215
people without detection. It is clear that the procedures provided no safeguard at all. In
Phase Two, the Inquiry will consider why the procedures failed and what should be
done to devise a system which will afford the public a proper degree of protection.

14.17 Shipman’s patients frequently died suddenly at home, without any previous history of
terminal or life-threatening illness. Such deaths should be reported to the coroner. Yet,
when he had killed a patient, Shipman managed to avoid a referral to the coroner in all
but a very few cases. He did this by claiming to be able to diagnose the cause of death
and to be able to certify its cause. He persuaded relatives that there was no need for a
post-mortem examination. There was in place no system which detected that Shipman
was not reporting to the coroner deaths which ought to have been reported. In Phase
Two, the Inquiry will consider how to ensure that unexpected or unexplained deaths are
reported and their causes properly investigated.

14.18 After Shipman’s convictions for drugs offences in 1976, he declared his intention never
to carry controlled drugs again. Accordingly, he was not obliged to keep a controlled
drugs register. Yet he was able, by a number of different methods, to obtain and
stockpile large quantities of controlled drugs. Despite the fact that the possession and
supply of such drugs are said to be ‘ controlled’, the controls clearly failed to work. In
Phase Two, the Inquiry will consider why that was so and what measures should be
taken to strengthen and improve the systems of control.

14.19 Professor Baker has observed that an effective system of monitoring the death rates of
general practitioners would have detected the excess number of deaths among
Shipman’s patients. No such system was in place during Shipman’s years in general
practice. In Phase Two, the Inquiry will seek to identify effective systems for monitoring
death rates, will consider other possible improvements to the arrangements for the
monitoring of general practitioners and will examine ways of encouraging those
genuinely concerned about possible misconduct by doctors to express their concerns
to those in a position properly to investigate and evaluate them.

14.20 By the end of the Inquiry, I hope to be able to make recommendations which will seek
not only to ensure that a doctor like Shipman would never again be able to evade
detection for so long, but also to provide systems which the public will understand and
in which they will have well-founded confidence.

The Betrayal of Trust

14.21 Deeply shocking though it is, the bare statement that Shipman has killed over 200
patients does not fully reflect the enormity of his crimes. As a general practitioner,
Shipman was trusted implicitly by his patients and their families. He betrayed their trust
in a way and to an extent that I believe is unparalleled in history. We are all accustomed
to hearing of violent deaths, both in the media and in fiction. In some ways, Shipman’s
‘ non-violent’ killing seems almost more incredible than the violent deaths of which we
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hear. The way in which Shipman could kill, face the relatives and walk away
unsuspected would be dismissed as fanciful if described in a work of fiction.

14.22 Although I have identified 215 victims of Shipman, the true number is far greater and
cannot be counted. I include the thousands of relatives, friends and neighbours who
have lost a loved one or a friend before his or her time, in circumstances which will leave
their mark for ever. Although the responsibility for what happened was Shipman’s, there
are many who will never cease to regret that they had not done something differently: to
wish that they had not encouraged their parents to register on Shipman’s list or that, on
the day of the death, they had done something which would have deprived Shipman of
his opportunity to kill. Those people are not, of course, in any sense, responsible for
what occurred (and, rationally, they know it), but it is human nature that some will
harbour the thought that, if only they had acted differently, their loved one would still be
alive today. There are also the hundreds of patients of Shipman who have been deeply
disturbed by the realisation that Shipman was not the kind, caring and sympathetic man
they took him for. They too must feel betrayed.

14.23 Shipman has also damaged the good name of the medical profession and has caused
many patients to doubt whether they can trust their own family doctor. This trust forms
the basis of the relationship between doctor and patient. Although I believe that the
overwhelming majority of patients will, on reflection, realise that they can indeed trust
their doctor as they always have done, there will be some who will remain uncertain.

14.24 I would like to express my deepest sympathy and that of the Inquiry team to all those
who have been bereaved or distressed by Shipman’s actions. The process of the
Inquiry has been welcomed by some but not by all. For many, this Report will provide
the answers they have expected or feared; for many others, it will provide reassurance. I
regret that there are some who must remain in uncertainty. I wish to express my
gratitude to all the witnesses who have assisted the Inquiry by providing statements and
giving evidence. For some, I believe the experience has been cathartic and beneficial.
For many, it was deeply distressing. I am grateful to them all.
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Introduction

In this Appendix, the findings with regard to excess numbers of deaths and deaths giving
cause for concern reported in the review of Shipman’s clinical practice1 published in January
2001 are compared with the determinations of the Inquiry. The purpose is to identify any
general discrepancies between the two investigations and, if discrepancies are identified, to
attempt to explain them. It is important to note that this Appendix is primarily concerned with
those cases for which Shipman issued the Medical Certificate of Cause of Death (MCCD). It
does not deal with the large number of other deaths that have also been investigated by the
Inquiry, these cases being considered in the main body of the Inquiry’s Report.

The Appendix contains the following sections: 

1 The findings of the review are outlined. 

2 The numbers of determinations of cases in different categories are compared with the 
excess numbers of deaths estimated in the review. 

3 The degree of agreement between the determinations of cases by the Inquiry and the 
levels of suspicion attached to cases in the review is assessed. 

4 An analysis is presented of cases according to the determination category in order to 
identify the occurrence of features typical of the convictions in each category.

5 The excess of deaths among patients in residential or nursing homes is considered. 

6 A summary is included of deaths in Todmorden.

7 A summary is included of findings about the frequency of different categories of case 
throughout Shipman’s career as a general practitioner. 

8 Summary and conclusions.

Section 1. The Review

In January 2000, following the trial, the Secretary of State for Health asked the Chief Medical
Officer to commission a review of Shipman’s clinical practice. The review considered several
aspects of Shipman’s clinical activities during his career as a general practitioner from 1974,
but concentrated in particular on the patterns of deaths among his patients. The investigation of
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deaths was undertaken to identify any excess in the numbers of deaths, the time and place of
deaths, and the relationship between certified cause of death and clinical history. Three
principal sources of information were used – surviving clinical records, surviving cremation
certificates, and data obtained from the registration of deaths.

Clinical records

Prior to July 1994, the clinical records of deceased patients were retained by the National
Health Service for a period of three years, although retention for ten years is now mandatory.2

In addition, Shipman chose to store some records beyond the required period and, in
consequence, 282 records of deceased patients were available for review. Fifteen of these
records were those of the patients of whom Shipman had been convicted of murdering, and
these were reviewed to identify features that could be classed as typical of the murders. These
features were found to include:

• All were older females.

• Shipman was present at, or shortly before, the death of the patient.

• Death occurred suddenly at home and, in 14 of the 15 cases, in the afternoon.

• There was only a weak association between the clinical history and the cause of death as
certified by Shipman.

Of the remaining 267 records, 87 involved deaths that had occurred in hospital and had been
certified by hospital doctors, and 180 involved cases in which Shipman had himself issued the
MCCD. To seek evidence of features typical of the convictions, a review was undertaken of the
180 records of those cases in which Shipman had issued the MCCD. Of these, it was possible
to classify 179 according to the degree of suspicion about the true cause of death. One
hundred and two (57.0%) were classified as highly suspicious, 39 (21.8%) as moderately
suspicious, and 38 (21.2%) as not suspicious.

Cremation forms

Specific information must be provided in order to obtain consent to dispose of a body by
cremation. In addition to information provided by the deceased’s relative or executor, the
doctor who attended the patient during the last illness must complete a form (Form B), and a
second doctor must complete another form (Form C) to confirm that there is no need for further
investigation of the cause of death. The information provided by the doctor who attended the
patient in the final illness includes details of persons present at death, and the mode, duration
and time of death. Cremation forms are retained for 15 years and, therefore, most forms
completed by Shipman from 1985 onwards were traced.

In my review, information provided by Shipman on cremation forms was compared with the
information provided by a sample of six local general practitioners who were selected because
they had cared for similar patients and had been in practice for approximately the same period
as Shipman. A total of 767 cremation certificates were available for review, 292 having been
completed by Shipman and 475 by the comparison general practitioners.
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The key findings were that Shipman’s patients were more likely to be reported as having died:

• In the afternoon (55% between 13.00 and 19.00 in comparison with 25% for the other
general practitioners).

• With the general practitioner present (19.5% in the case of Shipman, 0.8% in the case of the
comparison practitioners) or with no one present (40.4% vs 19.0%), and relatives or carers
less likely to be present (40.1% vs 80.2%).

• In a short time – 60.4% of Shipman’s patients were said by him to have died in 29 minutes or
less, in comparison with 22.7% of the patients of the other general practitioners.

Death registrations

All deaths must be notified by an informant to the registrar of the district in which the death
takes place. The informant provides background information about the deceased (date and
place of birth, occupation, usual address) in addition to the information contained on the
MCCD. The data recorded by registrars are collated by the Office of National Statistics, and are
stored as part of the National Deaths Register. For the review, the Office of National Statistics
provided information about the notifications of deaths it had received in which the MCCD had
been completed by Shipman or one of the matched sample of six Hyde general practitioners
for the period 1977–1998, or four comparison practitioners in Todmorden for 1973 –1976. 

The data were used to identify any differences between the observed numbers of deaths
among Shipman’s patients and the numbers expected if their rate of deaths had been the
same as that of the patients of the comparison practitioners. The estimated excess of deaths
1974 –1998 among patients dying at home or on practice premises was 236 (95% confidence
interval 198 to 277). There were six deaths on practice premises.

The excess number of deaths among all patients for whom Shipman had issued an MCCD was
also estimated. In this analysis, deaths at home, in the practice, and in residential and nursing
homes were all included. Deaths occurring in hospitals were also included if the MCCD had
been issued by the general practitioner. The comparison group in this analysis consisted of the
equivalent patients of the matched local general practitioners. In this analysis, the excess was
297 (95% confidence interval 254 to 345).

A third and different analysis restricted to deaths from 1987 to 1998 was also undertaken. In
this analysis, all deaths among Shipman’s registered patients were included, irrespective of
where the death occurred or who had completed the MCCDs. If Shipman had cared for a
greater proportion of his seriously ill patients at home than other doctors, the total number of
deaths among his patients would not have been excessive, even though he had issued more
MCCDs himself. Therefore, an analysis that included all deaths was necessary.

The comparison groups chosen to estimate the numbers of deaths that would have been
expected were those represented by the national death rate in England and Wales, by the rate
in districts classified as manufacturing, and by the rate in the local health district of Tameside.
Using this approach in an updated analysis, the excess in comparison with England and Wales
was 197 (including an excess among females of 162), in comparison with other manufacturing
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districts it was 176 (153 among females), and in comparison with Tameside it was 152 (141
among females). Note that these figures relate to only 12 of Shipman’s 23 years in general
practice. 

In taking account of the findings of these three analyses, and the findings from examination of
records and cremation forms, I concluded that the excess of 236 identified in the analysis
limited to deaths certified by Shipman and occurring at home or in the practice only was ‘ most
likely to reflect the true number of deaths about which there should be concern’.

Section 2. The Determinations

The review considered 521 deaths in which the MCCD was issued by Shipman. The Inquiry
identified a small number of additional cases in which he had certified the cause of death,
bringing the total of deaths in which Shipman had issued the certificate to 526. All the
additional cases involved deaths occurring before 1988 and it is probable that the relevant
certificates were overlooked during the hand search of the National Deaths Register. The
Register has been held on a computer database from 1993, and searches of this database are
almost certainly less subject to error than hand searches of the earlier paper records. The
detailed and arduous process undertaken by the Inquiry to reach a judgement in each of these
cases is described elsewhere. 

In addition to these 526 cases, the Inquiry has considered a large number of other cases not
included in the review. These are: (a) 42 cases certified either by the coroner or by a doctor
other than Shipman and in which determinations have been made; (b) other cases that had
been investigated by the coroner but were established by the Inquiry as not suspicious and
were closed; and (c) many other cases that came to the Inquiry’s attention through various
routes, and which were also closed because there was compelling evidence that death was
natural. These three groups of cases are not considered in this Appendix.

The determinations have been grouped by the Inquiry into the following categories:

A: Sure the patient was unlawfully killed (includes the 15 convictions);

B: Satisfied the patient was probably unlawfully killed;

C: A real suspicion of unlawful killing, falling short of probability;

D: Satisfied that death was probably natural;

E: Sure the death was natural;

Z: Insufficient evidence upon which to reach a conclusion;

Closed: Compelling evidence that the death was natural, precluding the need for further 
investigations.
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The numbers determined to be unlawfully killed in comparison with the estimated excess 

The numbers of cases in each category are shown in Table 1. Two hundred and twelve cases
were classified as either A or B (the 15 convictions are included as A cases). The number
classified as either A, B or C was 255.

Table 1:  The numbers of determinations in different categories (all deaths)

Determination N %

A 165 31.4

B 47 8.9

A + B 212 40.3

C 43 8.2

A + B + C 255 48.5

Z 37 7.0

Closed 60 11.4

D 54 10.3

E 120 22.8

Total 526 100
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In Table 2, the same data are presented, but in relation only to those deaths that occurred in
the patient’s home or on practice premises. The total number classified as A or B was 209 (a
little more than 50% of all deaths), and the total for A, B and C was 244.

Although both the review of Shipman’s clinical practice and the Inquiry have investigated the
deaths of his patients, they had different aims and used different methods. In comparison with
the Inquiry’s investigation, the review had very much less information available. This was
restricted to the numbers of deaths, the information contained on death notifications held by the
Office of National Statistics, and surviving cremation forms and clinical records. The
conclusions of the statistical analyses undertaken depended on choice of comparison groups.
Although the findings were similar when a matched group of local general practitioners and
national and district mortality rates were used in different analyses, the estimates of the excess
should not be regarded as completely exact.

In addition to the information used in the review, the Inquiry has been able to call on the
evidence of the relatives and friends of the people who died, and health professionals who
were involved in, or were able to provide expert opinions about, the care provided to the
deceased. Furthermore, painstaking investigations, supported by the statutory powers of the
Inquiry, have led to the discovery of large amounts of supplementary documentary evidence,
including the counterfoils of the MCCDs issued by Shipman, practice visits books and
appointments sheets, and other materials.

It should not be surprising, therefore, if the review’s statistical analyses and assessments of a
comparatively limited number of documents should produce a conclusion different to that
arising from the Inquiry’s exhaustive case by case investigation. In the event, however, the two

Table 2:  The numbers of determinations in different categories (deaths at home or 
in the practice only)

Determination N %

A 164 40.7

B 45 11.2

A + B 209 51.9

C 35 8.7

A + B + C 244 60.6

Z 27 6.7

Closed 59 14.6

D 27 6.7

E 46 11.4

Total 403 100
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approaches lead to very similar conclusions. If only A and B cases are taken into account,
Table 2 indicates a slightly lower Inquiry figure of 209 in comparison with the review’s 236 (95%
confidence interval 198 to 277) for the number of cases about which there should be concern.
If A, B and C cases are included (in which there was at least ‘ a real suspicion of unlawful killing,
falling short of probability’), the Inquiry’s figure rises to 244 cases. It should also be noted that
27 cases were placed in the Z category by the Inquiry (‘ insufficient evidence upon which to
reach a conclusion’). Thus, as far as excess numbers of deaths at home or in the practice are
concerned, the findings of the review and the Inquiry are more or less the same.

In the review, the excess of deaths was 297 (95% confidence interval 254 to 345) when deaths
in residential or nursing homes certified by Shipman had been included. This figure was
regarded as unlikely to reflect the true number of deaths about which there should be concern.
In the course of the review, only one death in an institution was classified as highly suspicious
on the basis of information in the cremation form, and one on the basis of review of medical
records. Ten deaths in institutions were classified following review of records as moderately
suspicious, and six as moderately suspicious on review of cremation forms. Consequently, it
was concluded that the excess of deaths among residents of residential or nursing homes was
unlikely to have been due to unlawful killings. The Inquiry classified only three cases involving
deaths in residential or nursing homes as either A or B, and a further eight as C, and the
findings of the review are compatible with this conclusion. It should be noted that ten deaths in
institutions were classified as Z. Almost all the excess of deaths in institutions cannot, therefore,
be explained by unlawful killings, and alternative explanations are considered in Section 5 of
this Appendix.

The fact that the review and the Inquiry have reached similar conclusions has two principal
implications. First, it is possible to have confidence in the general conclusion that Shipman,
during his working life, unlawfully killed in the region of 220 –240 people. Second, a system for
monitoring the mortality rates of people registered with individual general practitioners should
have detected this excess. The methods used in the review to estimate the excess relied on the
retrospective identification of deaths and the reconstruction of Shipman’s practice register, but
a specifically designed and prospective system would not have to overcome these difficulties.
Therefore, plans to introduce a monitoring system should be encouraged.

Section 3. The Association between  Determinations and Levels of 
Suspicion

The Inquiry has made a determination in each case it considered. In my review, cases in which
some documentary evidence (clinical records or cremation forms) could be identified were
classified as not, moderately or highly suspicious. Tables 3 and 4 show the relationship
between the classification of cases by the Inquiry and in the review on the basis of cremation
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forms and clinical records respectively. The convictions are excluded from these analyses
since verdicts were reached before I undertook the review of cremation forms and records.

Despite the different nature of the evidence available to the review and the Inquiry, the
classification of cases is similar. In the comparison of level of suspicion assessed on the basis
of cremation forms with the determinations of the Inquiry, 108 (85.7%) of the 126 in the A
category had been classed as highly suspicious, and 16 (12.7%) as moderately suspicious.
Forty-four  (80.0%) of the 55 cases in the E category were classed as not suspicious, and ten
(18.2%) as moderately suspicious. All 30 of the closed cases were classed as not suspicious.
Of the 17 cases in category C, nine (52.9%) were classed as moderately or highly suspicious. 

The relationship between level of suspicion based on clinical records and the Inquiry’s
determinations is similar. Of the 97 cases in category A, 80 (82.5%) had been classed as highly
suspicious and 15 (15.3%) as moderately suspicious. Of the 38 cases in category E, 20
(52.6%) were classed as not suspicious and 14 (36.8%) as moderately suspicious. All of the
nine closed cases were classed as not suspicious. Of the seven cases in category C, four
(57.1%) were classed as highly suspicious.

In general, these findings indicate that the review and the Inquiry have reached similar
conclusions. Some differences would be expected, since the Inquiry has been able to take
account of much new evidence, but the degree of consistency should provide reassurance
about the general conclusions of both the Inquiry and the review.

Table 3:  Relationship between determinations and classification of cases from review 
of cremation forms (convictions excluded) 

Level of suspicion Determinations Total

 A B C D E Z Closed  

none 2 5 8 17 44 8 30 114

moderate 16 7 6 1 10 1  41

high 108 17 3 1 1   130

Total 126 29 17 19 55 9 30 285

Table 4:  Relationship between determinations and classification of cases from review 
of clinical records (convictions excluded)

Level of suspicion Determinations Total

A B C  D E Z Closed

none 2 1 5 20 1 9 38

moderate 15 6 2 1 14 1 39

high 80 12 4 2 4 102

Total 97 18 7 8 38 2 9 179
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Section 4. Identification of Features Typical of the Convictions

Certain features could be identified as typical among the murders of which Shipman was
convicted (sudden death at home, on weekday afternoons, of older females, with a weak
association between clinical history and certified cause of death, and Shipman having been
present at or having attended the patient shortly before death). These features would not
necessarily all be present in a single case; for example, the deaths of some male patients have
been categorised as A, as has one death in a residential home. In general, however, these
features may be used to explore the likelihood of unlawful killing among groups of patients.
Thus, if these features were to be found among a high proportion of cases categorised as D, E,
Z or closed, the possibility should be considered that some deaths in these categories were in
fact unlawful killings.  

In the review, evidence of the presence of features typical of the convictions was obtained from
clinical records and cremation forms, most of which had been completed by Shipman himself.
The Inquiry has collected a large quantity of evidence from sources independent of Shipman,
and, since these sources are more reliable, the data collected by the Inquiry have generally
been employed in the analyses that follow. Five features are considered: time of death, gender
of deceased, age of deceased, certified cause of death, and day of week of death. The
convictions have again been included in category A.

Time of death

The time of death was one feature typical of the murders. In 451 cases, the Inquiry has
established the time of death from independent sources (usually witness statements), and the
findings related to each category of case are shown in Table 5. In 412 cases, the time of death
could be identified with confidence as occurring in one of four six-hour periods (24.01– 6.00,
6.01–12.00, 12.01–18.00, 18.01–24.00). In 39 cases, the time of death could not be firmly
established, and in these cases, the evidence was restricted to broad periods such as the
night, during the day, the afternoon or evening, or some time in a two day period. 

Of the cases in which the time of death could be identified to a particular six hour period, 152
were in category A, and of these 124 (81.6%) occurred in the 12.01–18.00 period. Comparison
of the Inquiry’s findings in the A category cases with the information obtained during the review
from cremation forms completed by the other general practitioners indicates a marked
difference. Of the 464 cases of the comparison practitioners, 105 (22.6%) occurred 24.01–
6.00, 134 (28.9%) 6.01–12.00, 114 (24.6%) 12.01–18.00, and 111 (23.9%) 18.01–24.00. 

The proportions of deaths occurring 12.01–18.00 for the other determination categories are
shown in Table 5. The findings in relation to the closed and E cases are similar to those relating
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to the other general practitioners. Caution should be used in drawing conclusions about cases
in categories C, D and Z since the numbers in each category are relatively small. 

Figure 1 displays the proportion of deaths occurring in the four six-hour quarters of the day for
the 412 cases in which this could be confidently established, and the same information relating
to the patients of the comparison general practitioners taken from cremation forms. The times of
death of Shipman’s patients are those established by the Inquiry, and are grouped into cases
categorised as either A, B or C combined, or D and E combined, or Z cases. Those in the A, B
or C group have a distinctly different distribution in comparison with patients of the other
general practitioners. The D and E group is similar to the comparison general practitioners. The
same data are shown in Figure 2 relating only to deaths occurring at home.

Table 5:  The time of day of death as concluded by the Inquiry, for each category of case 
determination (n=451; in 74 cases the likely time of death could not be established) 

Time of day (hours) Determinations Total

A B C D E Z closed  

1. Cases identified to one of four six-hour periods

0-6  1 2 7 26 2 10 48

6.01-12 & morning 27 3 3 9 41 7 6 96

12.01-18 & afternoon 124 31 14 14 17 6 6 212

18.01-24 & evening 1 6 12 4 22 2 9 56

Subtotal 152 41 31 34 106 17 31 412

% in afternoon 81.6 75.6 45.2 41.2 16.0 35.3 19.4

2. Cases for which the time of death could not be firmly established

during the night    6 7  3 16

6.01-18.00 10 3   2 2  17

past 1-2 days 2  3    5

12.01-24.59  1      1

 Total 164 45 34 40 115 19 34 451
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Figure 1:  Percentage of deaths occurring at home or institutions in each six hour period of the day 
(0.0–06.00, 06.01–12.00, 12.01–18.00, 18.01–24.00), comparing deaths of patients of the 
comparison general practitioners (data taken from cremation forms) with category A, B or C, D and 
E, and Z cases (times established by the Inquiry). N=412.

Figure 2:  Percentage of deaths occurring at home only in each six hour period of the day (0.0–
06.00, 06.01–12.00, 12.01–18.00, 18.01–24.00), comparing deaths of patients of the comparison 
general practitioners (data taken from cremation forms) with category A, B or C, D and E, and Z 
cases (times established by the Inquiry). N=307.
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Gender and age

The review reported that, in comparison with the deaths certified by the other general
practitioners, a greater proportion of deaths certified by Shipman were of females. Table 6
displays information about the gender of patients according to category of case. The
proportion of cases that were female exceeded the proportion for the comparison practitioners
for all categories other than the closed cases. 

In general, a high proportion of people in nursing and residential homes are women, and,
therefore, a difference between Shipman and the comparison practitioners in the numbers of
deaths among females could be accounted for if a large number of Shipman’s cases involved
deaths in institutions. Therefore, in investigating gender, deaths that occurred at home were

Table 6:  Gender of patients according to determination categories. 
N=526. *from review, page 64  

Determinations Gender Total 

male female

A N 31 134 165

% 18.8 81.2

B N 11 36 47

% 23.4 76.6

C N 17 26 43

% 39.5 60.5  

Z N 17 20 37

% 45.9 54.1  

D N 16 38 54

% 29.6 70.4

E N 36 84 120

% 30.0 70.0  

Closed N 30 30 60

% 50.0 50.0  

Total N 157 369 526

% 29.8 70.2  

Comparison GPs, 
all deaths*

N 528 608 1136

% 46.5 53.5  

Comparison GPs, 
deaths at home*

N 440 360 800

% 55.0 45.0  
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also considered separately. Among deaths at home in the D category, the proportion that were
female was higher than expected in comparison with the other general practitioners – of 27 D
cases 11 (40.7%) were males and 16 (59.3%) females. Among E cases 25 (54.3%) were males,
and 21 (45.7%) females, and among Z cases, there were 15 (55.6%) males and 12 (44.4%)
females.

There were no differences in age between different categories of cases (Table 7).

Cause of death

In comparison with the other general practitioners, Shipman certified a greater proportion of
deaths among his patients as due to heart conditions or stroke (Table 8.27 of the review). It
should be remembered, of course, that the causes of death are those given by Shipman.
Therefore, they should be regarded as being causes that could be associated with the
circumstances of death and could be used by Shipman in explanation of what had happened;
for example, heart conditions or stroke might be used as explanations in cases of sudden
death due to unlawful killing. In many cases, they are plausible fabrications rather than truthful
statements.

Table 8 shows the proportion of cases in each category that Shipman certified as due to
causes belonging to one of five groups: heart conditions (heart attacks, heart failure), stroke,
cancer, old age (including senility), and other causes (for example, bronchopneumonia, renal
disease). A high proportion of cases categorised A, B or C were certified as due to heart
conditions or stroke, but the proportions for cases in categories D or E were relatively similar to
the pattern found among the comparison practitioners. 

Among deaths at home in the cases categorised D, E or Z, the proportions of cases certified by
Shipman as due to old age were lower (although still higher than the comparison practitioners),
indicating that he used this cause of death more commonly among people who died in

Table 7:  Mean age of patients according to case determination category 
(N=526)

Determinations N Mean 95% Confidence Interval for Mean

Lower Upper 

A 165 76.8 75.4 78.2

B 47 76.5 73.2 79.8

C 43 77.7 75.0 80.3

Z 37 79.8 76.7 82.8

D 54 80.3 76.9 83.6

E 120 79.9 77.7 82.1

Closed 60 72.1 69.1 75.2

Total 526 77.6 76.6 78.5

Comparison GPs 1136 76.4 75.7 77.2
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residential or nursing homes. Since there are only small numbers of cases in the C, D and Z
groups, caution is required in drawing conclusions.

Table 8:  Cause of death as certified by Shipman according to the case determination 
categories (N=526)

Determinations Cause of death category Total

cardiac stroke cancer old age etc other

A N 75 52 8 11 19 165

 %  45.5 31.5 4.8 6.7 11.5  

B N 24 8 7 5 3 47

 %  51.1 17.0 14.9 10.6 6.4  

C N 20 3 7 6 7 43

 %  46.5 7.0 16.3 14.0 16.3  

D N 8 7 11 17 11 54

 %  14.8 13.0 20.4 31.5 20.4  

E N 31 15 20 39 15 120

 %  25.8 12.5 16.7 32.5 12.5  

Z N 10 3 11 8 5 37

 %  27.0 8.1 29.7 21.6 13.5  

Closed N 10 6 29 2 13 60

 %  16.7 10.0 48.3 3.3 21.7  

Total  N 178 94 93 88 73 526  

 %  33.8 17.9 17.7 16.7 13.9  

Comparison GPs N 319 130 337 50 300 1136

% 28.1 11.4 29.7 4.4 26.4
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Day of death

In comparison with the other general practitioners, a lower proportion of deaths certified by
Shipman occurred on Saturday or Sunday (see Table 8.28 of the review). The numbers of
deaths on different days of the week by category of case are shown in Table 10. The findings
indicate that, for those cases in which the day of death could be confirmed, a higher proportion
of deaths in categories A and B occurred on weekdays, but this pattern was not evident for
cases in categories D, E or Z.

Table 9:  Cause of death as certified by Shipman according to the case determination 
categories. Deaths at home only (N=403)

Determinations Cause of death category Total

cardiac stroke cancer old age etc other

A N 75 52 8 11 18 164

 %  45.7 31.7 4.9 6.7 11.0  

B N 23 8 7 5 2 45

 %  51.1 17.8 15.6 11.1 4.4  

C N 16 3 7 3 6 35

 %  45.7 8.6 20.0 8.6 17.1  

D N 6 3 8 5 5 27

 %  22.2 11.1 29.6 18.5 18.5  

E N 23 4 11 4 4 46

 %  50.0 8.7 23.9 8.7 8.7  

Z N 8 2 8 5 4 27

 %  29.6 7.4 29.6 18.5 14.8  

Closed N 9 6 29 2 13 59

 %  15.3 10.2 49.2 3.4 22.0  

Total  N 160 78 78 35 52 403

 %  39.7 19.4 19.4 8.7 12.9  

Comparison GPs
(deaths at home)

N 239 88 295 12 166 800

% 29.9 11.0 36.9 1.5 20.8
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Summary and conclusion

Five features typical of the convictions were investigated in order to determine whether they
were confined to cases categorised as A, B or C, or were also found in other categories. Some
caution is required in drawing conclusions relating to categories that include relatively small
numbers of cases, notably, categories C and Z. Nevertheless, some findings are clear:  

• Categories A and B are distinctly different to the other categories in three respects: death is
more likely to have occurred on a weekday; it is more likely to have occurred in the
afternoon; and the causes of death as certified by Shipman were more likely to be heart
conditions or stroke, causes that could be used as plausible fabrications when death had
been sudden.

• Among cases classified as C, high proportions involved females, deaths in the afternoon
and on Mondays and Tuesdays, and were certified as due to heart conditions.

Table 10:  Day of week of death according to category of determination. N=520. 

Determinations Day of week of death Total

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

A N 39 37 28 22 25 7 7 165

% 23.6 22.4 17.0 13.3 15.2 4.2 4.2  

B N 3 8 9 6 13 3 4 46

% 6.5 17.4 19.6 13.0 28.3 6.5 8.7  

C N 9 10 5 4 7 6 2 43

% 20.9 23.3 11.6 9.3 16.3 14.0 4.7  

Z N 8 3 4 5 5 4 6 35

% 22.9 8.6 11.4 14.3 14.3 11.4 17.1  

D N 5 12 5 8 8 11 5 54

% 9.3 22.2 9.3 14.8 14.8 20.4 9.3  

E N 19 18 16 25 13 13 16 120

% 15.8 15.0 13.3 20.8 10.8 10.8 13.3  

Closed N 4 7 4 9 13 14 6 57

% 7.0 12.3 7.0 15.8 22.8 24.6 10.5  

Total N 87 95 70 80 84 58 46 520

% 16.7 18.3 13.5 15.4 16.2 11.2 8.8  

Comparison 
GPs

N 152 167 184 178 150 167 138 1136

% 13.4 14.7 16.2 15.7 13.2 14.7 12.1  
ENDIX A



• The features typical of the convictions were not found in excess among closed and E cases.
Deaths were not more likely to occur in the afternoon or on weekdays in comparison with the
patients of other general practitioners, and the causes of death did not indicate an excess
of heart conditions or strokes.

• Among Z cases, ‘ old age’ was a frequently certified cause of death, and there was a slightly
higher proportion of females, but other features typical of the convictions were not found. 

• Cases categorised as D included more deaths occurring between 12.01 and 18.00 than
occurred in E or closed cases, or among patients of the comparison practitioners. Since the
number of cases is small, care should be exercised in drawing conclusions from this
finding. Furthermore, in the case of a death occurring in the afternoon but otherwise
regarded as natural, the fact of death in the afternoon would have been taken into account
in the Inquiry’s decision to allocate the case to the D rather than the E category. 

• D cases also included high proportions of females and deaths certified as due to ‘ old age’.
This finding was made even among deaths at home. However, there was no pattern of
decreased numbers of deaths at weekends among D cases.

• In comparison with the other general practitioners, a greater proportion of Shipman’s cases
were female, other than the closed group. With regard to the E category, this was largely
accounted for by deaths in residential or nursing homes.  

• There were no differences between the categories with regard to mean age at death. 

In view of these findings, it is reasonable to conclude that the closed and E categories are
highly unlikely to include unlawful killings. The possibility of a few unlawful killings among D
cases is unlikely, but cannot be completely excluded.  

Section 5. Deaths in Residential and Nursing Homes

The review identified a greater excess of deaths among Shipman’s patients when those that
occurred in residential and nursing homes (institutions) were included (297 versus 236, a
difference of 61 extra deaths). Since only a very small number of deaths in institutions were
regarded as suspicious in the review, the explanation for the excess was unclear. Of the 123
deaths in institutions, only 11 (8.9%) have been categorised as A, B or C (Table 11).
Apparently, therefore, the excess number of deaths in institutions cannot be adequately
accounted for by unlawful killings. In this section, additional evidence collected by the Inquiry
is used to help explain the observed excess number of deaths in institutions.
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Figure 3:  The cumulative excess of deaths, males and females aged 75 or above, including those 
occurring in the patient’s own home and those occurring in either institutions or the patient’s own 
home (all deaths)

Figure 3 shows the cumulative excess of deaths certified by Shipman with and without the
inclusion of deaths in institutions. Only the aged 75 and above age groups are shown, since
the addition of deaths in institutions to the age groups 0–64 and 65–74 does not alter the trend.
Only among females in the age group 75 or above does a difference emerge. In comparison
with the trend for deaths at home only, the addition of deaths in institutions is associated with a
steep increase in the years 1978 to 1984.

Table 11:  The numbers of deaths certified by Shipman occurring in institutions (residential or 
nursing homes and hospitals) or the patient’s own home (includes Shipman’s practice)

Determinations Place of death Total

Institution Own home or the practice

A 1 164 165

B 2 45 47

C 8 35 43

Z 10 27 37

D 27 27 54

E 74 46 120

Closed 1 59 60

Total 123 403 526
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Table 12 shows the excess numbers of deaths in institutions in each year, 1974–1998. The total
excess in this period was 60.4. The excess that accumulated between 1978–1984 was 38.7
deaths, with an additional excess of 18.1 deaths occurring 1993–1998. These two periods
account for 56.8 of the 60.4 excess deaths. 

Deaths among people in institutions that were categorised A, B or C are shown by year in Table
13. Only four deaths in the 1978–1984 period were C category cases, which is only 10.3% of
the excess deaths in this period, and none was A or B. However, in the 1993–1998 period, one
case was categorised B, one A and two C (22.1% of the excess deaths in the period).

Table 12:  Annual excess number of deaths in institutions, 1974–1998. *From Tables 8.15–8.26 
of the review

Year of death Number of deaths 
in institutions

Expected number 
of deaths*

Excess of deaths

1974 2 1.42 .58

1975 1 1.97 -.97

1977 1 1.55 -.55

1978 8 2.52 5.48 

1979 8 2.45 5.55

1980 8 2.35 5.65

1981 12 1.32 10.68

1982 7 1.63 5.37

1983 7 5.62 1.38

1984 8 3.45 4.55

1985 3 3.89 -.89

1986 2 2.29 -.29

1987 5 3.49 1.51

1988 4 2.94 1.06

1989 2 2.00 0

1990 2 1.69 .31

1991 4 2.55 1.45

1992 4 2.70 1.30

1993 8 4.14 3.86

1994 4 3.27 0.73

1995 5 2.36 2.64

1996 7 3.58 3.42

1997 8 2.70 5.30

1998 3 0.81 2.19

Total 123 62.69 60.36
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Table 14 shows background information about the deaths in institutions 1978–1984, and Table
15 the same information for the period 1993–1998. In the second period, a greater proportion of
deaths were of males, old age was less commonly given as the cause of death, and the
proportion of those aged over 85 was lower.

Table 13:  The determinations of the deaths in institutions in A, B and C categories, 1974–1998 
(years with no deaths in these categories not shown)

Year Determinations

A B C

1979 1

1980 1

1981 1

1982 1

1986 1

1987 1

1992 1

1993 1

1994 1

1995  1

1997 1

Table 14:  Age groups, gender, year of death and cause of death of deaths in institutions, 1978–
1984 (N=58)

N %

Age group 65–74 2 3.4

75–84 25 43.1

85 or above 31 53.4

Gender male 7 12.1

female 51 87.9

Cause of death Heart conditions 8 13.8

Stroke 6 10.3

Cancer 4   6.9

Old age 30 51.7

Other 10 17.2
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Table 16 presents information about the day and time of death, and likelihood that Shipman
had been present near the time of death for deaths 1978–1984, and Table 17 presents the
same information for 1993-1998. In the later period, fewer deaths occurred during weekends
and Shipman was more likely to be identified as attending the patient around the time of death,
although there was no difference in the proportions dying at different times of the day. The
usual caution about drawing conclusions from small numbers should be borne in mind.

Table 15:  Age groups, gender, year of death and cause of death of deaths in institutions, 1993–
1998 (N=35)

N %

Age group <65 2   5.7

65–74 5 14.3

75–84 12 34.3

85 or above 16 45.7

Gender male 11 31.4

female 24 68.6

Cause of death Heart conditions 7 20.0

Stroke 7 20.0

Cancer 5 14.3

Old age 11 31.4

Other 5 14.3
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Table 16:  Day of death, evidence of attendance on day of death from MCCD 
counterfoils or other sources of evidence, and time of death for deaths in institutions, 
1978–1984 (N=58). *Information obtained by the Inquiry.

N %

Day of death Monday 7 12.1

Tuesday 6 10.3

Wednesday 6 10.3

Thursday 13 22.4

Friday 7 12.1

Saturday 10 17.2

Sunday 9 15.5

MCCD counterfoil records attended on day of death* no 45 77.6

yes 13 22.4

Other evidence indicates Shipman attended on day 
of death (2 cases no information available)*

No or probably no 33 58.9

Yes 23 41.1

Time of death (data not available for 11 cases)* 0–6.00  9 19.1

6.01–12.00 20 42.6

12.01–18.00 9 19.1

18.00–24.00 9 19.1
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Table 17:  Day of death, evidence of attendance on day of death from MCCD 
counterfoils or other sources of evidence, and time of death for deaths in institutions, 
1993–1998 (N=35). *Information obtained by the Inquiry.

N %

Day of death Monday 6 17.1

Tuesday 6 17.1

Wednesday 3   8.6

Thursday 9 25.7

Friday 6 17.1

Saturday 3 8.6

Sunday 2   5.7

MCCD counterfoil records attended on day of death* no 24 68.6

yes 11 31.4

Other evidence indicates Shipman attended on day 
of death*

No or probably no 14 40.0

Yes 21 60.0

Time of death (data not available for 1 case)* 0–6.00  9 26.5

6.01–12.00 14 41.2

12.01–18.00 7 20.6

18.00–24.00 4 11.8
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Table 18:  Numbers of deaths in each year in each residential or nursing home, 1978–1998 
(excludes deaths in Todmorden). *Nursing home.
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1978 6 1 1 8

1979 6 1 1 8

1980 7 1 8 

1981 7 1 1 1 2 12

1982 6 1 7

1983 5 1 1 7

1984 4 1 1 2 8

1985 2 1 3

1986 2 2

1987 3 1 1 5

1988 2 2 4

1989 1 1 2

1990 1 1 2

1991 1 1 2 4

1992 1 2 1 4

1993 1 3 1 1 1 1 8

1994 1 3 4

1995 3 1 4

1996 2 1 3 1 7

1997 1 4 2 1 8

1998 1 2 3

total 52 14 15 6 3 1 7 8 2 8 1 1 118

A, B or C 
cases

4 1 5

N female 52 11 7 4 3 0 7 8 2 3 1 1 99

% female 100 78.6 46.7 66.7 100 0 100 100 100 37.5 100 100 83.8

Mean age 
(yrs)

85.0 86.2 78.7 93.6 88.2 54.0 85.2 88.8 82.1 86.5 75.5 81.9 84.8
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In Table 18, the number of deaths in each institution in each year are shown, together with the
percentage of cases that were females and the mean age of the deceased. In the early years,
most deaths occurred in one residential home, Charnley House, but, from 1987 onwards,
deaths were more common in other institutions. The Inquiry has obtained a witness statement
from the director of Charnley House, Mrs Lynn Lanceley. Her evidence confirms a policy
operated at Charnley House in which Shipman would be asked to take on the care of newly
admitted residents. From the late 1980s, this policy was discontinued, since Shipman became
less willing to accept residents of the home as patients. The witness also indicated that
Charnley House had been one of only a few residential homes in Hyde throughout the 1970s
and early 1980s but, from the mid-1980s, a growing number of residential homes were opened
in the area. This evidence explains the decline in the number of Shipman’s patients who died in
Charnley House from 1984.

Table 18 also suggests an increase in the numbers of people who died in nursing homes.
Nursing homes accommodate people who require at least some nursing care, and who are
more likely, therefore, to suffer from disabilities and illnesses than people in residential homes.
Consequently, it is probable that the characteristics of the patients who died during the second
period of excess deaths, 1993–1998, are explained by their greater need for nursing care in
comparison with the 1978–1984 period.  

Fifty-six (45.5%) of the 123 patients of Shipman who died in institutions were residents of
Charnley House. Shipman issued the MCCD in 52 of these cases, the other four being
investigated by the coroner. The admissions register of this home contains both the date of
admission and the date of death, and it was possible, therefore, to calculate the length of time
all 56 patients lived in the home before death. The mean age at death of Shipman’s patients
was 84.8 years, the other patients having a mean age of 84.7 years. The mean number of days
between admission to Charnley House and death (if death occurred in Charnley House) was
682 days for Shipman’s patients and 619 days for the patients of other doctors.  Among
Shipman’s patients, 27.3% survived 100 days or less, in comparison with 21.2% for the other
patients. Also, 8.9% of Shipman’s patients survived 2000 days or longer, in comparison with
5.1% among the other patients. 

In summary, the new information obtained by the Inquiry generally supports the view that the
excess of deaths in institutions has a natural explanation:

• The excess of deaths in institutions occurred 1978–84 and 1993–1998.

• The excess was confined to older females.

• Only 11 deaths in institutions were categorised as A, B or C.

• The excess 1978–1984 is explained by the policy at that time of one residential home
(Charnley House) to register newly admitted patients with Shipman. After admission to the
home, Shipman’s patients generally lived as long or longer than the patients of other
doctors.

• The excess 1993–1998 is associated with a high proportion of deaths in nursing homes. The
reason why Shipman would have a high number of such patients is not clear, although
nursing home care replaced much long-term hospital care during the 1990s.
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Section 6. Deaths in Todmorden

Confident conclusions about the deaths that occurred in Todmorden 1974–1975 are difficult
because only a limited amount of evidence remains available. Furthermore, the findings of any
statistical analysis must be treated with considerable caution because of the small number of
deaths involved. The tentative conclusion of the review was that there were reasons for concern
about some of the deaths, but that more evidence was needed. Some additional evidence is
now available from the investigations of the Inquiry. This is summarised in Table 19.

Table 19:  Deaths in Todmorden certified by Shipman, showing date, day of week, age and 
gender, cause, time of death, whether Shipman had been present, and case category (N=22)

 Date of death Day of 
week of 
death

Age Gender Cause of 
death 

Time of death Shipman 
present

Category 

1 10.05.1974 Friday 72 female other D 

2 23.07.1974 Tuesday 26 male cancer D

3 09.12.1974 Monday 18 male other 0-6 E 

4 16.12.1974 Monday 26 female other E 

5 29.12.1974 Sunday 86 female cardiac Z 

6 21.01.1975 Tuesday 62 male other 12.01-18 Yes C 

7 21.01.1975 Tuesday 73 female cancer 18.01-24  Yes C 

8 21.01.1975 Tuesday 84 female cva 12.01-18  Yes C 

9 25.01.1975 Saturday 70 male cardiac 6.01-12 Z 

10 15.02.1975 Saturday 80 female cardiac C 

11 11.03.1975 Tuesday 72 female cancer E 

12 11.03.1975 Tuesday 65 male cardiac 18.01-24 E 

13 17.03.1975 Monday 70 female cancer 18.01-24  Yes B 

14 21.03.1975 Friday 67 female cardiac During last  
1-2 days

C 

15 01.04.1975 Tuesday 87 male cardiac 12.01-18  Z 

16 06.04.1975 Sunday 77 male other 12.01-18 D 

17  7.04.1975 Monday 67 female cancer 12.01-18 Z

18 08.04.1975 Tuesday 86 female cardiac 12.01-18  Yes E 

19 26.05.1975 Monday 59 female cancer 0-6 Yes D 

20 04.08.1975 Monday 77 female cardiac No E 

21 09.08.1975 Saturday 88 male cardiac D 

22 01.09.1975 Monday 70 female cardiac 18.01-24 E 
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Of the 13 cases in which the time of death could be established, six occurred 12.01–18.00. It
was also established that Shipman had been present at about the time of death in six cases,
three of which involved deaths occurring 12.01–18.00. The numbers of cases are too few to
enable meaningful conclusions to be reached about the causes of death, age and gender, or
days of the week of death. 

In coming to a conclusion about the likelihood that Shipman unlawfully killed some patients in
Todmorden, the most significant information in Table 19 is the determination in each case; of
the 22 cases, one case was classified as B, five as C and four as Z. All the others were
classified as D or E.  

Deaths 6, 7 and 8 in Table 19 occurred on the same date. In addition, two other deaths (11 and
12) also occurred on the same date. From time to time, two or more patients of a general
practitioner will die on the same day, and, therefore, care should be taken in ascribing these
clusters of deaths to murders. Some assistance in estimating the frequency with which a
general practitioner will certify more than one death on the same day can be obtained from the
deaths certified by the ten comparison practitioners (four in Todmorden, six in Hyde) (see
Table 20). Of the deaths certified by Shipman, 62 (11.8%) are accounted for by deaths that
occurred on the same day as another death. Of the 1136 deaths certified by the comparison
practitioners, 22 (1.9%) occurred on the same day as another death certified by the same
practitioner. Shipman certified three deaths on the same day on two occasions, 21 January
1975 and 26 March 1984. No other doctor certified three deaths on the same day.
Consequently, concern about the true cause of one or more of the three deaths that occurred in
Todmorden on 21 January 1975 would be justified. The concern about the explanation for three
deaths that occurred in Todmorden on the same day is reflected by the Inquiry’s
determinations in these cases, all having been categorised as C.

Table 20:  The number of occasions on which Shipman and ten other general practitioners 
certified more than one death on the same day

Doctor Years included Total deaths 
certified 

Number of occurrences of more 
than one death on same day

Total number of 
patients involved

Shipman 1974-1998 526 30 62

1 1973-1976 65 0

2 1973-1976 21 0

3 1973-1976 43 1 2

4 1973-1976 47 0

5 1977-1996 193 2 4

6 1977-1998 210 2 4

7 1977-1997 145 0

8 1983-1998 135 3 6

9 1977-1998 178 3 6

10 1982-1998 99 0

Total 1662 39 84
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Section 7. An Analysis of Patterns from 1974

The determinations made by the Inquiry enable an exploration of the emergence of Shipman’s
criminal behaviour. The numbers of determinations in each category are shown in Table 21.
These data are displayed in Figures 4 and 5, which show the numbers of cases in each
category for each year from 1974 to 1998. The percentages of deaths for each year in
categories A or B and C are shown in Figure 6, and Figure 7 shows the cumulative number of A
or B and C cases. Category A includes the convictions.

Table 21:  The annual number and percentage of cases in different categories, 1974–
1998. (N=526)

Year   Determinations Total

   A B C D E Z Closed  

1974 N     2 2 1  5

 %     40.0 40.0 20.0   

1975 N   1 5 3 5 3  17

 %   5.9 29.4 17.6 29.4 17.6   

1977 N     2  1 1 4

 %     50.0  25.0 25.0  

1978 N  2 2 5 4 8 2 5 28

 %  7.1 7.1 17.9 14.3 28.6 7.1 17.9  

1979 N   1 5 6 11 3 3 29

 %   3.4 17.2 20.7 37.9 10.3 10.3  

1980 N    1 5 6 5 6 23

 %    4.3 21.7 26.1 21.7 26.1  

1981 N   2 4 3 10 6 3 28

 %   7.1 14.3 10.7 35.7 21.4 10.7  

1982 N    4 2 8 2 5 21

 %    19.0 9.5 38.1 9.5 23.8  

1983 N  1 1 1 3 5  4 15

 %  6.7 6.7 6.7 20.0 33.3  26.7  

1984 N 7 2 4 3 7 6 3 32

 %  21.9 6.3 12.5 9.4 21.9 18.8 9.4  

1985 N  6 5 2 4 3 2 4 26

 %  23.1 19.2 7.7 15.4 11.5 7.7 15.4

1986 N  6 2 2 1 2 1 1 15

 %  40.0 13.3 13.3 6.7 13.3 6.7 6.7  
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The data reveal a distinct pattern. Only a small number of cases in the A, B or C categories
occur until 1984, and the majority of these are C cases. Beginning in 1984, there is a marked
increase in cases in the A or B categories, more than 40% of the total annual deaths being in
these categories in the four years 1986–1989. Between 1990 and 1992, only two cases were
categorised as A and one as B. Thereafter, a second peak in the numbers of unlawful killings
occurred during the six years 1993–1998. In these six years, more than half the deaths for
which Shipman had issued an MCCD were categorised either A or B, or were convictions. The
possible reasons for these patterns are discussed in the main body of the Report.

Year   Determinations Total

   A B C D E Z Closed  

1987 N  6 2 1 2 4 2 2 19

 %  31.6 10.5  5.3 10.5 21.1 10.5 10.5  

1988 N 10 1  2 2 1 4 20

 % 50.0 5.0  10.0 10.0 5.0 20.0  

1989 N  8 4  1 2  2 17

 %  47.1 23.5  5.9 11.8  11.8  

1990 N  1 1   4  3 9

 %  11.1 11.1   44.4  33.3  

1991 N   4 6 1 1 12

 %   33.3 50.0 8.3 8.3  

1992 N  1  1 4  1 7

 %  14.3  14.3 57.1  14.3  

1993 N  13 3 2 1 8  2 29

 %  44.8 10.3 6.9 3.4 27.6  6.9  

1994 N  8 3 2 1 2  1 17

 %  47.1 17.6 11.8 5.9 11.8  5.9  

1995 N  22 6 1  6 1 3 39

 %  56.4 15.4 2.6  15.4 2.6 7.7  

1996 N  27 3 1 2 7  3 43

 %  62.8 7.0 2.3 4.7 16.3  7.0  

1997 N  34 3 2 2 5  1 47

 %  72.3 6.4 4.3 4.3 10.6  2.1

1998 N 13 5  1 3  2 24

 % 54.2 20.8 4.2 12.5  8.3

Total N 165 47 43 54 120 37 60 526

 % 31.4 8.9 8.2 10.3 22.8 7.0 11.4  

Table 21:  The annual number and percentage of cases in different categories, 1974–
1998. (N=526) (Continued)
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Figure 4:  Annual number of deaths in categories A or B, and C, 1974–1998

Figure 5:  Annual number of deaths in categories E, D or closed, and Z, 1974–1998
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Figure 6:  The percentage of deaths certified by Shipman categorised A or B, and C 1974–1998

Figure 7:  The cumulative number of deaths in A, B or C categories, 1974–1998
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Section 8. Summary and Conclusions

This Appendix has compared the findings from the 2001 review of Shipman’s clinical practice
and the determinations of the Inquiry. The relationship between the numbers of cases in each
category and the features typical of the convictions has been investigated, and additional
analyses undertaken to explore the excess numbers of deaths in institutions. Finally, the pattern
of cases in different categories emerging during Shipman’s career as a general practitioner has
been outlined.

The findings indicate that the review and the Inquiry have reached similar conclusions about
the total numbers of unlawful killings. The Inquiry had very much more information available,
and its exhaustive case by case investigation supports the view that the excess of deaths is in
the region of 220–240. One implication is that a system to monitor the death rates of patients of
general practitioners would have detected the excess. 

The review relied on the documentary evidence contained in clinical records and cremation
forms to assess the level of suspicion in each case. There was a reasonable level of
consistency between these assessments of suspicion and the definitive determinations of the
Inquiry. However, caution should be taken in assuming on this basis that review of records
would be sufficient to detect cases of murder by health professionals. Prior to the review, the
key features of murder had been established during the trial, and were used to inform the
review. Furthermore, there were some cases in which the evidence obtained by the Inquiry led
to a classification different to that following review of records and cremation forms only. 

The cases in A and B categories differ substantially from those in the other categories. In the A
and B cases, Shipman is more likely to have attended the patient on the day of death, to be
recorded as being present at death, and death was more likely in the afternoon, to have
occurred in less than 30 minutes, to be certified as due to heart conditions or strokes, and less
likely to occur at weekends. This distinctive pattern is not found among the closed or E
category cases, and is much less common among D cases. Nevertheless, from this limited
evidence, it is not possible to entirely rule out the possibility that a few D cases were in fact
unlawful killings.

The excess of deaths in institutions is not due to a large number of unlawful killings. Although a
small number of deaths in institutions were categorised A or B, the findings indicate that the
most likely explanation is that, between 1978 and 1984, Shipman was the preferred general
practitioner for people in one residential home in particular. From 1993, there was a second
peak in excess deaths among people in institutions, and this was associated with deaths in a
nursing home. It is likely that this finding is largely a consequence of an increased use of
nursing homes during these years. 

The emergence of Shipman’s activities during his career can be traced through the variations
in the annual numbers of cases categorised as A, B or C. In the early years, the number of C
category cases steadily accumulates. From the mid–1980s, the numbers of A and B cases rise
steeply, to be followed by a period of few deaths (1990–1992). In the 1990s, the numbers of A
and B cases rise again and, in the final six years, consistently more than half of all deaths
certified by Shipman fall into these categories; in one year (1997), the proportion exceeds
three-quarters. 
ENDIX A



References

1 Baker R. Harold Shipman’s clinical practice 1974–1998. London: The Stationery Office, 2001.

2 NHS Executive. Guidance for general medical practices and Family Health Service Authorities
on preservation, retention, and destruction of GP general medical records relating to patients.
Appendix to FHSL (94)30. Leeds: NHS Executive, 1994.
235



236

The Shipman Inquiry



237
APPENDIX  B

Participants in Phase One of the Inquiry and their 
Representatives

Counsel to the Inquiry

Miss Caroline Swift QC

Mr Christopher Melton QC

Mr Anthony Mazzag

Mr Michael Jones

instructed by Mr Henry Palin, Solicitor to the Inquiry

Participants Representatives

Dr Alan Banks Dr Kevin Naylor, instructed by Mr Nick Rawson, 
Radcliffes Le Brasseur Solicitors, Leeds, West Yorkshire

HM Coroner, Greater 
Manchester South

Mrs Jennifer Leeming, Solicitor and Deputy Coroner, 
Greater Manchester South

The General Medical Council Mr Matthew Lohn, Field Fisher Waterhouse Solicitors, 
London

Greater Manchester Police Mr Michael Shorrock QC and Miss Kate Blackwell, 
instructed by Mrs Sandra Pope, Greater Manchester 
Police Force Solicitor

Medical Protection Society Dr Albert Day, Medico-Legal Adviser, Medical Protection 
Society, Leeds, West Yorkshire

Gillian Morgan Mr Kevin McNerney, Royal College of Nursing Legal 
Department, Leeds, West Yorkshire

Mrs Primrose Shipman Mr Jim Sturman, instructed by Mr Paul Taylor, Pannone 
& Partners Solicitors, Manchester

Detective Inspector David Smith Mr Nick Holroyd, Russell Jones & Walker Solicitors, 
Manchester

Surgery staff at 21 Market Street, 
Hyde

Miss Ruth Stockley, instructed by Mrs Kate Oldfield, 
Davis Blank Furniss Solicitors, Manchester

Tameside Families Support 
Group

Mr Richard Lissack QC, Mr Paul Gilroy, Mr Andrew Spink 
and Miss Harriet Jerram, instructed by Ms Ann Alexander, 
Alexander Harris Solicitors, Altrincham, Cheshire

West Pennine Health Authority Mr Gerard McDermott QC and Mr David Eccles, 
instructed by Mr Charles Howorth, George Davies 
Solicitors, Manchester

Mrs Christine Whitworth Ms Julie Lever, Bhailock & Fielding Solicitors, Preston, 
Lancashire



238 APP
ENDIX B



The Shipman Inquiry
S
p

ec
im

en
 M

ed
ic

al
 C

er
ti

fi
ca

te
 o

f C
au

se
 o

f D
ea

th
, w

it
h

 c
o

u
n

te
rf

o
il

A
P

P
E

N
D

IX
  C
239



240 APP
ENDIX C



241

APPENDIX D Specimen Cremation Form A



242 APPENDIX D

Specimen Cremation Form B



APPENDIX D 243



244 APPENDIX D

Specimen Cremation Form C



APPENDIX D 245

Specimen Cremation Form F



246 APPENDIX D



APPENDIX  E

Summaries of Conviction Cases

Lizzie Adams 249

Muriel Grimshaw 253

Kathleen Grundy 256

Pamela Marguerite Hillier 259

Jean Lilley 262

Ivy Lomas 265

Joan May Melia 268

Winifred Mellor 270

Norah Nuttall 274

Bianka Pomfret 277

Marie Quinn 280

Irene Turner 283

Laura Kathleen Wagstaff 287

Maureen Alice Ward 290

Maria West 293
247



248 APP
ENDIX E



Lizzie Adams

Introduction

Mrs Lizzie Adams died on 28th February 1997 at the age of 77. She was a widow and lived
alone.

Personal Background

She had been a professional ballroom dancer and was still keen on dancing. For her age, she
was physically very fit. On 26th February, she had returned from a holiday in Malta with a group
of friends, including her dancing partner. She had a cold and a cough. On 27th February, she
spent the day shopping in Stockport with her daughter, Mrs Doreen Thorley. By the end of the
day, she was tired and a little troubled by her cough. At 4pm, Mrs Thorley collected a
prescription for an antibiotic (Ceporex) from Shipman’s surgery, had it dispensed and took it to
her mother. 

The Circumstances of the Death

The following morning, Friday, 28th February, Mrs Adams told Mrs Thorley that the antibiotic
had ‘ nearly blown her head off’. On her daughter’s advice, at 12.10pm, Mrs Adams telephoned
the surgery. A note made by the receptionist on the visits request form recorded that
Mrs Adams felt dizzy, sick and wobbly and wanted a visit. During that morning, Mrs Adams
washed some clothes by hand and hung them out on the washing line. She also partly cooked
her evening meal. When Shipman arrived at the house, in the early afternoon, the ironing board
and iron were set up in the kitchen ready for use. 

In the mid-afternoon, Mr William Catlow, a friend of Mrs Adams, arrived at the house. He found
the door unlocked and Shipman in the front room looking into a china cabinet. Shipman told
him that Mrs Adams was ill and he was sending her to hospital. When Mr Catlow reached her,
he found Mrs Adams apparently asleep in her chair. He took her hand, which felt warm. He
said to Shipman, ‘ I think she’s fainted’. Shipman came over and said, ‘ She’s gone’. He said he
would cancel the ambulance. There was no medical examination. 

Shipman telephoned the Thorley home and, according to Mr Thorley, said that he had ordered
an ambulance to take Mrs Adams to hospital. Shipman then telephoned Mrs Thorley at work
and said her mother had to go to hospital. He did not say she was dead. Mrs Thorley went
quickly to her mother’s home where she found her mother in her chair, with her legs crossed in
a comfortable way. Shipman told her that her mother had died of pneumonia. He was very
abrupt with her. He told her there was no need for a post-mortem examination, as he had been
present at the death. 

The Defence Case

Shipman’s account, which the jury must have rejected, was that, when he arrived in the early
afternoon, Mrs Adams was obviously poorly. She came to the door slowly to let him in. She led
him back into the living room at the rear of the house. She said that she was breathless, she felt
unwell and had a cough. On examination he found that her heart was racing. She was clammy
to touch and looked pale. On listening to her chest, he heard fine crackles. Her lips were
slightly blue. He thought she had bronchopneumonia in both lungs. He told her she should be
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in hospital. She said she had been just as ill as this on other occasions and had stayed at
home. At her suggestion, he went into the front room to find a telephone to speak to
Mrs Thorley. While he was there, Mr Catlow arrived. Shipman explained the situation and said
that he was about to telephone the daughter, as Mrs Adams ought to be admitted to hospital.
After a few seconds, Mr Catlow called him into the living room and said that Mrs Adams was
not very well. He carried out a full external examination and concluded that she had died. He
thought the cause was bronchopneumonia. He explained to Mr Catlow that he could not
resuscitate her on account of the infection. He summoned Mrs Thorley and, when she arrived,
he gave her a full explanation of what had happened and asked her if she wanted a post-
mortem examination. She did not. 

The following day, Mrs Sonja Jones, Mrs Adams’ other daughter, went to see Shipman. He
gave her an account which tallied with his evidence to the court save that she claimed that he
told her he had telephoned for an ambulance and had cancelled it later after Mrs Adams had
died. It was admitted at trial that no call was made from the house to the ambulance service.
Shipman denied ever having said he had called for or cancelled an ambulance. Mrs Jones also
claimed that she asked Shipman whether there should be a post-mortem examination in view of
the suddenness of the death but he said it was not necessary. That was also disputed. 

Certification

Shipman signed the Medical Certificate of Cause of Death (MCCD), saying that the cause of
death was bronchopneumonia of 12 to 24 hours’ duration. He completed cremation Form B
saying that death had occurred at 14.50, some 50 minutes after his arrival. He said that a
neighbour (Mr Catlow) was present at the death. He certified that he carried out a complete
external examination. In evidence, he claimed that he undertook a modified external
examination, which included looking at the pupils, the retina and listening to the heart through
Mrs Adams’ clothing. Mr Catlow said that no examination at all was carried out at that time. 

The Expert Evidence

Dr John Grenville examined the medical records. On the visits request form, Shipman had
written: 

‘ Chest infection green phlegm 120pm irregular chest pains central L 
shoulder. feels ill bronchopneumonia’. 

There was no reference to any proposed treatment or to calling an ambulance or to the death.
The computerised records contained entries made on the day after the death. They said: 

‘ Bronchopneumonia due to unspecified organism.

very poorly arrange to admit 1430 hrs’.

‘ O/E – dead

friend present daughter telephoned 1450 hrs’. 

Mrs Adams’ Lloyd George records were found in Shipman’s garage after his arrest. They
showed that Mrs Adams had suffered from a number of chronic conditions, none of which was
related to the death. 
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Dr Grenville said that the antibiotic, Ceporex, could cause stomach upset, dizziness and
nausea. In his view, Mrs Adams’ deterioration on the morning of her death was probably due to
an adverse reaction to the antibiotic. It was possible that her chest infection had worsened but,
as she did not complain to the receptionist of breathlessness or deterioration in her cough
when she telephoned the surgery, that was unlikely. He said that Shipman’s note of the
consultation on the visits request form was consistent with a severe chest infection but he
thought it very strange that the fatal outcome had not been recorded. He said that, if
Mrs Adams had been as ill as Shipman claimed she was when he arrived, he should have sat
her down in the front room and examined her there. If, as he claimed, he was out of the room
when Mrs Adams ‘ fainted’, he should have summoned an ambulance and tried to resuscitate
her. Her chest infection would have been treatable. This was a sudden and unexpected death
which should have been reported to the coroner. 

Comment

The following significant points arise in this case: 

• The death took place in Mrs Adams’ home and in Shipman’s presence. This is a factor
which gives rise to a high degree of suspicion. A natural death at home during a doctor’s
visit is an extremely rare event in the experience of most general practitioners. If Shipman
were to be believed, natural deaths occurred frequently during his home visits. 

• The death was extremely sudden. As Dr Grenville has explained, death from
bronchopneumonia is not as sudden as this. The patient is very ill for at least a few hours
before death. Mrs Adams had been out shopping the previous day. That morning she had
done her usual household jobs. 

• Shipman’s treatment of the condition he claimed to have found was inappropriate,
according to Dr Grenville. If Mrs Adams had been truly as ill as Shipman later claimed, he
should have summoned an ambulance immediately. If she had been unwilling to go to
hospital, he should have spoken to Mrs Thorley. If Mrs Adams really had collapsed, he
should have tried to resuscitate her. As it was obvious that he had not made any attempt to
do so, he made an untenable attempt to justify his decision. He should have made a
complete and thorough note of the consultation, Mrs Adams’ reluctance to go to hospital,
the steps he had taken in the face of that reluctance and the events leading to the death.
He did not. 

• Mrs Adams was found sitting in a chair as though asleep. This position and appearance are
not typical of a death following bronchopneumonia but are entirely typical of those observed
at the deaths of many of Shipman’s victims. 

• Shipman told others that the patient had been advised she needed hospital admission but
that she was reluctant to agree. This is an explanation Shipman was to give on many other
occasions. 

• Shipman told others he had called an ambulance and cancelled it but no such call was
made. At trial, he denied having said this. 
APPENDIX E 251



252 APP

The Shipman Inquiry
• A witness says that Shipman did not carry out any examination to diagnose death whereas
Shipman claimed he did. This is a feature common to many cases.

• Shipman’s claim on cremation Form B that Mr Catlow was present at the death is
misleading.

• Shipman claimed that he suggested a post-mortem examination but the witnesses said that
Shipman told them this was not necessary. The death was not reported to the coroner
although, as Dr Grenville said, such a report was plainly called for.
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Muriel Grimshaw

Introduction

Mrs Muriel Grimshaw died on 14th July 1997 at the age of 76. She was in very good general
health. The medical records show regular prescriptions for medication to control her blood
pressure and occasional episodes of lumbago. She attended the surgery periodically for
routine checks but had not consulted her doctor since May 1997, when she had suffered an
episode of back pain. She had recovered from this after buying a new bed. In the weeks before
her death, she had been well and had led a full and active life. After exhumation of her body,
morphine was found in the tissues consistent with the administration of a lethal dose. 

Personal Background

Mrs Grimshaw’s daughter, Mrs Ann Brown, used to see her mother regularly on Sundays and
Thursdays. They spoke by telephone on most days. On Sunday 13th July, Mrs Grimshaw and
Mrs Brown went to church together. After church, they had a cup of coffee and a chat at
Mrs Grimshaw’s house. They agreed to have lunch together on the coming Wednesday.
Mrs Grimshaw was in good health and spirits on that day. 

The Circumstances of the Death

Each Tuesday, Mrs Grimshaw went shopping with her friend, Mrs Ryan. Early on the morning of
Tuesday 15th July 1997, Mrs Barbara Ryan called to collect her. There was no answer when
she rang the doorbell, so she contacted Mrs Brown. They entered the house and found
Mrs Grimshaw, lying dead on her bed, fully dressed in day clothes. The television had been left
on and the curtains were open. It would have been most unusual for Mrs Grimshaw to leave the
television on when she went to bed; she always unplugged it at night. Mrs Brown telephoned
for Shipman. On arrival, he looked at the body but did not touch it. He announced that
Mrs Grimshaw had died at about 5.30pm the previous day. He said that it had been a nice way
to go. There would be no need to inform the coroner. He did not say anything about the cause
of death. 

Later he signed a Medical Certificate of Cause of Death (MCCD), stating that death had been
due to a cerebrovascular accident with hypertension as an underlying condition. He stated that
he had last seen Mrs Grimshaw alive on 2nd July. However, Mrs Grimshaw’s medical records
did not contain any reference to a consultation on that day and Mrs Brown said that her mother
had not seen Shipman since May. 

The Defence Case

Shipman’s account in evidence, which the jury must have rejected, was that Mrs Grimshaw
suffered from hypertension and rheumatoid arthritis. He claimed that he had decided to call on
her on 2nd July because he had noticed that the previous day she had asked for a repeat
prescription for her medication. It was true that she had asked for repeat prescriptions; they
were recorded on the computer. He said that he recalled that the last time he had seen her,
which was when she had lumbago in May, she had not been entirely well. When he visited on
2nd July, he found her well, although her back was still a little troublesome. Mrs Brown said
that, to her knowledge, he had not called and her mother’s back was not troubling her in July.
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Shipman said that he called to see Mrs Grimshaw again at about 1pm on 14th July. He found
her having a cup of tea. She said her back was giving no trouble. He went back to the surgery
and made an entry timed at 2.06pm in which he recorded that visit. An entry was indeed made
at that time; it said only that Shipman had seen the patient in her own home. He said that the
next thing he knew about Mrs Grimshaw was that he was called to her house the next day as
her body had been found. He said that he examined the body and found that rigor mortis was
setting in. From a discussion with Mrs Brown about her mother’s habits, he had been able to
estimate the time of death at 6pm. Mrs Brown denied that any such discussion had taken
place. Shipman said that he had diagnosed the death as being due to a stroke associated with
hypertension. He considered that Mrs Grimshaw had not had a heart attack. The onset of her
symptoms had been slow enough to allow her to lie down, whereas, if she had had a heart
attack, she would have fallen where she was. At the time, it did not occur to him to think that a
post-mortem was necessary. He had offered one to Mrs Brown but she had declined. 

The Expert Evidence

Post-mortem examination showed no significant abnormality apart from the presence of
morphine in the tissues. There was some atherosclerosis in the coronary arteries but this was
not of such severity as to be likely to cause a heart attack in the absence of stress on the heart
due to physiological trauma. There was no bleeding into the brain and no sign of either a
haemorrhagic or occlusive stroke. Although Dr Rutherford could not rule out the possibility that
Mrs Grimshaw had had a stroke, there was nothing to suggest that she had and the presence
of morphine in the body tissues drove him to the conclusion that she had died as the result of
morphine toxicity. Shipman had no explanation for the presence of the morphine. 

The medical records showed that Mrs Grimshaw had had hypertension since 1989 but this was
well controlled with medication. Dr John Grenville said that it would not have been possible for
any doctor to diagnose the cause of death on the information available and the death should
have been reported to the coroner. 

Comment

This is a clear case of murder in which morphine was found in the body. Shipman must have
made a completely unsolicited visit on 14th July to a patient whom he had not seen since May
and who was in completely normal health. He must have found some pretext for giving her an
injection. The significant features are:

• The sudden death of this healthy woman was discovered very soon after a visit at which
Shipman saw her alone. 

• When Shipman was summoned, Mrs Brown said that he did not even examine the body
sufficiently to establish that Mrs Grimshaw was dead. This is an observation made by many
relatives in cases in which Shipman has killed. The inference to be drawn is that he already
knew that the patient was dead. 

• There was no feasible natural explanation for the sudden death and Shipman was not in a
position to certify the cause of death. Shipman should have refused to certify the cause of
death and the death would then have had to be reported to the coroner. Shipman claimed
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that Mrs Brown had refused his suggestion that there should be a post-mortem examination.
Shipman often said that relatives had refused or had ‘ not wanted’ a post-mortem
examination. It is not a matter for the relatives to decide. It is for the doctor to decide
whether he or she is in a position to issue the MCCD. In any event, Mrs Brown says that
Shipman made no such suggestion.
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Kathleen Grundy

Introduction

Mrs Kathleen Grundy died on 24th June 1998 at the age of 81. Shipman certified her death as
having been due to old age but scientific analysis of body tissues following exhumation of her
body in August 1998 showed that she had died of morphine poisoning. 

Personal Background

Mrs Grundy was a widow and lived alone. She was in remarkably good health for her age. She
led a busy social life and worked for many charitable organisations, including Age Concern
and Werneth House, a day centre for the elderly. She spent the evening before her death with a
friend and was in normal health when she went home. 

The Circumstances of the Death

In the few days before her death, Shipman had inveigled Mrs Grundy into agreeing to take part
in a research project into the ageing process, supposedly to be conducted by Manchester
University. This was a ruse by which means he obtained a sample of her signature (which he
used in an attempt to forge a will) and also created an excuse to visit her at home. She visited
him on 23rd June, to have her ears syringed, and he told her that he needed a blood sample,
for the research project, which must be taken early in the morning. He arranged to visit her at
about 8.30am the next morning. 

The next day, she was due to attend Werneth House but she did not arrive. Friends and
colleagues there became concerned and two of them, Mr John Green and Mr Ronald Pickford,
went to her house at about midday. They found her, lying on the sofa, fully dressed. She was
dead and her body was cold. The door to the house was unlocked. They summoned Shipman
to the house. Following a perfunctory examination of the body, he said ‘ cardiac arrest’. He had
a brief discussion with someone in the coroner’s office, in which it was agreed that a certificate,
which stated the cause of death to be ‘ old age’, would be acceptable. No record was kept of
the conversation with the coroner’s office. 

When Shipman had left the house, Mr Green informed the police, as he was unable to contact
Mrs Grundy’s daughter, Mrs Angela Woodruff. The officers concerned (PCs John Fitzgerald
and Neil Phillips) spoke to Shipman later. Shipman told them he had called on Mrs Grundy
earlier that day because she had been unwell. He did not say he had called to take a blood
sample. He said he had spoken with the coroner’s office and he was going to issue a certificate
stating that Mrs Grundy had died of natural causes. The police officers took a quick look at the
body and, on seeing nothing suspicious, took no further action.

The day after the death, Shipman spoke to Mrs Woodruff. He told her that he had seen
Mrs Grundy on the day before her death, just for ‘ a routine thing’. He was vague and mentioned
chest pain, possibly due to indigestion. He said he had arranged to collect a blood sample the
next morning. When he arrived, she was not yet dressed. He then said that some old people
complain of feeling unwell a few days before they die and then just die. He implied that this had
happened to Mrs Grundy. He handed Mrs Woodruff the Medical Certificate of Cause of Death
(MCCD) and said that he had certified the death as being due to old age. 
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The Defence Case

Shipman’s account of this death, which the jury must have rejected, was that for some time he
had suspected that Mrs Grundy might be abusing drugs. He claimed that he had become
concerned about her general health. He decided he would like to take a blood sample in order
to check for diabetes and anaemia and suchlike. When she came into the surgery on 23rd

June, he thought she looked in poor health and he decided to do extensive tests. He arranged
to visit her the next morning to take a blood sample. This had to be available for collection
before 11am, so he visited at 8.30am. She was dressed in her housecoat. She looked old and
moved slowly. He took the sample and left. That morning he was so busy he forgot to send the
sample for testing. He threw it away, thinking that he would have to obtain another. (It should
be noted that in interview with the police he claimed that he had sent the sample to the
laboratory but they had lost it.) Soon after midday, he was summoned to Mrs Grundy’s house,
where he did a full examination of the body and found she was dead. She was wearing
different clothes from when he had seen her earlier, implying that she must have dressed
herself after he left. He thought she had been dead since about 10am. When confronted with
the results of the forensic tests following the post-mortem examination, Shipman suggested that
Mrs Grundy must have administered the morphine to herself. 

Neighbours and relatives gave evidence that Mrs Grundy would never have left the door
unlocked. She was very conscious of the need for security. If she had not left the door unlocked
herself after letting Shipman out, the inference was that Shipman must have let himself out of
the house after killing her and had been unable to lock the door behind him. 

There was no record of a blood sample being received at the pathology laboratory.

The Expert Evidence

Dr Rutherford, the pathologist who conducted the post-mortem examination, found no natural
explanation for Mrs Grundy’s death. She had been in good health. Scientific analysis of the
body tissues revealed levels of morphine consistent with the administration of a fatal dose. 

Dr John Grenville said that there were a number of false entries in the medical records. These
had been created after the death to give credence to Shipman’s stories first that Mrs Grundy
was under the weather when he saw her on 23rd June and second that Mrs Grundy had been
abusing drugs and might have administered the morphine herself. These false records
comprised veiled expressions of his supposed suspicion that Mrs Grundy was taking drugs
and of his supposed decision not to confront her with his suspicions. 

The Forging of the Will

Shipman’s attempt at forging Mrs Grundy’s will was crude and hopelessly incompetent.

First, he sought to obtain the whole of Mrs Grundy’s substantial estate, leaving nothing to her
well-loved daughter and grandchildren. Second, he chose to forge the will of a woman whose
daughter was a solicitor, who might therefore be expected to know something about her
mother’s previous testamentary arrangements. Third, he drafted the will using his own old-
fashioned Brother portable typewriter. When the police came to Shipman’s premises and took
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possession of the typewriter, the will was immediately linked to him. The product looked
thoroughly unprofessional and it was wholly foreseeable that it would arouse suspicion.

Fourth, Shipman forged Mrs Grundy’s signature and dated the will 9th June 1998. On that day,
he staged a ‘ signing and witnessing’ event in his consulting room. He must have prepared a
document for Mrs Grundy to sign, which purported to provide for her consent to take part in
some medical research supposedly to be conducted by Manchester University. This document
required that Mrs Grundy’s signature should be witnessed by two others, who also had to sign
and provide their names, addresses and occupations. While Mrs Grundy was at Shipman’s
surgery on 9th June, Shipman appears to have obtained her signature on this document and
then called two patients from his waiting room into the consulting room where they completed
and signed the witnesses’ part of the document. Shipman must then have copied the three
signatures as well as he could. The forgeries were obviously poor and would have aroused
suspicion even from a non-expert. Expert evidence soon proved them to be forgeries.

Fifth, Shipman delivered the forged will with a covering letter to a firm of solicitors in Hyde with
whom Mrs Grundy had had no previous dealings. The solicitor who opened the letter was very
puzzled and put it to one side. He had received it on 24th June 1998. Only six days later he
received another letter, apparently signed by someone called Smith, who did not exist. This
had been written by Shipman on his own typewriter. It informed the solicitor of Mrs Grundy’s
death and advised him that her daughter could be contacted at Mrs Grundy’s house. The
solicitor contracted Mrs Woodruff and sent her the will. She was immediately suspicious and
set in train the investigations which led to the detection of Shipman’s crimes.

Comment

This was a clear case of morphine poisoning, proved by the post-mortem results. Even leaving
that evidence out of account, there are a number of noteworthy features: 

• This was a very sudden death of an elderly person in good health. It was discovered shortly
after a visit from Shipman during which he was alone with her. 

• Shipman claimed or implied that Mrs Grundy must have left the door unlocked after letting
him out. This is a feature of other cases where Shipman has been unable to leave the
security system in the condition in which relatives would have expected. 

• The medical records had been falsified to show that Mrs Grundy was unwell just before her
death and that Shipman had suspected her of drug abuse. Even so, they still showed that
Mrs Grundy had been in good general health and had no potentially fatal conditions or
increased risk factors.

• The cause of death, ‘ old age’, was quite inappropriate for a person who had been in such
good health.
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Pamela Marguerite Hillier

Introduction

Mrs Pamela Marguerite Hillier died on 9th February 1998 at the age of 68. She was a widow
and lived alone. She lived a busy, physically active life. She kept a dog, which she walked
regularly. She took medication for hypertension. 

The Circumstances of the Death

About a week before her death, Mrs Hillier fell and hurt her knee. The injury was not such as to
interfere with her usual activities but, on Sunday 8th February, she found her knee was painful
while driving the car. Early the next day, she telephoned Shipman’s surgery and asked him to
visit. The receptionist’s note of the conversation mentioned the painful knee and nothing else.
When Mrs Jacqueline Gee, Mrs Hillier’s daughter, left shortly before lunch, after spending the
morning with her, Mrs Hillier was very well. Mrs Hillier intended to sort out her accounts. The
two women spoke by telephone at 1.07pm. Shipman must have visited shortly afterwards. At
about 2pm, Mrs Gee telephoned her mother but there was no reply. Later in the afternoon,
Mrs Gee made several more attempts to speak to her mother and became worried when there
was still no reply. She contacted Mr Peter Ellwood, a neighbour, who went in and found
Mrs Hillier. She was flat on her back on the bedroom floor. He arranged for an ambulance to be
called and gave mouth-to-mouth resuscitation but to no avail. When the paramedics arrived,
they said that Mrs Hillier was dead. Mrs Gee arrived soon afterwards. She found the papers
relating to her mother’s accounts on the table and her lunch in the microwave oven. 

Later, Shipman attended. One of the paramedics said that he would have to inform the police,
as this was a sudden death at home. Shipman said that would not be necessary. Mrs Hillier
had had a stroke. Mr Gee asked if there would be a post-mortem but Shipman said this would
not be necessary as he knew Mrs Hillier had had a stroke on account of the way in which she
had been lying. If she had had a heart attack, she would have been holding her chest or
reaching for something. One witness said that Shipman said, ‘ Let’s put it down to a stroke’.
Shipman said he had seen Mrs Hillier earlier and had found her blood pressure rather high. He
had told her to take another tablet. He had not increased the dose earlier as she had not
complained. Shipman was variously described as abrupt, unfriendly, detached and
unsympathetic. 

The Day after Death

The following day Mrs Gee and her brother, Mr Keith Hillier, spoke to Shipman about the death.
Shipman said that Mrs Hillier had died because of her high blood pressure. Mr Hillier asked
why, if the blood pressure had been too high, it had not been possible to increase the
medication. Shipman said it was necessary to have three raised readings before the
medication could be increased. Mr Hillier again raised the question of a post-mortem. Shipman
said it was not necessary. He was sure of the cause of death. It would be an unpleasant thing
to do, to put Mrs Hillier through a post-mortem. The death had been instantaneous and
painless. He could tell from her position that she had not suffered. If she had been in pain she
would have doubled up forwards. 
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Certification

Shipman signed a Medical Certificate of Cause of Death (MCCD), giving cerebrovascular
accident of a few minutes’ duration as the immediate cause of death. Hypertension of six years’
duration was the underlying cause. As Mrs Hillier was to be cremated, he completed Form B.
He stated that the death had occurred at about 2pm, about 30 minutes after he had seen
Mrs Hillier. He said he had attended her for 24 hours during her last illness. He said that no one
had been present at the death. She had been found by a neighbour, collapsed and dead. He
said that the mode of death had been syncope of only seconds’ duration. This must have been
an assumption on his part. 

Dr Richard Fitton signed Form C. He said that Shipman told him about the case. He carried out
an external examination but did not expect to see any external signs. He was satisfied that the
cause of death was cerebrovascular accident. 

The Medical Records

The computerised medical records contained a number of backdated entries, made after the
death, designed to give the appearance of a developing problem with high blood pressure and
some concern over whether Mrs Hillier was taking her medication as prescribed. Shipman
invented a consultation on 5th February (which Mrs Gee said did not take place) at which
Mrs Hillier is said to have complained of osteoarthritis, worse in the left knee than the right, and
her blood pressure was found to be raised at 150/100. Shipman noted that the patient said she
was off colour and one leg was weak. He purported to wonder whether this was due to the
knee. He noted that there was no sign of a cerebrovascular accident but the blood pressure
was definitely raised. He had had a chat with the patient about her diet and exercise. He
wondered whether to increase her tablets, presumably meaning the blood pressure tablets. 

Shipman also created a false entry for the day of the death. For the visit to her home when she
was alive, he noted that she complained of malaise. Her blood pressure was high at 170/106.
He advised her to increase her medication. She was ‘ to let us know’ – about what is not clear.
She was to come to the surgery on the Friday. The second entry for that day records that she
had been found by a neighbour and an ambulance had been called. She was dead. He stated
the time as 14.00 hours. She had collapsed on the bedroom floor and it looked like a
cerebrovascular accident. 

The Defence Case

Shipman’s account in evidence, which the jury must have rejected, was that he had visited
Mrs Hillier at 1.30pm. She told him her knees were no better and that the Co-codamol tablets
which he claimed he had prescribed for her on 5th February were not working. He took her
blood pressure and found it to be 170/80, which was worryingly high. He said he would have to
increase the dosage of her medication. She should take a tablet immediately and then lie down
for a couple of hours. She should see him on Friday. Until then, she should take things quietly.
For the knee, he would refer her to a consultant orthopaedic surgeon. She then told him that
there had been two other occasions (6th January and 5th February) on which Mrs Gillian
Morgan, the surgery nurse, had taken her blood pressure and found it to be high. Nurse
Morgan had told Mrs Hillier to tell Shipman when she saw him but she had not done so as, on
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the first occasion, she had missed taking a couple of her tablets and the second time she
thought the rise was a temporary matter associated with the anniversary of her husband’s
death. Shipman asked Mrs Hillier if she had other symptoms of raised blood pressure and she
admitted that she felt tired and her injured leg felt weak. On his return to the surgery after the
visit of 9th February, he had entered the information she had given him at the dates on which
she had said the readings were taken. He said this was not done with an intention to deceive,
although the entries were plainly misleading. He said he had intended to ask Nurse Morgan
about the raised blood pressure readings but had not done so. He was critical of her for not
having told him of the readings. However, none of these matters were put to Nurse Morgan
when she gave evidence. This tale was of recent invention.

Comment 

The jury convicted although there was no direct evidence of morphine poisoning. The case
contains a number of features typical of a Shipman killing: 

• The deceased was in apparently good health and death was very sudden and wholly
unexpected.

• The death was discovered shortly after a visit during which Shipman was alone with the
patient. No one saw Mrs Hillier alive or spoke to her after Shipman’s visit. 

• Shipman deterred the family from seeking a post-mortem examination (by applying some
emotional pressure). He also dissuaded the paramedics from making a report to the police. 

• He falsified the records to lend credibility to his claimed cause of death. This is one of the
cases where the audit trail enabled the prosecution to prove that there had been an
elaborate falsification. Mrs Hillier was not suffering from any potentially fatal condition and
Shipman found it necessary to create evidence that she was.
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Jean Lilley

Introduction

Mrs Jean Lilley died on 25th April 1997 at the age of 58. She was a married woman. At the time
of her death, she was not in good health. She suffered from heart disease, hypertension and
respiratory problems. She used a wheelchair when out of the house. These illnesses might well
have accounted for her sudden death. However, following exhumation of her body, morphine
was found in the tissues and at the trial it was accepted that she had died as the result of
morphine toxicity. The jury must have found that Shipman had injected her with morphine or
diamorphine.

The Circumstances of the Death

Mr Albert Lilley, Mrs Lilley’s husband, worked as a long-distance driver. He carried a mobile
telephone with him, which was always switched on. For about two days before her death,
Mrs Lilley had had a cold and cough. At about 11am on the day of his wife’s death, Mr Lilley
telephoned his wife from his vehicle to see how she was. She told him she had telephoned to
ask the doctor to visit on account of her cold. She was awaiting his visit.

Mrs Elizabeth Hunter, a neighbour, visited Mrs Lilley for a chat and a cup of tea in the middle of
the morning. Mrs Lilley said she was not feeling well and was waiting for the doctor to visit.
From her own home, Mrs Hunter saw Shipman arrive at about noon. She was about to go round
45 minutes later, when she saw Shipman leave. Shortly afterwards, she went into Mrs Lilley’s
flat and found her on the sofa, apparently asleep. She felt her hand and found it cold. She ran
out to try to stop Shipman but he had just gone. She went back inside and tried to resuscitate
Mrs Lilley but there was no response and she noticed that her lips were blue. Mrs Hunter
telephoned the surgery and was advised to call an ambulance, which she did. This was at
1.19pm. The paramedics arrived at 1.29pm and pronounced Mrs Lilley dead. They removed
her body into the bedroom. Then Shipman arrived. He was quite brusque with Mrs Hunter, who
was crying. He told her that Mrs Lilley had had a bad heart and her death had been expected.
He said that, when he had visited earlier, he had tried to persuade her to go to hospital but she
had refused. He did not examine the body or even go into the bedroom. He told the
paramedics that he would sign a Medical Certificate of Cause of Death (MCCD). He told them
that Mrs Lilley had had a long medical history and her death was not unexpected.

Early in the afternoon, Shipman spoke to Mr Lilley and told him that he had tried to persuade
Mrs Lilley to go to hospital but she would not agree to do so. Mr Lilley found that hard to
believe, as his wife respected Shipman and had previously accepted his advice on such
matters without question. Shipman said that he had been waiting until Mr Lilley came home and
could persuade her to go to hospital but it was now ‘ too late’. Her heart had failed. Mr Lilley
wondered why his wife had not telephoned him if she had wanted to discuss admission to
hospital.

The Defence Case

Shipman’s account, which the jury must have rejected, was that he had called upon Mrs Lilley
at about 1pm at her request. He found her dressed. She said she was not breathing well and
had pains in the chest and was producing phlegm. He checked her pulse, took her blood
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pressure and listened to her chest where he heard fine crackles, which convinced him that
Mrs Lilley should be admitted to hospital. When told of this opinion, Mrs Lilley was reluctant to
agree and asked him to give her an antibiotic. He tried to persuade her to go to hospital and
suggested that she should telephone her husband or a member of her family. He then left,
saying that if, when she had spoken to her husband, she would agree to be admitted, he would
come back and arrange it. Otherwise he would come back that evening. He was with her for
about 20 to 25 minutes. About 20 minutes after leaving, he was paged by the surgery and was
told that Mrs Lilley had collapsed. He returned to the flat and found the paramedics in
attendance. Mrs Lilley was on the bed. He did not examine her as the paramedics had done
so. He made appropriate arrangements to tell members of the family of the death. The following
day, he asked Mr Lilley if he wanted a post-mortem examination but Mr Lilley did not think it
necessary.

Certification

Shipman completed the MCCD, saying that Mrs Lilley had died of heart failure due to
ischaemic heart disease and hypertension. He stated she had also suffered from fibrosing
alveolitis and hypercholesterolaemia.

The Expert Evidence

Dr John Grenville examined the medical records and accepted that past entries showed that
Mrs Lilley had chronic ill health with angina due to narrowing of the arteries and apparent
alveolitis. The cholesterol levels were raised. Hypertension had been treated. The entry for the
day of the death, made by Shipman after the death, created an impression of a very poor state
of health, entirely consistent with heart failure. There were references to basal crepitations and
a rapid irregular heartbeat. The liver was said to be enlarged, a sign of heart failure. The
Crown’s case was that this entry had been fabricated to give credibility to Shipman’s account
of the death.

Dr Grenville made two points. First, if Shipman’s account were true, he had found Mrs Lilley in
urgent need of medical treatment. She should have been admitted to hospital as an
emergency. Had she refused, Shipman should have contacted relatives who could have tried
to persuade her. On no account should he have left her. Second, if Mrs Hunter’s evidence was
right, Shipman left Mrs Lilley when she was either in extremis or just dead. The cyanosis
observed by Mrs Hunter would have taken two to three minutes to develop after the heart had
stopped. Mrs Lilley must at least have been in cardiac arrest when Shipman left.

After exhumation, a post-mortem examination was performed and samples taken for scientific
examination. Morphine was found in the tissues at a level consistent with the administration of a
fatal dose. Shipman could offer no explanation for its presence.

Dr John Rutherford, the pathologist, said that Mrs Lilley had only mild to moderate
atherosclerosis. There was no sign of alveolitis. There were no blood clots. In short, there was
no clear cause for her sudden death, other than the finding of morphine. He pointed out that to
give morphine to someone suffering from a chest infection, with impaired respiratory function,
would be disastrous. Even a therapeutic dose might kill.
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Comment

The following significant points arise from this case:

• Because Mrs Lilley was in poor health, her sudden death would readily have been passed
off as due to heart failure, had it not been for the finding of morphine in the body tissues.
When Shipman had killed a patient, he usually attributed the death to a cause for which
some foundation could be found in the medical records.

• This was a sudden death which occurred in the patient’s home, either while Shipman was
present or very shortly indeed after he had been with her. If, as Mrs Hunter said, the body
was cold by the time she found it, then Shipman had been present at the death. For a
patient to die in the presence of his or her general practitioner during a home visit is a very
rare event in the experience of most doctors.

• Mrs Lilley was found sitting in a chair as though asleep. This appearance is typical of many
of Shipman’s victims who have been killed by diamorphine injection. This appearance would
not be typical of a death from heart failure.

• Shipman’s explanation of events was not credible. It would have been most unlikely that
Mrs Lilley would have rejected his advice to go into hospital. She would have contacted her
husband on his mobile telephone to discuss the situation.

• Shipman’s account of his actions fell well below acceptable standards of medical practice.
He claimed that Mrs Lilley rejected his advice to be admitted to hospital. If she were so ill as
to require admission as an emergency, he should not have left her without making some
efforts to find a relative who might persuade her to be sensible or without making some
arrangements for her care.
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Ivy Lomas

Introduction

Mrs Ivy Lomas died on 29th May 1997 at the age of 63. The death occurred in Shipman’s
surgery. He certified the death as being due to coronary thrombosis. Post-mortem examination,
after exhumation of the body, showed a level of morphine in the tissues consistent with the
administration of a fatal dose.

Personal Background

Mrs Lomas was not in good health just before her death. Her medical records show that she
suffered from chronic obstructive airways disease and quite frequent upper and lower
respiratory tract infections. She had been a heavy smoker and smoked 40 cigarettes per day.
She could not walk far or lift anything heavy. She also suffered from depression and anxiety
and was a very frequent visitor at Shipman’s surgery. Her adult son suffered a psychiatric
illness and this caused Mrs Lomas a great deal of worry. On account of her restricted tolerance
of exercise, one of her neighbours took her dog for a walk each day.

The Circumstances of the Death

Two neighbours saw Mrs Lomas on the day of her death. To one, she mentioned that she had
pains in her chest and arms. However, she was able to go out in the morning to make
arrangements for the care of her son, who was ill. In the afternoon, she took a bus into Hyde in
order to attend a 4pm appointment with Shipman. She arrived early and was seen to be looking
a little pale. She walked into the consulting room unaided.

After a very short time, Shipman took Mrs Lomas from his consulting room to the treatment
room. After about ten minutes, Shipman came to the reception area. According to the
receptionist, he looked flushed and apologised for keeping his patients waiting. He said he had
had a problem with the electrocardiograph (ECG) machine. He dealt with two or three more
patients in his consulting room before returning to the treatment room. He then called the
receptionist, Mrs Carol Chapman, into the treatment room and told her that he had tried to take
an ECG reading on Mrs Lomas but could not get a trace. He said that he had first thought the
machine was broken but then realised that Mrs Lomas had died. He said he had tried to
resuscitate her but could not do so. He told Mrs Chapman to contact Mrs Lomas’ son, Jack. He
saw some more patients. Mrs Chapman could not contact Mr Lomas, so she rang the police.

When PC Reade attended, he was shown the fully clothed body of Mrs Lomas in the treatment
room. Shipman told him that he would be able to certify death as due to natural causes.
PC Reade was curious (although apparently not suspicious) and asked Shipman what had
happened. Shipman said that Mrs Lomas had come in to consult him about bronchial
problems. After treating her for that, he had shown her into the treatment room to rest. He had
carried on seeing other patients. About 15 minutes later, he had gone back to Mrs Lomas and
had found her dead. He did not mention an ECG to PC Reade. He said he had not tried
resuscitation because Mrs Lomas had been quite beyond that. Nor had he called an
ambulance. PC Reade claims that he was amazed. Shipman made a joke in very bad taste
about Mrs Lomas having been so frequent a visitor to the surgery that he had thought of having
a seat reserved for her, with a plaque.
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Mrs Lomas’ daughter, Mrs Carol Dalpiaz, saw Shipman that evening. He told her that
Mrs Lomas had come into the surgery looking unwell. He said he had taken her to the
treatment room, as he had to see another patient in his consulting room. He did not say that he
had wanted to do an ECG. He said that, when he had seen the other patient, he went back to
see Mrs Lomas and found her dead. She had gone blue round the mouth. She had had a
massive heart attack and had died. He had tried to revive her but failed. He said nothing about
a post-mortem examination.

The Defence Case

Shipman’s account in evidence, which the jury must have rejected, was that, when she arrived
for the consultation, Mrs Lomas said she had had chest pain for four hours that day. She
looked sweaty and had an irregular pulse. He thought she might be having a coronary
thrombosis. He decided to do an ECG so he took her to the treatment room. As she was getting
onto the bed, she collapsed. He turned her onto her back and saw that she was unconscious.
He tried resuscitation. He hit her hard twice on the chest. He put a tube down her throat to keep
the tongue out of the way. He did external cardiac massage and mouth-to-mouth resuscitation.
She did not respond. He checked her eyes and heart and found she was dead. He had not
called for assistance, as he was skilled in first aid. He had not thought it appropriate to call for
an ambulance with paramedics. He then went to see Mrs Chapman and told her he had a
problem with the ECG machine and would see the next patient. He did not tell her Mrs Lomas
was dead, as that would have meant taking her off her duties. So he saw three patients, then
told Mrs Chapman of the death and asked her to contact Mr Lomas. He had certified the death
as due to a coronary thrombosis.

The Medical Records

The medical records were voluminous but contained only one reference to heart disease. This
was on the handwritten summary card; the last entry, dated 1991, said ‘ IHD’, which means
ischaemic heart disease. The computerised records contained no reference to heart disease of
any kind and Mrs Lomas was not receiving any medication for a cardiac condition. The Crown
suggested that the reference to ischaemic heart disease in the summary card was false and
had been made in order to lend plausibility to Mrs Lomas’ death supposedly from a heart
attack.

Shipman’s record of the final consultation said that Mrs Lomas had been suffering from pain in
the centre of the chest radiating to the arms for four to five hours that day. It was now
continuous and she felt sick and dizzy. Blood pressure was recorded as 100/70, which is low.
The pulse was said to be 64 beats per minute but irregular. She was said to look grey. Shipman
claimed to have diagnosed a coronary thrombosis on the basis of these clinical signs. The
record continues: 

‘ 1445 Died family informed’.

The causes of death are set out.
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The Expert Evidence

Dr John Rutherford, the pathologist, conducted the post-mortem examination and found some
signs of emphysema. There was also a moderate degree of atherosclerosis, sufficient to give
rise to a coronary thrombosis. So, in fact, Mrs Lomas was suffering from heart disease.
However, it appears that, until that day, she had not complained of any symptoms relating to
her heart. Dr Rutherford also took samples for scientific analysis and, in the light of the amount
of morphine found in the tissues, he expressed the opinion that death was due to morphine
poisoning. Had there not been so much morphine in the body tissues, he would have been
prepared to say that the death was due to coronary thrombosis.

Dr John Grenville expressed the view that, if Shipman’s claim (that Mrs Lomas collapsed as she
was mounting the bed) was true, Shipman should have reacted very promptly by summoning
help with resuscitation and calling an ambulance. On no account should he have left
Mrs Lomas alone.

Comment

This was a clear case of murder, as the jury found, but it was clear only because of the
morphine level found in the body tissues. Were it not for that evidence, this death might well
have been passed off as natural, even at a post-mortem examination. The noteworthy features
are:

• This was a sudden death behind closed doors in Shipman’s surgery. This is a very rare
event in the experience of other doctors. Such an event gives rise to a high degree of
suspicion. If a patient collapses at a surgery, the doctor should call for assistance and ask
for an ambulance to be summoned. Shipman did not call an ambulance or request the
assistance of the staff in his claimed attempt to resuscitate Mrs Lomas. In fact, there is little
doubt that no such attempt was made.

• Shipman chose an explanation for the death which was plausible in that Mrs Lomas had
been complaining of chest pain and pain in the arm on the day of her death. It rather looks
as though Shipman realised that this was pain of cardiac origin and took the opportunity to
kill Mrs Lomas.

• Shipman gave inconsistent accounts of events to others. To Mrs Dalpiaz, he had said he
had tried resuscitation. To PC Reade, he said he had not. To Mrs Chapman, he did not say
that he had. To Mrs Chapman, he said that Mrs Lomas had died in his presence, as he was
trying to use the ECG machine. To PC Reade and Mrs Dalpiaz, he said Mrs Lomas had died
while he was attending to another patient in another room.
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Joan May Melia

Introduction

Mrs Joan May Melia died on 12th June 1998 at the age of 73. Shipman certified her death as
being due to lobar pneumonia. Post-mortem examination after exhumation of her body showed
a level of morphine in the tissues consistent with the administration of a lethal dose.

The Circumstances of the Death

Mrs Melia was in good general health in the months before her death. She attended Shipman’s
surgery infrequently. On 11th June 1998, she was feeling tired and under the weather. The
following morning, her companion, Mr Derek Steele, took her to Shipman’s surgery. Shipman
prescribed an antibiotic. Mrs Melia collected her prescription and bought some throat pastilles.
She told Mr Steele that the doctor had said that she had pleurisy and pneumonia. In fact, in her
medical records, he had noted only that she had a chest infection, the nature of which was not
otherwise specified, that air entry was reduced and he could hear rhonchi in the chest.
Mr Steele was surprised at the reference to pleurisy and pneumonia, as Mrs Melia did not
seem to be seriously ill. He thought that, if she were suffering from these conditions, she would
have been admitted to hospital. He took her home. She seemed tired, so he suggested that she
should have a rest. He left her and went to his own home nearby. In the late afternoon, he
telephoned her but there was no reply. He went round and found Mrs Melia sitting in a chair
with her glasses on and a crossword puzzle on her knee. She was dead and her body already
felt cold. There were signs that she had had something to eat since Mr Steele had left her.

At 5.54pm, Mr Steele sent for Shipman. On arrival, Shipman looked at Mrs Melia and said that
the tablets had not had time to work. He did not touch her. He said he would make out a death
certificate. He was in the house only five minutes. He completed a Medical Certificate of Cause
of Death (MCCD), saying that the cause of death was lobar pneumonia of two to three days’
duration with emphysema as an unrelated contributory condition.

The following day, Shipman told Mrs Melia’s niece that her aunt had been very poorly when he
saw her in the surgery the previous morning. He had told her to go home to bed. There was no
point in taking her to hospital, as she might have died on the way there. He had done what he
thought right at the time. He said nothing about a post-mortem examination.

The Defence Case

Shipman’s account in evidence, which the jury must have rejected, was that, on the morning of
the day of her death, Mrs Melia had complained of a cough with green sputum and of feeling
generally unwell. She had no pleuritic pain. Shipman told her to let him know if she had any
pain and promised her that he would visit her the following day. Shipman warned her that, if
she were no better, she would have to go to hospital. He advised her to go home, take the
antibiotic and plenty of liquid and keep warm. Mr Steele summoned him that evening. Shipman
examined Mrs Melia’s eyes and pulse but she was clearly dead. She was cold. He thought she
had died of lobar pneumonia. He had diagnosed that condition that morning but did not think it
appropriate to send her to hospital. If all patients who had that condition were to be admitted,
the hospitals would be overrun. Only five per cent of sufferers died of it. It was sensible to send
her home. He had not mentioned a post-mortem examination to Mr Steele because he had not
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realised he was closely connected with Mrs Melia. He had no explanation for the morphine in
her body.

The Expert Evidence

Post-mortem examination by Dr John Rutherford, the pathologist, showed slight emphysema
and moderate narrowing of the arteries. Mrs Melia had not had lobar pneumonia. He found
nothing to account for her death. There were food remains in the stomach, showing that
Mrs Melia had eaten a meal not long before death. The scientific analysis of the body tissues
showed the presence of morphine and Dr Rutherford said that the cause of death was
morphine toxicity. This was not challenged by Shipman. Dr Rutherford made the point that a
death from lobar pneumonia can be very rapid but, if this occurs, the patient is extremely ill at
the end. He also said that it would appear that Mrs Melia had a chest infection on the day of her
death. The administration of morphine while lung function was impaired would have a
disastrous effect. In other words, even a dose that was normally safe might be fatal. 

Dr John Grenville said that the medical records showed that Mrs Melia had been in good
general health. A chest x-ray taken in February 1998 showed only minor changes. The record
of the morning visit and the prescription of an antibiotic connoted a chest infection of moderate
severity but not one from which the patient might die so quickly. The fact that Mrs Melia had
had something to eat after Mr Steele left showed she had not been very ill. This was a sudden
death for which the cause was unknown and the coroner should have been informed. 

Comment

Had it not been for the finding of morphine in the body tissues, there would have been very little
evidence of Shipman’s involvement in the death:

• First, there is no direct evidence of a visit by Shipman during the afternoon of 12th June.
No one saw Shipman arrive or leave; no one saw his car outside. There is no record of a
visit in the surgery documents or on the computer. However, the jury must have been
prepared to infer that Shipman had visited Mrs Melia and had administered a fatal dose,
almost certainly of diamorphine.

• Second, there are no false, exaggerated or backdated entries in the medical records. The
record of the consultation of the morning of 12th June appears to be a genuine one, properly
reflecting the moderately severe chest infection from which Mrs Melia was actually suffering.
Shipman does not appear to have created any false records to lend credibility to the cause
of death he was to certify.

• Third, Shipman did not spin any elaborate tale of Mrs Melia having refused treatment or
hospital admission.

• The only suspicious factors (apart from the finding of morphine) were that Shipman
exaggerated the seriousness of her chest infection when speaking to Mrs Melia and
certified a cause of death which was incompatible with her ability to walk about and eat a
meal only a short time before death. If Mrs Melia had been cremated, there would have
been no prospect of Shipman being convicted of her killing.
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Winifred Mellor

Introduction

Mrs Winifred Mellor died on 11th May 1998 at the age of 73. She had lived alone since the
death of her husband in 1989. She had been a patient of Shipman since 1977 and held him in
very high regard.

Following exhumation of her body in September 1998, scientific analysis showed that she had
morphine in the body tissues consistent with the administration of a fatal dose.

Personal Background

Mrs Mellor had been in good health until her death and, although she was a smoker, she did
not smoke heavily. She lived a busy life and was described as being young for her age. She
still played football with her grandchildren. She was active in her church and in the community.
She had recently booked a holiday in the Holy Land. She frequently walked into Hyde to shop,
which took ten to fifteen minutes. She developed a cold a few days before her death but did not
appear to her daughter, Miss Sheila Mellor, to be seriously ill on the day before she died, when
the two had lunch together.

The Circumstances of the Death

On the morning of her death, Mrs Mellor telephoned the school, where she helped the children
with reading, to say that she would not come in that day as she had a cold and a bad chest.
She said she was going to see the doctor. She cannot have been very ill, as she did not
mention any illness to her friends, Mrs Josephine Barnes and Mrs Mary Ball, both of whom
spoke to her on the telephone that morning. Also, she went shopping to Hyde Market in the
early afternoon. Her friend, Mrs Margaret Nickson, chatted to her and thought she seemed her
usual cheerful self. It is not clear whether she contacted Shipman that day and, if so, how. The
records show that she did not telephone the surgery, nor did she attend for an appointment.
After her death, Shipman told members of the family that he had called on her during the
afternoon at her request and indeed Mrs Gloria Ellis, a neighbour, saw his maroon car outside
her house from about 3pm until about 3.20pm. At the trial, Shipman denied that he had visited
Mrs Mellor that day, until summoned after her death. It must be assumed that the jury was sure
that he had visited her during the day while she was still alive.

At about 6.30pm, Shipman called at the house of Mr and Mrs Ellis and asked them to let
him into Mrs Mellor’s house. He said he could see that Mrs Mellor was not well. When
Mr and Mrs Ellis let Shipman into the house, they found Mrs Mellor sitting in her usual chair.
Her head was to one side and she looked as though she had fallen asleep. Shipman picked up
her hand, then flicked up her eyes and announced that she was dead. Mrs Ellis was very
distressed and Shipman was extremely brusque with her.

Shipman’s first detailed account of events was given to Mrs Mellor’s daughter, Mrs Kathleen
Adamski, in a telephone call from Mrs Mellor’s home soon after the body was found. He told
her that Mrs Mellor had had heart problems since 1997 but that she had refused treatment.
He said that she had called at the surgery earlier in the day and he arranged to visit her at
3pm. When he arrived, he had found her quite poorly, complaining of heart or chest problems.
She had refused treatment. He did not say why he had left her. He said she had telephoned the
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surgery at about 5.30pm and he had gone to her flat again as soon as he could. He had seen
her through the window but could not gain access so he had gone to a neighbour for a key.
Mrs Adamski, who at this stage had not realised that her mother was dead, asked whether he
was going to send Mrs Mellor to hospital but he said it was too late. She then realised that her
mother was dead. 

Shipman repeated this account later that evening in the presence of all three of Mrs Mellor’s
daughters and the priest, Father Dennis Maher, who had called to give the last rites. Shipman
said that Mrs Mellor had telephoned him at the surgery at about 2.30pm complaining of chest
pains. He said he had visited at about 3pm and had offered Mrs Mellor a spray to put under her
tongue. He also offered to admit her to hospital but she had refused and tried to pass the pain
off as indigestion. He then said that she had been suffering from angina since about August
1997. On several occasions, she had refused treatment and did not want to go to hospital. He
said that Mrs Mellor had telephoned the surgery again at about 5.30pm to say that her pain
was increasing. Shipman had promised to come up as soon as he could. When he arrived, he
could see through the window that Mrs Mellor was sitting in her chair. When he knocked, she
did not respond. He went to find a neighbour who could let him in. When he had examined her,
he found that Mrs Mellor was dead. He said that the cause of death was coronary thrombosis
and asked the daughters if they agreed that he should put that on the death certificate. He said
nothing about a post-mortem examination. 

The daughters found the account very strange. First, they were unaware that their mother had
angina and found it hard to believe that she had not told them about it. They were a close
family. They also found it hard to believe that their mother would have refused medical
treatment. She had a very high opinion of Shipman. Finally, they thought she would have
telephoned one of them had she felt ill during the day. There was every sign that Mrs Mellor
had been quite well during the day. She was sitting in her usual chair, with a cup of coffee at
her side. Her shopping remained unpacked in the kitchen. It may be that her sleeve was rolled
up and her arm bruised. That is what the family now recalls, but it should be noted that not all
these matters were mentioned to the police when they first took statements. 

The three daughters and Mr and Mrs Ellis, the neighbours who gave Shipman access to the
house after the death, were shocked at his abrupt and unsympathetic attitude. 

Certification

Shipman signed the Medical Certificate of Cause of Death (MCCD), giving coronary thrombosis
as the cause. He stated that he had last seen Mrs Mellor alive on the day of her death. 

The Defence Case

Shipman’s account at trial, which the jury must have rejected, was that Mrs Mellor had called
into the surgery without appointment at about 4pm on the day of her death. She had given him
an account of having suffered chest pain over a period of several months. He advised her that
she should have an electrocardiogram and see a cardiologist but she was reluctant and went
away, saying that she would think about it. She was to ring him at 5.30pm. As she failed to do
so, he went to see her on his way home and found her dead. He claimed to have carried out a
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full examination to establish death. He accepted the evidence that morphine had been found in
the body tissues and could offer no explanation as to how it came to be there. 

The Medical Records

By the time of trial, it had been established that Mrs Mellor’s records had been altered at about
4pm on the day of the death. New, backdated entries had been created to give the impression
that Mrs Mellor had been suffering from chest pain over a period of several months and had
refused the treatment suggested by the doctor. At trial, Shipman claimed that he had made
those backdated entries to reflect what Mrs Mellor had told him when she called into the
surgery on 11th May. He said they were not intended to mislead (although they clearly did). The
entries contained information which could not have been recalled so long after the date of the
supposed consultation and could not have been honestly made so as to reflect information
provided on the day of the death. Moreover, in interview, before it had been established that
the records had been backdated, Shipman claimed that the entries were contemporaneous
records of Mrs Mellor’s complaints of chest pain.

The medical records also contained two entries made early in the morning of the day after the
death, both of which related to the day of the death. The first described an attack of angina
pectoris with no signs of congestive heart failure. It was said that Mrs Mellor had refused
treatment. There is no reference to a refusal to go to hospital. The second entry deals with
Shipman’s visit at which he declared that Mrs Mellor was dead. The cause of death was given
as coronary thrombosis. The record noted that her daughter and a neighbour were present.
Although the record does not explicitly say so, it gives the misleading impression that the
daughter and neighbour were present at the time of death.

If the falsified records are taken out of account, there is nothing in Mrs Mellor’s medical history
to suggest that she was suffering from any serious or potentially fatal condition.

The Post-Mortem Examination

Post-mortem examination revealed no natural cause of death. There was no significant
abnormality of the heart or blood vessels. There was no intracranial bleeding and no blood
clots were seen in the lung. There was some narrowing of the arteries but not such as would
account for sudden death, save under physical stress.

Comment

This was a clear case of morphine poisoning as the post-mortem results showed. Apart from
that evidence, the case contains a number of features worthy of note:

• This was a sudden death of a woman who lived alone and which was discovered shortly
after a visit from Shipman, at a time when she was alone. No one saw Mrs Mellor alive or
spoke to her after Shipman had visited.

• Shipman altered medical records to create a history of angina, which was supportive of his
diagnosis of the cause of death, namely coronary thrombosis.
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• There are important conflicts between the accounts Shipman gave at the time of the death
and the evidence given at trial. Shipman told the family that he had visited Mrs Mellor at
home at about 3pm. He told them that Mrs Mellor had been suffering from angina for about
a year. At the trial, he said that Mrs Mellor saw him at the surgery in the afternoon and told
him for the first time about the angina symptoms she had supposedly been suffering. This
was a complete volte-face, rendered necessary by the realisation that the police had been
able to trace and time the false records.

• Shipman claimed that the patient had refused treatment shortly before death. This is one of
his regular excuses for leaving a supposedly sick patient alone when the truth was that the
patient had not been ill and had not required treatment but had been killed by Shipman. He
would then have an explanation for the death when it was discovered.

• Shipman was ready to give the impression that a daughter and neighbour had been present
at the time of death, when they had not.
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Norah Nuttall

Introduction

Mrs Norah Nuttall died on 26th January 1998 at the age of 64. She lived with her son, Mr John
Anthony Nuttall. She was a patient of Shipman and thought well of him. 

Personal Background

According to her son, Mrs Nuttall was in good general health before her death. She was very
independent and often went into Hyde to shop and see friends. Her medical records show that
she was obese and suffered from a number of chronic conditions. Dr John Grenville said that
there was a history of rheumatic fever, which predisposed her to valvular disease of the heart.
There were some references to ischaemic heart disease. The records mentioned
breathlessness on exertion and oedema of the legs. The most frequently recurring entries
related to nosebleeds. Dr Grenville considered that Mrs Nuttall appeared to have quite severe
heart disease and had been appropriately treated, although not well investigated. 

The Circumstances of the Death

Shortly before her death, Mrs Nuttall developed a cough. This did not keep her indoors and, on
the morning of the day of her death, she went into Hyde to see Shipman. She met some friends
who later said that she appeared to be her usual self. When Mr Nuttall came home from work at
2pm, his mother told him that Shipman had given her some medicine and advised her to stay
indoors for a couple of days. She did not say that she was expecting Shipman to call. Mr Nuttall
was not concerned for his mother’s health. Shortly before 3pm, he went out to attend to his
ponies. 

When Mr Nuttall returned, about 40 minutes later, he saw Shipman’s car outside. Shipman was
leaving the house. He asked Shipman what was wrong. Shipman told him that his mother was
not well and he had rung for an ambulance to take her to hospital. In fact he had not. Mr Nuttall
ran into the house and found his mother slumped in a chair, apparently asleep. When he spoke
to her, there was no response. Shipman came in behind him and said that it looked as though
his mother had taken a turn for the worse. Shipman touched her neck and said, ‘ She’s gone.’
He looked in her eye. When Mr Nuttall asked if anything could be done, Shipman said that she
had gone and there was nothing he could do. He pretended to cancel the ambulance. 

Shipman told Mr Nuttall that he had been visiting nearby when he had received a call asking
him to visit Mrs Nuttall and he had come at once. That was not true and, in evidence, Shipman
admitted that he had just decided to call on her. He claimed that Mrs Nuttall had told him that
she had chest pains. He said that the death had been due to the failure of the left ventricle of
the heart. He told Mr Nuttall that, in such a case, a patient would become unconscious and die
within about 20 minutes and that, even if the paramedics had come, they would not have been
able to save Mrs Nuttall. He did not mention a post-mortem examination. He said that the
funeral directors could take the body away. 

Shipman telephoned Mrs Oldham, Mrs Nuttall’s sister, and told her that he had received a call
asking him to visit Mrs Nuttall. He said that, when he arrived, he had found Mrs Nuttall was
poorly. She had taken a turn for the worse and died. 
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The Day after Death

The following day, when Mr Nuttall and Mrs Oldham went to the surgery to collect the Medical
Certificate of Cause of Death (MCCD), Shipman purported to demonstrate from the records that
Mrs Nuttall had been suffering from breathlessness and high blood pressure. 

The Defence Case

The medical record for the day of death shows that Mrs Nuttall attended the surgery
complaining of wheezy bronchitis and was given a decongestant. She was also seen in her
own home, when she was dead on examination. 

Shipman’s account in evidence, which the jury must have rejected, was that, when Mrs Nuttall
came into the surgery on the morning of 26th January, he diagnosed her as suffering from
wheezy bronchitis. She seemed to be all right. He gave her a bottle of cough medicine. At
some time between 3pm and 4pm he decided to call on her. He gave a variety of reasons for
this visit, such as wishing to see how she was managing in her ‘ new’ house, in which she had
then been living for about eight years. His reasons were not credible. He said that Mrs Nuttall
had been surprised to see him. As she sat down, she said she was glad he had called, as she
was worse than she had been in the morning. She was very breathless, she felt ill and her
ankles had swelled up. She had not wanted to bother him by telephoning the surgery. He
examined her and found her ankles were swollen and her pulse was ‘ thready’. On listening to
her chest, it was clear she had fluid in the lungs. She was very breathless, cold and slightly
blue round the lips. He made a provisional diagnosis of left ventricular failure. He decided to
give her an injection of Lasix, a rapid-effect diuretic, so he went out to the car to collect it. As he
was going out, Mrs Nuttall’s son arrived. Shipman explained that he had just called to see
Mrs Nuttall and that she was seriously ill. He was fetching a drug from his car and would then
call an ambulance. Shipman followed Mr Nuttall into the house and was preparing the syringe,
when he realised that Mrs Nuttall had stopped breathing. He felt her pulse, looked at her pupils
and listened to her heart and chest. She was dead. He decided not to attempt resuscitation, as
it would not succeed and would be distressing for her son. He explained to Mr Nuttall what had
happened. He did not suggest a post-mortem examination, as he felt confident of his diagnosis
of left ventricular failure. When he spoke to Mrs Oldham, he advised that a post-mortem was
not necessary. Later Mr Nuttall said he did not want a post-mortem. Shipman had not called an
ambulance and had not said that he had done so. 

Certification

On the MCCD, Shipman stated that the cause of death was left ventricular failure of 15 minutes’
duration. This was due to congestive heart failure of three years’ duration. Hypertension for four
years and obesity for 20 years had also contributed. As Mrs Nuttall was to be cremated,
Shipman completed Form B, stating that he had seen Mrs Nuttall immediately before death.
The mode of death was syncope of ten minutes’ duration. Shipman claimed to have carried out
a full external examination after death. He stated that Mr Nuttall was present at the death. 

Dr Jeremy Dirckze signed Form C, confirming the cause of death as left ventricular failure. He
said he would have relied entirely on what Shipman had told him. He had no recollection of the
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case. Shipman claimed that he had shown Dr Dirckze the medical records but Dr Dirckze did
not confirm this. 

The Expert Evidence

Dr Grenville said that Shipman’s claim to have found Mrs Nuttall in a poorly state did not tally
with her son’s description of her condition only a short time before. Shipman’s description of the
death was not typical of ventricular heart failure, in which the patient would be gasping for
breath and usually producing froth at the mouth and nose. If, as Shipman suggested,
Mrs Nuttall appeared simply to have stopped breathing, she should have been resuscitated,
especially as she was only 64. 

Comment

This was a cremation case in which there were no remains to be examined. Nonetheless, the
jury convicted Shipman of murder. The case bore a number of the hallmarks of a Shipman
killing: 

• Shipman had no proper reason for his decision to call upon the patient. He lied in claiming
that the patient had requested a visit. He knew that she was not well because she had
called at the surgery that morning. In describing her condition just before death, he
exaggerated it, claiming that she was seriously ill when she was not. 

• The death was extremely sudden and quite unexpected. It occurred while the patient was
alone with Shipman. That is an extremely rare event in the experience of most general
practitioners. 

• Shipman chose a cause of death which was plausible, in that Mrs Nuttall had been suffering
from heart disease for some time. 

• Shipman’s description of the manner of death was not typical of a death from the cause he
diagnosed. Nor was the appearance of the body (sitting in a chair as if asleep) such as
would have been expected after a death from heart failure. It was what would be expected
from a death from diamorphine. 

• Shipman did not attempt resuscitation in circumstances in which that would have been the
appropriate course if Mrs Nuttall really had gone into acute heart failure.

• Shipman lied when he claimed to have rung for an ambulance and pretended to cancel it.
This is a feature that occurs in other cases.

• Shipman’s examination of the body was perfunctory. It was not sufficient to have diagnosed
the fact of death. It was as if he already knew that Mrs Nuttall was dead.
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Bianka Pomfret

Introduction

Mrs Bianka Pomfret died on 10th December 1997 at the age of 49. At post-mortem examination
after exhumation of her body in 1998, the morphine levels in her tissues were consistent with
the administration of a fatal dose.

The Circumstances of the Death

Mrs Pomfret was a divorcee and suffered from a depressive illness. Those who saw her in the
few days before her death were aware that she was chesty and was expecting a visit from the
doctor. During the morning of 10th December 1997, her neighbour, Mr Paul Graham, saw her
looking out of her lounge window. At about 5pm that day, Mrs Susan Adshead, a community
mental health support worker, called to visit Mrs Pomfret but there was no reply to her knock.
On looking through the window, she could see Mrs Pomfret on the sofa. When Mrs Pomfret’s
son, William, was brought, he found his mother was dead. She was fully clothed and looked
relaxed. A half-drunk cup of coffee and a burned out cigarette were on the table beside her.
Mr Pomfret called an ambulance. The paramedics summoned Shipman.

Mr Pomfret said that, when Shipman arrived, he said that he had visited Mrs Pomfret at about
12.30pm that day, because she had telephoned to say that she was unwell. She had told him
she was suffering from chest pains. He did not mention any treatment. He said he had told her
to make an appointment to see him again if need be. He now thought she had had a heart
attack later in the day. He told Mr Pomfret and his wife that Mrs Bianka Pomfret had been
suffering from angina for about ten months. They were very surprised at that. Shipman said that
Mrs Pomfret’s depression, medication and smoking habit had all played a part in her death.

The Defence Case

Shipman’s account, which the jury must have rejected, was that Mrs Pomfret had requested a
visit on 10th December. On his arrival, she told him that she had had chest pain on several
occasions and gave him details of three such episodes which had occurred in the past. It
sounded to him as though she had angina so he offered her glycerine trinitrate to see if it
afforded her any relief. She refused it, saying that she already took too many tablets. He told
her that she ought to be referred to a cardiologist but she refused. He advised her to make an
appointment for an electrocardiogram (ECG) and left. She came to the door to wave him off.

Shipman went back to the surgery and made several entries in the records. One was for that
day’s visit but others were backdated entries. He said that his intention was to reflect the history
of the previous episodes of chest pain about which Mrs Pomfret had told him. He said that he
had no intention to create a misleading impression. In fact, he made three misleading entries in
the records spread over a period of nine months. These were false and were designed to lend
credence to his contention that Mrs Pomfret had been suffering from heart disease over that
period. Some entries contained blood pressure readings, which he could not possibly have
recalled so long after the event. Also, some contained comments (such as ‘ seems better’)
which were designed to give the flavour of contemporaneity. By the time he came to give
evidence, it had been discovered that these entries had been backdated.
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In evidence, Shipman said that, when summoned to the house later that day, he had seen the
body and an ECG trace taken by the paramedics, which showed that Mrs Pomfret was dead.
He thought she must have had a coronary thrombosis. He offered the family a post-mortem
examination but they refused.

The Aftermath

Shipman completed the Medical Certificate of Cause of Death (MCCD), stating that death was
due to coronary thrombosis with ischaemic heart disease as an underlying cause. He said that
smoking and depressive illness had contributed to the death but were not related to the
immediate cause of death.

The following day, Shipman spoke to Dr Tait, the consultant psychiatrist responsible for
Mrs Pomfret’s care. Dr Alan Tait made a written note of the conversation at the time. Shipman
told him that he had seen Mrs Pomfret on 8th December and that she had complained of chest
pains which could have been angina. He arranged an ECG but the results were not significant.
He had seen her the next day and she had been cheerful. On 10th December, he had found
her collapsed with a ‘ thready’ pulse and she had proceeded to ‘ asystole’. She had been
resuscitated and defibrillated but had died. He said that this was a natural death and there was
no reason for a post-mortem examination. In effect, Shipman gave Dr Tait a completely different
account of events from that which he had given to Mr Pomfret and which he later gave to
the jury.

The Expert Evidence

At post-mortem examination, Dr Rutherford found no natural cause of death. There was no
significant narrowing of the arteries, nor any heart disease nor any sign of intracranial bleeding.
In evidence, he said that the morphine found in the body tissues must have been administered
while Mrs Pomfret was alive. In his opinion, the cause of death was morphine poisoning and
this was not challenged.

Dr John Grenville said that, when the false backdated records were taken out of account, there
was nothing in the records to explain Mrs Pomfret’s sudden death. This death should have
been reported to the coroner.

Comment

The death is a clear case of morphine poisoning but, even if the evidence of morphine in the
body is taken out of account, there remain a number of significant factors: 

• This was a sudden death, which was discovered shortly after a visit from Shipman at which
he saw the patient alone. No one saw or spoke to Mrs Pomfret after Shipman’s visit. 

• Shipman told the family that Mrs Pomfret had refused treatment that he had advised.
Shipman often said this of patients whom he had killed.

• Shipman gave a quite different account to Dr Tait from that which he had given to the family.
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• Mrs Pomfret’s position and peaceful appearance in death were not typical of those seen in a
patient who has suffered a heart attack. They were entirely typical of those seen in many of
Shipman’s victims who had been killed by diamorphine injection.

• When the falsified entries were excluded, the medical records did not support Shipman’s
stated opinion of the medical cause of death.

• The family says that Shipman did not offer a post-mortem but Shipman said that he had
offered the family a post-mortem but they had refused it. This particular conflict of evidence
is found again and again in cases where Shipman is suspected of killing a patient. In any
event, it was not for Shipman to offer the family a post-mortem examination. It was his duty
to decline to sign the MCCD if he was not sufficiently confident that he knew the cause of
death. On his story, he could not have been sufficiently sure that Mrs Pomfret had had a
heart attack and the death should have been reported to the coroner.
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Marie Quinn

Introduction

Mrs Marie Quinn died on 24th November 1997 at the age of 67. Following exhumation of her
body in September 1998, it was found that she had morphine in the tissues consistent with the
administration of a lethal dose.

The Circumstances of the Death

Mrs Quinn was divorced and lived alone. Her only son, Mr John Quinn, worked in Japan; he
kept in frequent contact with her. On the morning of the day of her death, Mrs Quinn attended a
funeral in Hyde. She appeared to friends to be in normal health. At about 2.30pm, she
telephoned her son in Japan for a chat. She said nothing that caused him to be concerned for
her health. A close friend, Mrs Ellen Hanratty, who also saw Mrs Quinn regularly, said she
seemed in normal health.

Shipman’s account of the events of the day was that Mrs Quinn telephoned the surgery at
about 5.45pm, asking for a visit as she had noticed some weakness on the left side. Records
showed that no telephone call was made from her home to the surgery that day. Shipman
claimed he had taken it himself, as he happened to be standing in the reception area,
preparing to leave for the day. He claimed that Mrs Quinn told him that she had noticed a
weakness down the left side, over the last hour. He told her he would come; she should leave
the door on the latch and he would let himself in. Shipman was lying. She did not telephone him
and it must have been his own idea to visit Mrs Quinn.

Nobody saw Shipman arrive, so the time of the visit is not known. He claimed that it had taken
him about 25 minutes to reach the house, due to rush-hour traffic and he had arrived at about
6.15pm. However, that too was a lie as the computerised records of other patients showed that
he was still seeing patients in the surgery at 6.16pm.

In evidence, Shipman claimed that, when he let himself in, he found Mrs Quinn on the kitchen
floor, close to death. He examined her and found a slight carotid pulse and some reaction of
the pupils to light. She was not breathing but he said that she responded abnormally to the
Babinski test. That is a test in which the doctor strokes the underside of the foot. Normally the
big toe reacts by going down. If there is cerebral irritation, such as occurs in a stroke, the big
toe will go up. Shipman considered that Mrs Quinn was still alive but deeply unconscious. He
decided not to attempt resuscitation as he thought she had had a severe stroke and would be
irreparably brain damaged if revived. He waited for two minutes. Had she stirred, he would
have called an ambulance but she did not. He then checked and found that she was dead. He
believed she had had a stroke. In fact he must have given her a dose of morphine and she
must have died very quickly as, at 6.32pm, he telephoned Mrs Hanratty, who was named as
the contact on Mrs Quinn’s records.

Shipman gave an account of what had happened to Mrs Hanratty, Mr Quinn and Mrs Cecilia
Adshead, a friend. In essence, he said that Mrs Quinn had telephoned the surgery saying that
she seemed to be having a stroke and was paralysed down one side of her body. He told her
he would come and she should leave the door on the latch. When he arrived he had found her
on the floor, breathing her last, and it had been too late to admit her to hospital. He said she
had had a massive stroke. 
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Shipman signed a Medical Certificate of Cause of Death (MCCD), giving the immediate cause
as cardiovascular accident of 20 minutes’ duration. This was due to arteriosclerosis, which was
said to have been present for five years, and hypertension, said to have been present for three
years. 

The Medical Records

Mrs Quinn’s medical records showed that she appeared to suffer from systemic sclerosis,
which causes fibrosis of the skin and other tissues. In Mrs Quinn, it affected her oesophagus
and the small blood vessels in the fingers and toes. There was a single entry in the summary
card dated 1992, suggesting that she suffered from arteriosclerosis, and another, dated 1994,
for hypertension. However, there was no other reference to arteriosclerosis and the prosecution
suggested that the summary card had been falsified in order to provide some support for
Shipman’s diagnosis of the causes of death. The evidence of hypertension was not clear from
the records. The only high blood pressure reading was 170/100 on a day in October 1997.
However, it appears that Mrs Quinn had been taking Nifedipine since 1993. Shipman said that
this had been prescribed for hypertension, so it may be that her blood pressure had been well
controlled. 

There was an entry in the records made on the morning after Mrs Quinn’s death, saying: 

‘ rang 1745 weak larm leg visit 1815 dying cert 1820 cva arteriosclerosisi 
(sic) hypertension and sclerodema’.

The Expert Evidence

Post-mortem examination showed that there were no blood clots in the brain. The vessels in the
brain stem appeared normal. There was a minimal degree of fatty deposit in the carotid
arteries. The cardiovascular and respiratory systems were in good condition. There was no
obvious sclerosis. Dr John Rutherford was able to rule out cerebral haemorrhage, as there was
no blood clot in the brain. He could not positively rule out occlusion of a blood vessel, as this
was difficult to confirm at autopsy. However, an occlusive stroke does not usually cause
sudden death but rather paralysis and loss of function on one side after which the patient might
recover but, if deterioration continues, death might follow within a period or two to three days.
Dr Rutherford expressed the view that the cause of death was morphine toxicity and this
diagnosis was not challenged on Shipman’s behalf at trial. Nor did he advance any explanation
as to how the morphine had come to be in Mrs Quinn’s body. 

Shipman had given the immediate cause of death as cerebrovascular accident. Dr Rutherford
said that neither the pathological findings nor the clinical circumstances fitted that diagnosis.
Shipman had given arteriosclerosis and hypertension as underlying causes. Dr Rutherford said
there was no evidence of cardiovascular disease. There could have been some hypertension.
In other words, Shipman’s diagnoses of the causes of death could not be justified on the
medical history. 
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Comment

The evidence in this case is overwhelming, as with all the cases where morphine was found in
the body. Even without that evidence the case would have been strong and there are a number
of noteworthy features:

• This was a sudden death, wholly unexpected to those who knew Mrs Quinn.

• The death was closely associated in time with Shipman’s presence. He claimed to have
found Mrs Quinn on the verge of death. There are a number of other cases where Shipman
has claimed to have found a patient already dead or dying, when the truth is that they were
alive when he arrived but dead when he left.

• Shipman claimed that the patient had telephoned, requesting a visit. This was a proven lie
as no call had been made from Mrs Quinn’s house to the surgery. Shipman sometimes said
this to the families of victims as an excuse for a visit, when the truth was that he had made
his own decision to call.

• Shipman also claimed that he had told Mrs Quinn to leave the door on the latch. He
sometimes said this to families of victims when he needed an explanation for his means of
entry, when he was claiming that on arrival he found the patient already dead.

• Despite his attempts at falsification, the cause of death given by Shipman was not borne out
by examination of the records.
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Irene Turner

Introduction

Mrs Irene Turner died on 11th July 1996 at the age of 67. Her body was exhumed in 1998 and
the levels of morphine found in her body tissues were consistent with the administration of a
fatal dose.

Personal Background

For some years before her death, Mrs Turner suffered from non-insulin dependent diabetes
and arterial disease. She had had breast cancer and had suffered a heart attack in 1994.
Notwithstanding that, she led a full and active life and appeared to friends and family to be
generally quite well. She had been to Torquay for a week’s holiday just before her death.
On her return, she developed a cold and was bringing up phlegm, which had caused her to
vomit. Her daughter and son-in-law, Mrs Carol and Mr Michael Woodruff, advised her to call
the doctor.

The Circumstances of the Death

On 11th July, Mrs Turner rang Shipman’s surgery to ask for a visit. She stayed in bed. She
asked Mr Woodruff to bring a meat and potato pie in for her lunch. When he arrived, she said
she would eat it when the doctor had been. At 2.15pm, Mrs Turner telephoned Mr Woodruff
and said that the doctor had not yet been. She must have been in the living room at that time to
use the telephone. That was her last communication.

Mrs Sheila Ward, a neighbour, said that, at about 3.25pm, she saw Shipman in his car in the
road. He asked her to go into Mrs Turner’s house. He told her to wait for about five minutes
before going in. He gave no reason why she should delay. When she went in, she found
Mrs Turner dead in bed. She was lying on the bed, with her head on the pillows and her arms
outside the bedclothes, which came up to her chest. Shipman arrived and told her that
Mrs Turner had died of diabetes. It was all through her body and it had been too late to send
her to hospital. 

Shipman told Mr Woodruff that there was no need for a post-mortem examination. He had told
Mrs Turner that she should go to hospital but she had not liked the idea. He was cold and
matter of fact. 

Shipman told Mr Alfred Isherwood, another son-in-law, that Mrs Turner had not looked after her
diabetes. He said she had died of ischaemic heart disease. He gave a very complicated
explanation of her supposed condition. He said Mrs Turner would not have suffered any pain;
she would just have gone to sleep. He was cold and businesslike. He said Mrs Turner had not
wished to go to hospital. Mr Isherwood thought that was strange as Mrs Turner held Shipman in
high regard and would always accept his advice. Shipman blamed Mrs Turner for leaving it
until so late before she called the doctor. He said she would have survived if she had called
him earlier. 
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The Defence Case

Shipman’s account, which must have been disbelieved by the jury, was that, when he arrived,
Mrs Turner was very poorly. She told him that she had been vomiting for five to six days and
may have vomited her diabetes tablets. He thought her diabetes was out of control and that
she was dehydrated. He told her she ought to go to hospital but she would not agree. She told
him that, in the past, she had been worse than she then was and she had recovered without
telling him. Eventually, she agreed to go into hospital if her urine showed both blood and
protein, so he took a sample and left. He was confident that the results would show a serious
situation, so he told her to get ready for hospital and suggested that he should ask her
neighbour, Mrs Ward, to come in. He left and saw Mrs Ward outside. He asked her go to
Mrs Turner in a few minutes, by which time Mrs Turner would have been to the lavatory. He told
her he would be back shortly. He went to the surgery and did the test, which was positive, so
he went straight back to the house. He was away only ten minutes. He found Mrs Turner
unconscious. He felt for a pulse, examined her eyes and concluded that she was dead. He
considered that the cause of death was failure of the peripheral circulation. 

Certification

Shipman signed the Medical Certificate of Cause of Death (MCCD), giving the date of death as
10th July and purporting to sign it on 10th June 1996. He gave the cause as circulatory failure,
with ischaemic heart disease and diabetes mellitus as underlying conditions. Hypertension was
a contributory factor.

The Expert Evidence

The post-mortem examination revealed signs of diabetes, coronary artery disease and past
heart attacks. These conditions were severe enough to account for a sudden death. However,
the morphine levels found in the tissue samples were consistent with a fatal dose and, in
Dr John Rutherford’s view, morphine was the cause of death. From the post-mortem
examination findings and a perusal of the medical records, it appeared to him that both the
diabetes and hypertension were well controlled. 

The Medical Records

The medical records revealed a complicated medical history, which it is not necessary to
record. With reference to the death, Shipman had made a handwritten account of his final visit,
although it was mistakenly dated 10th June 1996. This account was plainly designed to lend
plausibility to the cause of death he had given. The note suggested that he had found
Mrs Turner to be very ill. She had been vomiting for four days. She had a fever, dysuria and
was dehydrated. He thought she was in circulatory collapse. There was tenderness over the
kidneys. She was acidotic. He had prescribed amoxycillin, an antibiotic. He had taken a urine
sample and had left. On his return, he had found her dead from the causes which appeared on
the MCCD. 

Dr John Grenville did not think this note made medical sense. He said that, if the note were
accurate, it showed a woman in urgent need of hospital admission for intravenous rehydration
and control of the diabetes. She was a medical emergency. There should have been no delay.
ENDIX E



It was inappropriate to prescribe amoxycillin or to take away a urine sample for testing. The
doctor should have called an ambulance. If the patient had refused to go to hospital, he should
have warned her of the risk of imminent death and should have summoned a relative who could
persuade her. Failing all else, he should have asked her to confirm her objection in writing.
Dr Grenville doubted the feasibility of obtaining a urine sample from Mrs Turner if she was as
dehydrated as the note suggested. He observed that the urine test was not recorded in the
notes. Dr Grenville doubted that Mrs Turner was as ill as Shipman claimed. She would have
looked very ill and would not have been interested in food. Shipman’s case did not add up.

Shipman claimed that the handwritten record was made while he was at Mrs Turner’s house.
The computerised records, which Shipman claimed he had made on his return to the surgery
that evening or the next morning, were different in many respects from the written record. For
11th July, there are several separate entries which say:

‘ Had a chat to patient

very ill not happy re hosp’.

‘ Had a chat to patient

circulatory failure bs 20 (blood sugar 20, which is very high. Shipman claimed
that Mrs Turner had taken this reading herself on her glucometer)’.

‘ Examination of patient

100/60 cold? uti tluk (to let us know)’.

‘ O/E – dead

1540 circ fail dm ihd//hyperte (on examination dead; circulatory failure,
diabetes mellitus ischaemic heart disease//hyptertension)’.

‘ Seen in own home

Dr H.F.Shipman’.

Shipman was quite unable to explain the many inconsistencies between the handwritten and
computerised records. It was not possible to establish from objective evidence when either
record was made.

Comment

This was a proven case of morphine poisoning. However, if one takes that factor out of the
equation, there remain several factors which are common to other cases:

• This was a very sudden death of a patient who did not appear to others to be seriously ill on
the day of death. However, she had underlying conditions which could have resulted in her
sudden death at any time. Shipman’s victims often had potentially fatal conditions, which he
relied on as a plausible cause of death.

• Shipman claimed that he found Mrs Turner to be seriously ill and that she refused admission
to hospital. This is a common feature in many Shipman killings. Shipman left her alone,
supposedly in a serious condition. She was found dead very shortly afterwards. It would
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have been a remarkable coincidence if she had died naturally during the few intervening
minutes.

• Shipman’s account of his treatment of Mrs Turner was inappropriate. In order to explain the
course of events, he was driven to give an account of his actions which, if true, would have
shown him to be seriously incompetent. This is a common feature of Shipman killings.

• Shipman’s two sets of records of the events preceding the death were woefully inadequate
and were mutually inconsistent. It was accepted that Shipman was a poor record keeper
and this is amply demonstrated in very many cases.

• The body gave the appearance of having been ‘ laid out’. So neat and tidy an appearance is
not typical of an unattended death from natural causes. Other examples of this feature have
emerged from the Inquiry’s investigations.
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Laura Kathleen Wagstaff

Introduction

Mrs Laura Kathleen Wagstaff died on 9th December 1997, the day before Mrs Bianka Pomfret.
She was aged 81. She was a patient of Shipman and thought highly of him. 

The Circumstances of the Death

Mrs Wagstaff was in good general health at the time of her death. On the day on which she
died, she went shopping in Hyde at about lunchtime. At about 1.45pm, Shipman left the
surgery without saying where he was going. A neighbour saw Mrs Wagstaff letting him into her
flat, some time between 2pm and 3pm. She seemed pleased and surprised to see him. Another
neighbour saw him arrive and saw him again in the car park after about 20 to 30 minutes.

In the mid-afternoon, Shipman went to a neighbour and told him that Mrs Wagstaff had died.
He said he would inform the relatives and left. Shipman erroneously informed Mrs Wagstaff’s
daughter-in-law that her mother had died. He discovered his mistake when he spoke to
Mrs Carol Chapman, a receptionist at the surgery. Then, Mrs Wagstaff’s son, Peter, was
informed and went to the house. He found his mother slumped in her chair. She had been
slightly sick. 

Shipman told Mr Wagstaff that his mother had telephoned the surgery, asking for a visit. That
was a lie. No call had been made from Mrs Wagstaff’s house to the surgery. Shipman claimed
that the surgery staff had paged him and, as he was close by, he had visited her. On arrival he
had found Mrs Wagstaff looking ill, very grey, sweating and blue round the mouth. He had
helped her upstairs and settled her in her chair. He said that he had found her pulse was
‘ thready’ so he telephoned for an ambulance. That was a proven lie. He said he went to fetch
his bag from the car and when he returned he found that Mrs Wagstaff had slumped over and
died. He had checked her pulse. He had cancelled the ambulance. That was also a proven lie.
He said nothing about an attempt at resuscitation. He said she had had a heart attack and had
not suffered. She had had heart disease of a kind that could ‘ carry you off’ quite quickly.
Mr Wagstaff was surprised, as he was unaware that his mother had heart problems. In fact she
had not. 

The Defence Case

In evidence, Shipman’s account, which the jury rejected, was that he had been in the reception
area of the surgery at about 3pm when he had taken a call from Mrs Wagstaff. That was a lie.
He claimed that she said she had chest pain and did not feel well. She had not had it before.
She needed him to visit. He took out her notes and went straight there. She let him in and went
slowly upstairs to her flat where she sat in her chair in the corner. He had his bag and notes
with him. She looked grey and cyanosed. Her pulse was fast, over 100 beats per minute. The
blood pressure and heart sounds were normal. There was no sign of a chest infection. He
listened to her heart and thought she might be having a coronary thrombosis. He told her she
ought to be in hospital to confirm the diagnosis. He said he would write up the notes and then
ring for an ambulance. He claimed to have written up the notes but subsequent examination of
the notes revealed no entry in them. He said that he had then realised that her mouth was
open. She had died. He attempted resuscitation but she was too big to move. He tried mouth-
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to-mouth resuscitation and external cardiac massage while she was still in the chair. He did not
call for help from the paramedics as he was doing everything that could be done for her. After
ten minutes, he knew he could not revive her so he set about informing the relatives of the
death.

Certification

Shipman completed the Medical Certificate of Cause of Death (MCCD) saying that the cause of
death was coronary thrombosis, which had begun 30 minutes before death. An underlying
condition was ischaemic heart disease of eight to ten years’ onset. As Mrs Wagstaff was to be
cremated, he completed Form B of the cremation certificate. He said that he had seen
Mrs Wagstaff on the day of her death. He claimed that a neighbour had been present at the
death, which was untrue.

Dr Alastair MacGillivray from the Brooke Surgery signed Form C, confirming that he was
satisfied that the death was due to coronary thrombosis. He said he relied totally on the
account given him by Shipman. He would not expect any external signs if Mrs Wagstaff had
died of coronary thrombosis.

The Expert Evidence

Dr John Grenville said that Mrs Wagstaff’s records showed that she had been very healthy for
her age. There was no sign of heart disease. There were two entries showing raised blood
pressure but no real hypertension. The entry describing the death was very brief. It said: 

‘ call 1500 arrive 1515 def ct collapse died 1520’.

Dr Grenville said that, if Mrs Wagstaff had collapsed in the way Shipman claimed, the doctor
should have called an ambulance immediately, as every effort should have been made to
resuscitate her. She was a very fit woman for her age. Resuscitation needs more than one
person. 

Comment 

This was a cremation case so there was no direct evidence that the cause of death was
morphine poisoning. Nonetheless, the jury convicted. The salient features of this case are: 

• Mrs Wagstaff was in good health and her death was wholly unexpected.

• Shipman made an unsolicited visit to Mrs Wagstaff. His claim that she had summoned him
was a lie. He must have made his mind up in advance that he was going to call on her and
kill her. 

• The death took place in Shipman’s presence. Most doctors say that it is extremely unusual
for a patient to die suddenly during a home visit. 

• On Shipman’s account of the sudden collapse, there was no excuse not to call an
ambulance and to make a proper attempt to resuscitate. No doctor would behave as he did
in the circumstances he described. 
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• His two differing accounts both contained proven lies. In particular he had not telephoned
the ambulance station. 

• Shipman chose to say that Mrs Wagstaff had died after a coronary thrombosis. However,
her medical records showed that she was not likely to suffer such a death. Shipman usually
chose a cause of death which would be plausible in the light of the medical history.
However, Mrs Wagstaff was not suffering from any potentially fatal condition.
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Maureen Alice Ward

Introduction

Miss Maureen Alice Ward died on 18th February 1998 at the age of 57. Some time before her
death, she had suffered from cancer but she had been successfully treated. She had other
medical problems and was seeking early retirement on medical grounds. 

Personal Background

At the time of her death, Miss Ward appeared to her friends to be in good health. For several
years, she had lived with her mother at Ogden Court, sheltered accommodation in Hyde, and
had stayed on after her mother’s death. She was about to leave Hyde and was looking forward
to moving to Southport. Most of her belongings were packed. In addition, she had booked a
Caribbean holiday, starting on 1st March. In the afternoon of the day before the day of her
death, Miss Ward attended Shipman’s surgery to discuss her continuing need to take
tamoxifen, an anti-cancer drug. Mrs Carol Chapman, the receptionist, chatted with her.
Miss Ward appeared to be in good health and spirits. 

The Circumstances of the Death

On the morning of her death, Miss Ward helped an elderly resident by carrying a heavy bag of
bedding across to the laundry. Then she went shopping in Hyde to buy a new dress for her
holiday. The residents of Ogden Court were astonished to learn that Miss Ward had died later
that day. They would have been even more astonished had they known that Shipman was to
certify her death as due to carcinomatosis, which is the expression used to describe cancer
which has become so generalised that it is not possible to specify which organs are affected.
Patients with carcinomatosis do not usually die suddenly. 

At about 3.30pm on 18th February 1998, Shipman called upon Mrs Christine Simpson, the
warden of Ogden Court, and asked her to come to Miss Ward’s flat. He said he had just found
her dead. When Mrs Simpson expressed surprise, Shipman said, ‘ Well she did have a brain
tumour you know’. Knowing that Miss Ward was very strict about security, Mrs Simpson asked
Shipman how he had gained entry to Miss Ward’s flat. He said that Miss Ward had been
expecting him and she had left the lock ‘ on the snip’. He said he was bringing her an
appointment letter for her to go to Stepping Hill Hospital. When Mrs Simpson reached the flat,
she found Miss Ward lying on her bed, fully dressed in day clothes. Her eyes were closed and
she looked ‘ completely straight and tidy’. In the kitchen there were signs that Miss Ward had
been interrupted while spooning some cat food onto the cat’s dish. 

At about 4pm, Shipman returned to the surgery and told Mrs Chapman that Miss Ward was
dead. He told her that he had been passing the corner of the street and had seen an
ambulance outside Ogden Court. He had called in and the paramedics had told him that
Miss Ward was dead. The following day, Mrs Chapman heard Shipman tell other members of
staff that he had called at Miss Ward’s home to give her an appointment. She claims to have
observed out loud that that was not what he had told her the day before. 
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The Defence Case

Shipman’s account in evidence, which was rejected by the jury, was that he had seen
Miss Ward twice on the day before her death, not once as the records showed. At lunchtime,
he had noticed her in the reception area and she had asked to have a word with him. He took
her to his room and she told him she had been having some ‘ funny do’s’ with headaches and
blurred vision. These had settled and she had not gone to the optician. About a week earlier,
she had found herself on the floor. She had wet herself. Shipman thought it sounded as if she
might have had an epileptic fit, which can be a sign of a brain tumour. He had been unaware of
these symptoms until 17th February. When he learned of them, he inserted them into the
records at the dates at which Miss Ward said these events had occurred. He thought this was a
proper way to amend the records and he had not intended that the records should be
misleading. They plainly were. When she told him of these events, he advised her that she must
see her consultant at Stepping Hill Hospital, Mr Peter England, as a matter of urgency. That
afternoon and the next morning he had made considerable efforts to get Miss Ward an early
appointment but had been unable to get through to the hospital. So he had written her a letter
of referral which she could take with her. He went round to give her this letter and to advise her
to attend the next clinic, but found her already dead.

Certification

Shipman signed a Medical Certificate of Cause of Death (MCCD), giving the cause of death as
carcinomatosis of eight weeks’ duration (with a secondary tumour in the brain). He said that
breast cancer had been an underlying condition. He stated that he had seen Miss Ward alive
on the day of her death. As Miss Ward was to be cremated, he completed a Form B repeating
that diagnosis but stating that he had last seen Miss Ward alive 24 hours before her death.
He said that the mode of death was collapse of ‘ minutes’ duration. That information was based
on information from the warden who had found Miss Ward in a collapsed state. The warden had
been present at the moment of death. These statements were untrue. 

Dr Susan Booth signed Form C, saying she too was satisfied that death was due to
carcinomatosis. Any enquiry of anyone who knew Miss Ward (such as the warden) would have
shown this to be false and would have revealed the falsity of the claim on Form B. 

The Medical Records

Examination of the medical records showed that several false entries had been made on the
day of the death. Some had been made before the body was discovered, some afterwards.
Some entries were designed to show that, during the previous two months, Miss Ward had
exhibited signs of a brain tumour. On 17th February, a genuine contemporaneous record was
made of the consultation about the long-term need to take tamoxifen. At about 2.45pm, on
18th February, a series of three backdated entries was made, purporting to have been made on
17th December 1997 and 6th and 17th February 1998. These entries included references to
headaches and blurred vision. The headaches had been accompanied by nausea and
unsteadiness in the legs. On 17th February, examination had supposedly shown raised
intracranial pressure. Another entry, made at about 5.45pm on 18th February, suggests that
Miss Ward had told Shipman that, about six days earlier, she had found herself on the floor and
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she had wet herself. Shipman wondered whether she had had an epileptic fit. These entries
were clearly designed to lend credibility to Shipman’s explanation for Miss Ward’s death.
Dr John Grenville said that, without the false entries, there was nothing to support the diagnosis
of carcinomatosis or brain tumour. In any case, a death from those causes is a slow process in
which the patient develops neurological signs and suffers a gradual reduction in
consciousness. 

The remaining entries made on 18th February were all made at about 5.45pm, that is after Miss
Ward was known to be dead. One says that Miss Ward was dead on examination. Another says
that she had been referred for further care and was to have an urgent appointment with
Mr England. She had been seen in her own home. These entries were designed to support
Shipman’s account of his reason for visiting Miss Ward at home on the occasion when he
supposedly found her dead. 

The doctors responsible for her supervision at Stepping Hill Hospital reported that Miss Ward
had attended for periodic review and had made no complaint of any symptom referable to a
brain tumour. 

Comment

Although this was a cremation case, with no direct evidence of morphine poisoning, it was a
very clear case of murder: 

• This was a sudden death discovered very shortly after Shipman had had access to
Miss Ward alone and the opportunity to inject diamorphine.

• The cause of death was not plausible given the past medical history. Miss Ward was not
terminally ill. Even with heavily altered records, Shipman’s explanation for the death did not
make medical sense.

• Shipman gave a false account of events on Form B where his entries were plainly designed
to distance him from the death. 

• Miss Ward’s appearance was not what one would expect if Miss Ward had had a sudden
collapse. On the other hand her appearance was consistent with her having been given an
injection of diamorphine.
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Maria West

Introduction

Mrs Maria West (also known as Marie) died on 6th March 1995 at the age of 81. She was a
widow who usually lived alone. At the time of her death, her son had been staying with her for a
few days. He said she seemed in reasonably good health and was fairly fit for her age. In
recent weeks, she had begun to suffer pain from arthritis in her legs, hips and back, for which
she took anti-inflammatory drugs. She also had poor circulation in the legs. She had recently
started to use an inhaler for asthma. Despite these problems, she was still leading a busy
social life and was about to book a Butlins holiday. She had not complained to her son of
blurred vision or dizziness or numbness of the hand. 

The Circumstances of the Death

On 27th February and 2nd March 1995, Mrs West had consulted Shipman about her arthritis. He
had prescribed pethidine tablets but these had not agreed with her and she had asked him to
visit her on 6th March. Her good friend, Mrs Marion Hadfield, visited her on that day. Mrs West
made cups of tea and carried them into the living room. Then the two women chatted, watched
television together and waited for the doctor to arrive. Mrs Hadfield said that Mrs West was
quite well during this time. She did not have any trouble with blurred vision and she did not
complain of dizziness or numbness of the hand. 

Shipman arrived while Mrs Hadfield was upstairs using the bathroom. When she came down,
she could hear voices coming from the living room, so she remained in the kitchen so as not to
intrude. After a while, the voices ceased. Then Shipman came into the kitchen. He seemed
surprised to see her and said he was going to see if Mrs West’s son was upstairs as Mrs West
had ‘ collapsed’ on him. Mrs Hadfield asked if he could do anything for her. He said it was too
late; she had ‘ gone’. Mrs Hadfield went into the living room and found Mrs West sitting in the
chair exactly where she had been before. Shipman did not attempt resuscitation. He just raised
Mrs West’s eyelid and said there was no sign of life. He told Mrs Hadfield that he had just
turned away to pack his bag and, when he turned round, he found that Mrs West had
collapsed. 

Shipman telephoned Mrs West’s son, Christopher, and told him that he had taken his mother’s
blood pressure and had gone out to put the machine in the car. When he came back in, he
found her dead. When Mr West arrived, Shipman told him that his mother had had a massive
stroke. Shipman said that he had expected her to die as she had hardening of the arteries but
had not expected it to happen so soon. He had not tried to resuscitate her, as she would have
been a vegetable if she had been brought round. He did not suggest a post-mortem
examination. 

The Defence Case

Shipman’s account, the essential aspects of which the jury must have rejected, was that he had
visited Mrs West on 6th March to see how her back pain had been since she had been taking
pethidine. If the pain were not resolving, she would have to be referred to a consultant.
Mrs West told Shipman that the back pain had improved but she now had another problem.
She had noticed altered vision and weakness in the arm and leg, lasting for an hour or so at a
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time. Shipman turned away to reach into his bag for his stethoscope and blood pressure
machine. He spoke to her but there was no response. When he looked at her, she was slumped
in her chair. He examined her and found that she was dead. He did not attempt resuscitation
as in his opinion, if revived, she would have been severely disabled. He found the son’s
telephone number and went into the kitchen to look for the telephone. (In fact the telephone
was in the living room.) In the kitchen, he found Mrs Hadfield and told her that Mrs West had
collapsed and died. When Mrs Hadfield asked if he was sure that Mrs West was dead, he
tested the carotid pulse again and proved the point by showing Mrs Hadfield the dilated pupils.
He telephoned Mr West and told him of the death. He did not say that Mrs West had collapsed
while he was outside collecting his bag. When Mr West arrived, he explained to him how the
death had occurred. He mentioned the possibility of a post-mortem examination but Mr West
did not want one. 

After the death, Shipman made an entry in the medical records in which he stated that
Mrs West had complained of blurring of vision and weakness in the arm. Strangely, he did not
mention that she had died in the middle of the examination. The Crown suggested that this
record was a fabrication, designed to add plausibility to his false account of her death. As the
jury convicted, one must infer that they found that Shipman must have given Mrs West an
injection of diamorphine soon after his arrival. 

Certification

Shipman completed the Medical Certificate of Cause of Death (MCCD), saying that the cause
of death was a cerebrovascular accident of only a few minutes’ duration. A contributory cause
was arteriosclerosis of 18 years’ duration. 

When completing cremation Form B, Shipman said that he had been present at the death with
a neighbour. He said he had carried out a complete external examination. He felt no doubt as
to the cause of death and there was no reason for further examination of the body. 

The Expert Evidence

Dr John Grenville, who had examined the records, said that for many years Mrs West had been
at risk of having a stroke. She had had high blood pressure on two occasions in 1990 but this
had been well controlled since then. She had also had a suspicion of carotid bruit and a
fleeting episode of blindness. The records also revealed chronic bronchitis and asthma but
these were not relevant to the death. The records for the week before her death showed that
Mrs West was prescribed pethidine for hip pain. The only possible reference to a vascular
problem was an entry for 4th March which said:

‘ pethidine for pain, TCI’,

which could have meant ‘ to come in’ or, as Shipman claimed in evidence, ‘ transitory cerebral
ischaemia’. 

Dr Grenville said that Shipman’s account of Mrs West’s sudden transition from life to death did
not ring true. Death did not occur in that way. If Shipman’s account of the collapse were true,
he should have attempted resuscitation and called an ambulance. Anything less was not
acceptable as Mrs West was not terminally ill. Further, he said that the history recorded by
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Shipman of a complaint of blurred vision and weakness in the arm sounded more like the
symptoms of a mild evolving stroke than the kind of severe stroke that can cause a sudden
cerebrovascular death. The cause of death given on the MCCD could not be justified and the
case should have been reported to the coroner. 

Comment

This was a cremation case with no direct evidence of morphine in the body tissues. There are
a number of significant features about this case, all of which are common to other cases:

• The death took place in Mrs West’s home and while Shipman was alone with her. This is
a highly suspicious factor, as other general practitioners say that this is an extremely rare
event. 

• Death was extremely sudden, so sudden that it could not have happened as Shipman
claimed. 

• Shipman made no attempt to resuscitate the patient and justified his decision by claiming
that she would have been severely disabled if revived.

• Mrs West’s appearance in death, sitting peacefully in a chair as though asleep, was similar
to the appearance of many of Shipman’s other victims. 

• Shipman gave inconsistent accounts of the circumstances to different people. However, it
must be borne in mind that the accounts of friends and relatives may not be wholly reliable
due to the passage of time and the effect of shock and distress. 

• There was a dispute as to whether Shipman mentioned the possibility of a post-mortem
examination. The relative said he did not. Shipman made no report to the coroner in a case
in which such a report was plainly called for, as the death was sudden and unexplained.

• To explain Mrs West’s death, Shipman selected a moderately plausible cause, in that there
were features of her medical history which put her at risk of a stroke. 

• Shipman wrote on cremation Form B that a neighbour was present at the death. Although
she was in the house, Mrs Hadfield was not in the room at the moment of death and the
statement that she was present is misleading. This is a typical example of the way in which
Shipman would make false statements, seeking to distance himself from the death or to
make it appear he had not been alone with the patient at the time of death.
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Natural death

Natural death

Natural death

Natural death

Natural death

Natural death

Natural death

Insufficient evidence for decision

 place on 21/08/74

Suspicion of unlawful killing

Suspicion of unlawful killing

Suspicion of unlawful killing

home Insufficient evidence for decision

Suspicion of unlawful killing

Natural death

Natural death

Unlawful killing

Suspicion of unlawful killing

Insufficient evidence for decision

Natural death

Insufficient evidence for decision

Chronological List of Decided CasesAPPENDIX  F
Date of Death Name of Deceased Age of Deceased Place of De

1974

10/5/74 Ruth Highley 72 Own home

22/6/74 Edith Annie Bill 67 Own home

23/7/74 Colin Whitham 26 Own home

2/8/74 Stanley Uttley 58 Surgery

9/10/74 Hena Cheetham 77 Ambulance

10/11/74 Harold Edward Jackman 78 Hospital

9/12/74 Sean Stuart Callaghan 18 Hospital

16/12/74 Moira Kelly 26 Hospital

29/12/74 Sarah Ann Thomas 86 Own home

There is also a decision in respect of Frances Elaine Oswald, relating to an incident which took

1975

21/1/75 Lily Crossley 73 Own home

21/1/75 Robert Henry Lingard 62 Own home

21/1/75 Elizabeth Pearce 84 Own home

25/1/75 Edward Walker 70 Residential 

15/2/75 Jane Isabella Rowland 80 Own home

11/3/75 Alice Brown 72 Own home

11/3/75 Jack Wills 65 Own home

17/3/75 Eva Lyons 70 Own home

21/3/75 Edith Roberts 67 Own home

1/4/75 Wilbert Mitchell 87 Own home

6/4/75 Joe Ainscow Stansfield 77 Own home

7/4/75 Winifred Isabel Smith 67 Own home
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8/4/75 Jane Ellen Lord 86 Own home Natural death

28/4/75 Michael Connors 64 Own home Insufficient evidence for decision

Natural death

Natural death

Natural death

Suspicion of unlawful killing

ome Natural death

Natural death

Natural death

ome Natural death

Insufficient evidence for decision

Natural death

Suspicion of unlawful killing

ome Natural death

ome Natural death

ome Natural death

Insufficient evidence for decision

ome Natural death

Insufficient evidence for decision

e Natural death

Unlawful killing

ome Natural death

Unlawful killing

Natural death

Suspicion of unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
26/5/75 Phyllis Oxley 59 Own home

27/7/75 Lilian Shaw 54 Own home

4/8/75 Leah Pickering 86 Own home

5/8/75 Albert Redvers Williams 75 Own home

9/8/75 William Earnshaw 88 Daughter's h

1/9/75 Mary Ann Tempest 70 Own home

27/9/75 Margaret Wilmore 38 Own home

1977

8/10/77 Josephine May Carroll 81 Residential h

21/11/77 Eveline Robinson 77 Own home

15/12/77 Wilfred Chadwick 81 Own home

1978

9/1/78 Eric Wardle 60 Own home

24/2/78 Lily Shore 87 Residential h

24/2/78 William Henry Brown 74 Residential h

26/2/78 Alice Dixon 88 Residential h

7/6/78 James Ashworth 81 Own home

22/7/78 Esther Lowe 73 Residential h

29/7/78 Reginald Potts 83 Own home

2/8/78 Clifford Gess 65 Friend's hom

7/8/78 Sarah Hannah Marsland 86 Own home

10/8/78 Ellen Ashton 81 Residential h

30/8/78 Mary Ellen Jordan 73 Own home

6/9/78 Hervey Nuttall 74 Own home

6/9/78 Thomas Alfred Longmate 69 Own home
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17/9/78 Christina Harrison 96 Residential home Natural death

25/9/78 Emily Williams 75 Daughter's home Suspicion of unlawful killing

ome Natural death

Natural death

Natural death

Suspicion of unlawful killing

ome Natural death

Suspicion of unlawful killing

Unlawful killing

ome Natural death

Unlawful killing

Natural death

Insufficient evidence for decision

Natural death

Natural death

Natural death

ome Natural death

Natural death

ome Natural death

Insufficient evidence for decision

Natural death

Natural death

Natural death

ome Natural death

ome Natural death

Suspicion of unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
7/11/78 Winifred Amy Tuffin 86 Residential h

12/11/78 Ada Heywood 78 Own home

22/11/78 Mary Jane Hett 77 Own home

23/11/78 Elsie Royles 70 Own home

2/12/78 Ruth Strickland 84 Residential h

5/12/78 Robert Hickson 76 Own home

7/12/78 Harold Bramwell 73 Own home

9/12/78 Ellen Kelly 82 Residential h

20/12/78 Annie Campbell 88 Own home

20/12/78 Esther Hannah Roberts 89 Own home

1979

11/1/79 Albert Slater 79 Own home

11/1/79 Annie Wilkinson 81 Own home

22/1/79 Harriet Harris 77 Own home

11/3/79 Ernest Shawcross 74 Own home

20/3/79 Agnes Edge 87 Residential h

14/4/79 Stanley Riley 77 Own home

1/5/79 Mary Alice Garratt 86 Residential h

2/5/79 Sydney Walton 57 Own home

3/5/79 Richard Johnson 89 Own home

10/5/79 Gertrude McLoughlin 83 Own home

17/5/79 William Hill Wareing 61 Own home

30/5/79 Florence Leach 92 Residential h

5/7/79 Arthur Floyd 97 Residential h

18/7/79 Lavinia Wharmby 88 Own home
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29/7/79 Elsie King 84 Residential home Natural death

2/8/79 Sarah Adkinson 76 Own home Natural death

Suspicion of unlawful killing

Suspicion of unlawful killing

ome Natural death

Unlawful killing

Suspicion of unlawful killing

Insufficient evidence for decision

ome Natural death

Natural death

ome Natural death

Natural death

ome Suspicion of unlawful killing

Unlawful killing

ome Natural death

Natural death

ome Suspicion of unlawful killing

Natural death

Natural death

ome Insufficient evidence for decision

Natural death

ome Natural death

Natural death

ome Insufficient evidence for decision

Natural death

ome Natural death

Date of Death Name of Deceased Age of Deceased Place of Death Decision
4/8/79 Fanny Dawson 68 Own home

5/8/79 Hannah Helena Mottram 69 Own home

8/8/79 Maud Matley 88 Residential h

10/8/79 Alice Maude Gorton 76 Own home

13/8/79 Frederick Vickers 66 Own home

18/8/79 Edith Graham 72 Own home

25/8/79 Dora Elizabeth Smith 83 Residential h

25/8/79 Leonora Hamblett 78 Own home

30/9/79 Mary Kingsley 91 Residential h

9/10/79 Ada Marjorie Preston 68 Own home

11/11/79 Leah Johnston 80 Residential h

28/11/79 Jack Leslie Shelmerdine 77 Hospital

5/12/79 Norman Adshead 84 Residential h

23/12/79 Alice Chappell 85 Own home

1980

3/1/80 Bethel Anne Evans 92 Residential h

2/2/80 Charles Henry Wood 83 Own home

7/2/80 Edgar Dobb 79 Own home

10/2/80 Frederick Coomber 81 Residential h

12/2/80 Norman John Bell 72 Own home

14/3/80 Fanny Wood 89 Residential h

22/3/80 Miriam Davies 66 Own home

3/4/80 Miriam Rose Emily Mycock 91 Residential h

6/4/80 Nellie Gee 79 Own home

12/4/80 Clara Ethel Aveyard 90 Residential h
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1/5/80 Hannah Cartwright 83 Residential home Natural death

23/6/80 Mary Ann Mansfield 84 Own home Insufficient evidence for decision

ome Natural death

Insufficient evidence for decision

ome Natural death

Natural death

Insufficient evidence for decision

Natural death

Insufficient evidence for decision

Natural death

Natural death

ome Natural death

Unlawful killing

ome Natural death

ome Natural death

Insufficient evidence for decision

Natural death

ome Natural death

ome Natural death

Natural death

Natural death

Suspicion of unlawful killing

ome Insufficient evidence for decision

ome Insufficient evidence for decision

ome Natural death

ome Natural death

Date of Death Name of Deceased Age of Deceased Place of Death Decision
23/7/80 Sarah Hawkins 77 Residential h

29/9/80 Robert Swann 92 Own home

30/10/80 Sarah Tideswell 85 Residential h

2/11/80 Hannah Everall 78 Own home

17/11/80 Bertha Bagshaw 88 Own home

24/12/80 Lily Acton 91 Own home

1981

7/1/81 Leonard Shaw 85 Own home

18/1/81 Caroline Veronica Hammond 70 Own home

2/3/81 Samuel Oldham 69 Own home

5/3/81 Mary Elizabeth Firman 87 Residential h

18/4/81 May Slater 84 Own home

20/4/81 Emmeline Swindells 86 Residential h

28/4/81 William James McLaren 86 Residential h

4/5/81 Cyril Mitchell 60 Own home

12/5/81 Albert Arrandale 77 Own home

16/5/81 Alice Bolland 80 Residential h

27/5/81 Frances Bennett 82 Residential h

2/6/81 Rosetta Pedley 67 Own home

23/6/81 Violet Mary Whittaker 59 Own home

27/6/81 Florence Taylor 93 Own home

29/6/81 Florence Sidebotham 83 Residential h

5/7/81 Ellen Frances Wharam 91 Residential h

16/7/81 Elsie Lewis 88 Residential h

18/7/81 Ethel Doris Holgate 91 Residential h
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3/8/81 Alline Devolle Holland 84 Residential home Insufficient evidence for decision

25/8/81 Emma Smith 85 Own home Natural death

Unlawful killing

Suspicion of unlawful killing

Suspicion of unlawful killing

ome Suspicion of unlawful killing

Insufficient evidence for decision

ome Natural death

Suspicion of unlawful killing

ome Natural death

Natural death

Natural death

Suspicion of unlawful killing

Insufficient evidence for decision

ome Insufficient evidence for decision

Natural death

Natural death

ome Suspicion of unlawful killing

ome Natural death

ome Natural death

Suspicion of unlawful killing

Natural death

ome Natural death

Natural death

ome Natural death

Natural death

Date of Death Name of Deceased Age of Deceased Place of Death Decision
26/8/81 Elizabeth Ashworth 81 Own home

8/9/81 Annie Coulthard 75 Own home

28/9/81 William Givens 77 Own home

6/10/81 Elsie Scott 86 Residential h

6/10/81 Mark Wimpeney 86 Own home

10/11/81 Mary Elizabeth Bowers 86 Residential h

1982

9/1/82 Samuel Harrison 87 Own home

21/1/82 Alice Squirrell 81 Residential h

6/2/82 Florence Slater 88 Own home

18/2/82 William Henry Leech 84 Own home

23/2/82 Alice Holt 75 Own home

4/3/82 William Baxter 70 Own home

8/3/82 Edith Leech 83 Residential h

16/3/82 Fred Davies 76 Own home

26/3/82 George Charnock 81 Own home

29/3/82 Louisa Stocks 80 Residential h

1/5/82 Annie Rowbottom 91 Residential h

5/6/82 Annie Parkes 94 Residential h

30/6/82 Wilfred Leigh 74 Own home

8/7/82 Norah Johnson 76 Own home

8/7/82 Emma Hirst 86 Residential h

11/8/82 Alice Smith 74 Own home

10/9/82 Ivy Elizabeth Challinor 83 Residential h

15/12/82 May Vizor 57 Own home
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1983

4/1/83 Percy Ward 90 Own home Unlawful killing

ome Natural death

ome Natural death

ome Natural death

ome Natural death

Suspicion of unlawful killing

Unlawful killing

ome Natural death

Natural death

ome Natural death

ome Natural death

Natural death

Unlawful killing

ome Insufficient evidence for decision

Insufficient evidence for decision

Natural death

Unlawful killing

ome Insufficient evidence for decision

Suspicion of unlawful killing

ome Natural death

ome Suspicion of unlawful killing

Unlawful killing

Insufficient evidence for decision

Unlawful killing

ome Natural death

Date of Death Name of Deceased Age of Deceased Place of Death Decision
7/1/83 Fanny Clayton 87 Residential h

15/3/83 Hannah Moss 82 Residential h

13/5/83 Margaret Metcalfe 84 Residential h

15/5/83 Mary Alice Brown 85 Residential h

24/5/83 Charles MacConnell 72 Own home

28/6/83 Moira Ashton Fox 77 Own home

12/7/83 Violet Nicholls 83 Residential h

13/7/83 George Winston 80 Own home

29/9/83 Ethel Buckley 89 Residential h

12/10/83 Olive Winston 93 Residential h

28/11/83 Mary Taylor 78 Own home

1984

7/1/84 Dorothy Tucker 51 Own home

13/1/84 Miriam Bradshaw 88 Residential h

27/1/84 Gladys Heapey 69 Own home

30/1/84 Norah Cheetham 83 Own home

8/2/84 Gladys Roberts 78 Own home

26/3/84 Annie Wood 82 Residential h

26/3/84 Doris Bridge 83 Own home

26/3/84 Christopher Denham 97 Residential h

30/3/84 Walter Mansfield 83 Daughter's h

15/4/84 Joseph Bardsley 83 Own home

15/4/84 Jessie Irene Wagstaff 70 Own home

24/4/84 Winifred Arrowsmith 70 Own home

6/5/84 Annie Grimshaw 88 Residential h
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6/5/84 Thomas Condon 73 Own home Insufficient evidence for decision

13/5/84 Caroline Mary Taylor 84 Residential home Natural death

Natural death

Natural death

ome Natural death

Natural death

Natural death

Unlawful killing

ome Natural death

Suspicion of unlawful killing

Insufficient evidence for decision

ome Natural death

Suspicion of unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Suspicion of unlawful killing

Suspicion of unlawful killing

Unlawful killing

Natural death

e Natural death

Unlawful killing

ome Natural death

Natural death

Unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
3/6/84 Mary Ivy Birchall 63 Own home

22/7/84 May Warren 72 Own home

2/8/84 Laura Victoria Parkin 81 Residential h

7/8/84 Mary Elizabeth Haslam 77 Own home

8/9/84 Donald Anthony Grundy 75 Own home

21/9/84 Mary Winterbottom 76 Own home

26/9/84 Lily Nichols 80 Residential h

17/10/84 Beatrice Lowe 88 Own home

13/11/84 Oscar Meredith 78 Own home

15/11/84 William Hague 89 Residential h

23/11/84 Charles Harris 70 Own home

27/11/84 Ada Ashworth 87 Own home

17/12/84 Joseph Vincent Everall 80 Own home

18/12/84 Edith Wibberley 76 Own home

24/12/84 Eileen Theresa Cox 72 Own home

1985

1/1/85 John Howcroft 77 Own home

1/1/85 Edwin Foulkes 88 Own home

2/1/85 Peter Lewis 41 Own home

8/1/85 Edna Shawcross 66 Own home

25/1/85 Frederick Dentith 60 Friend's hom

1/2/85 May Brookes 74 Own home

1/2/85 Christina McCulloch Mackie 83 Residential h

2/2/85 Jesse Hampson 92 Own home

4/2/85 Ellen Higson 84 Own home
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15/2/85 Margaret Ann Conway 69 Own home Unlawful killing

15/2/85 Albert Brierley 91 Own home Insufficient evidence for decision

Unlawful killing

ome Natural death

Suspicion of unlawful killing

Unlawful killing

Unlawful killing

Insufficient evidence for decision

Unlawful killing

Natural death

Natural death

Unlawful killing

Unlawful killing

ome Natural death

Unlawful killing

Insufficient evidence for decision

Unlawful killing

Natural death

ome Natural death

ome Unlawful killing

Natural death

Suspicion of unlawful killing

Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
22/2/85 Kathleen McDonald 73 Own home

17/3/85 Olive Lees 81 Residential h

24/5/85 Violet Hadfield 74 Own home

26/6/85 Mildred Robinson 84 Own home

26/6/85 Thomas Moult 70 Own home

10/7/85 Hannah Jones 84 Own home

23/8/85 Frances Elizabeth Turner 85 Own home

17/10/85 Mary Ogden 58 Own home

29/10/85 Tom Redfern 76 Own home

17/12/85 Selina Mackenzie 77 Own home

20/12/85 Vera Bramwell 79 Own home

28/12/85 Edith Goddard 82 Residential h

31/12/85 Fred Kellett 79 Own home

1986

4/1/86 Jane Bridge 80 Own home

7/1/86 Deborah Middleton 81 Own home

28/1/86 Vara Penney 86 Own home

1/4/86 May Hurd 78 Residential H

23/4/86 Dorothy Fletcher 74 Residential H

7/5/86 Charles Geoffrey Brassington 69 Own home

16/5/86 Jozef Iwanina 63 Own home

27/5/86 Neville Shaw 57 Hospital

6/6/86 Thomas Fowden 81 Own home

15/9/86 Mona Ashton White 63 Own home

7/10/86 Mary Tomlin 73 Own home
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17/11/86 Beatrice Toft 59 Own home Unlawful killing

17/11/86 Annie Watkins 81 Own home Suspicion of unlawful killing

Unlawful killing

Unlawful killing

Insufficient evidence for decision

ome Suspicion of unlawful killing

ome Natural death

Unlawful killing

Unlawful killing

Natural death

ome Natural death

Unlawful killing

ome Natural death

Natural death

Unlawful killing

ome Insufficient evidence for decision

Unlawful killing

ome Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

ome Insufficient evidence for decision

Unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
16/12/86 Lily Broadbent 75 Own home

23/12/86 James Wood 82 Own home

1987

7/3/87 George Eric Higginbottom 66 Own home

12/3/87 Alice Hilda Connaughton 77 Residential h

27/3/87 Hilda Hulme 78 Residential h

30/3/87 Frank Halliday 76 Own home

1/4/87 Albert Cheetham 85 Own home

6/4/87 Robert Edward Jones 81 Own home

8/4/87 Violet Garlick 86 Residential h

16/4/87 Alice Thomas 83 Own home

17/4/87 Ethel Dolan 82 Residential h

17/4/87 Kenneth Harry Simpson 61 Own home

8/5/87 Jane Frances Rostron 78 Own home

26/7/87 Mary Gaunt 76 Daughter's h

14/9/87 Nancy Anne Brassington 71 Own home

21/9/87 Susan Eveline Shaw 81 Residential h

11/12/87 Margaret Townsend 80 Own home

29/12/87 Nellie Bardsley 69 Own home

30/12/87 Elizabeth Ann Rogers 74 Own home

1988

5/1/88 Elizabeth Fletcher 90 Own home

15/1/88 Alice Mary Jones 83 Own home

5/2/88 Constance Anne Couldwell 88 Residential h

9/2/88 Dorothea Hill Renwick 90 Own home
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15/2/88 Ann Cooper 93 Own home Unlawful killing

15/2/88 Jane Jones 83 Own home Unlawful killing

Unlawful killing

ome Natural death

Unlawful killing

ome Natural death

Unlawful killing

Natural death

ome Natural death

Unlawful killing

ome Natural death

Unlawful killing

Unlawful killing

Unlawful killing

urgery Unlawful killing

ome Natural death

Unlawful killing

ome Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
16/2/88 Lavinia Robinson 84 Own home

17/2/88 Kate Elizabeth Stafford 93 Residential h

18/9/88 Rose Ann Adshead 80 Own home

5/10/88 Alice Rawling 100 Residential h

20/10/88 Alice Prestwich 69 Own home

25/10/88 Harry Waller 69 Own home

2/11/88 Amy Chidlow 85 Residential h

6/11/88 Walter Tingle 85 Own home

1/12/88 Ellen Hennefer 91 Residential h

17/12/88 Harry Stafford 87 Own home

19/12/88 Ethel Bennett 80 Own home

1989

31/1/89 Wilfred Chappell 80 Own home

8/3/89 Mary Emma Hamer 81 Shipman's s

21/3/89 Margaret Smith 90 Residential h

12/5/89 Beatrice Helen Clee 78 Own home

18/5/89 Edith Pitman 86 Residential h

5/6/89 Josephine Hall 69 Own home

6/7/89 Hilda Fitton 75 Own home

14/8/89 Marion Carradice 80 Own home

22/9/89 Elsie Harrop 82 Own home

26/9/89 Elizabeth Mary Burke 82 Own home

15/10/89 Sarah Jane Williamson 82 Own home

16/10/89 John Charlton 81 Own home

18/10/89 George Edgar Vizor 67 Own home
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6/11/89 Joseph Frank Wilcockson 85 Own home Unlawful killing

15/11/89 Samuel Mellor 73 Own home Natural death

Natural death

Natural death

Unlawful killing

Natural death

ome Natural death

ome Natural death

Unlawful killing

Natural death

ome Natural death

Insufficient evidence for decision

Natural death

Natural death

Natural death

Natural death

Natural death

ome Natural death

ome Natural death

Natural death

e Natural death

ome Suspicion of unlawful killing

Natural death

Date of Death Name of Deceased Age of Deceased Place of Death Decision
1990

28/5/90 Annie Elizabeth Golds 83 Own home

10/7/90 Genevieve Challoner 69 Own home

18/9/90 Dorothy Rowarth 56 Own home

21/9/90 Clara Hackney 84 Own home

31/10/90 Marion Harrison 68 Residential h

4/11/90 Winifred Mary Walker 75 Residential h

30/12/90 Mary Rose Dudley 69 Own home

1991

21/2/91 Ronald Jameson 48 Own home

2/3/91 Ellen Walker 88 Residential h

21/3/91 Alfred Cheetham 73 Own home

3/5/91 Mary Middleton 81 Own home

5/5/91 Barry Higgins 58 Own home

5/8/91 Phyllis Farrell 79 Own home

26/8/91 Ethel May Proud 94 Own home

3/10/91 Margaret Ousey 33 Own home

11/10/91 Nora Grundy 77 Residential h

21/10/91 Elsie Clayton 82 Residential h

27/10/91 Alice Richardson 82 Own home

17/11/91 Joseph Andrew 84 Nursing hom

1992

10/1/92 Annie Alexandra Powers 89 Residential h

28/4/92 Joseph Drummond 85 Own home
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2/7/92 Muriel Elsie Wilson 87 Residential home Natural death

7/7/92 Alice Drinkwater 79 Residential home Natural death

Unlawful killing

Natural death

Natural death

ome Natural death

ome Natural death

ome Suspicion of unlawful killing

Unlawful killing

Unlawful killing

ome Natural death

Unlawful killing

Unlawful killing

ome Natural death

Unlawful killing

Unlawful killing

ome Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Natural death

Unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
7/10/92 Monica Rene Sparkes 72 Own home

7/11/92 Hannah Frith 79 Own home

14/12/92 Thomas O'Sullivan 67 Own home

20/12/92 Harriet Stopford 80 Residential h

1993

12/2/93 Edith Whittle 84 Residential h

20/2/93 Harold Freeman 83 Residential h

24/2/93 Hilda Mary Couzens 92 Own home

24/2/93 Olive Heginbotham 86 Own home

16/3/93 Winifred Freeman 75 Residential h

22/3/93 Amy Whitehead 82 Own home

8/4/93 Mary Emma Andrew 86 Own home

16/4/93 Lydia Edith Butcher 94 Residential h

17/4/93 Sarah Ashworth 74 Own home

26/4/93 Fanny Nichols 84 Own home

27/4/93 Edna Mary Taylor 90 Residential h

27/4/93 Marjorie Parker 74 Own home

2/5/93 Nellie Mullen 77 Own home

4/5/93 Edna May Llewellyn 68 Own home

5/5/93 Rebecca Gray 84 Own home

12/5/93 Emily Morgan 84 Own home

13/5/93 Violet May Bird 60 Own home

22/7/93 Jose Kathleen Diana Richards 74 Own home

29/7/93 George Lawton Wagstaff 77 Own home

16/8/93 Edith Calverley 77 Own home
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23/9/93 Ernest Colin Ralphs 69 Own home Natural death

29/10/93 James Edward Barnes 65 Nursing home Natural death

home Natural death

Unlawful killing

Unlawful killing

Suspicion of unlawful killing

home Natural death

Unlawful killing

urgery Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

e Natural death

Natural death

Suspicion of unlawful killing

e Suspicion of unlawful killing

Unlawful killing

Unlawful killing

e Natural death

home Natural death

Unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
1/11/93 Margaret Sankey 90 Residential 

16/12/93 Joseph Leigh 78 Own home

22/12/93 Eileen Robinson 54 Own home

22/12/93 David Jones 73 Own home

23/12/93 Marion Platt 78 Residential 

31/12/93 Charles Edward Brocklehurst 90 Own home

1994

4/1/94 Joan Milray Harding 82 Shipman's s

13/1/94 Christine Hancock 53 Own home

9/2/94 Elsie Platt 73 Own home

17/5/94 Mary Alice Smith 84 Own home

25/5/94 Ronnie Devenport 57 Own home

15/6/94 Cicely Sharples 87 Own home

17/6/94 Alice Christine Kitchen 70 Own home

27/7/94 Maria Thornton 78 Own home

8/9/94 Eric Davies 72 Nursing hom

7/10/94 Audrey Reade 58 Hospital

4/11/94 John Hilton 64 Own home

10/11/94 Florence Heywood 91 Nursing hom

25/11/94 Henrietta Walker 87 Own home

30/11/94 Elizabeth Ellen Mellor 75 Own home

4/12/94 Beatrice Jeffries 81 Nursing hom

20/12/94 Janet Hallsworth 90 Residential 

29/12/94 John Bennett Molesdale 81 Own home
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1995

6/1/95 Sarah Ann Hill 74 Daughter's home Natural death

Unlawful killing

e Natural death

Natural death

Unlawful killing

Unlawful killing

Conviction

Unlawful killing

Unlawful killing

Unlawful killing

Insufficient evidence for decision

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

ome Natural death

Unlawful killing

Suspicion of unlawful killing

e Unlawful killing

Natural death

urgery Unlawful killing

Unlawful killing

Unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
9/1/95 Alice Kennedy 88 Own home

17/1/95 Lily Brookes 80 Nursing hom

23/1/95 Sydney Hoskins Copeland 80 Own home

1/3/95 Lucy Virgin 70 Own home

3/3/95 Joseph Shaw 88 Own home

6/3/95 Maria West 81 Own home

7/3/95 Netta Ashcroft 71 Own home

7/3/95 Lily Bardsley 88 Own home

13/3/95 Marie Antoinette Fernley 53 Own home

17/3/95 Ida Cains 84 Own home

21/3/95 John Crompton 82 Own home

26/3/95 Frank Crompton 86 Own home

31/3/95 Vera Brocklehurst 70 Own home

10/4/95 Angela Philomena Tierney 71 Own home

13/4/95 Edith Scott 85 Own home

14/4/95 Clara Hackney 84 Own home

21/4/95 Renate Eldtraude Overton 47 Hospital

3/5/95 Maud Wilkinson 82 Residential h

4/5/95 Kate Maud Sellors 75 Own home

22/5/95 Arthur Bent 90 Own home

2/6/95 Clifford Barnes Heapey 85 Nursing hom

11/6/95 James Clough 71 Own home

13/6/95 Bertha Moss 68 Shipman's s

17/6/95 Brenda Ashworth 63 Own home

29/6/95 Ernest Rudol 82 Own home
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4/7/95 Alice Carrington 75 Hospital Natural death

12/7/95 Ada Matley Hilton 88 Own home Unlawful killing

Unlawful killing

Natural death

e Natural death

Unlawful killing

Unlawful killing

urgery Unlawful killing

Unlawful killing

ome Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Natural death

Unlawful killing

Unlawful killing

Natural death

Natural death

ome Natural death

ome Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Natural death

Date of Death Name of Deceased Age of Deceased Place of Death Decision
31/7/95 Irene Aitken 65 Own home

23/8/95 Ivy Jones 64 Hospital

25/8/95 John France 84 Nursing hom

29/8/95 Arthur Henderson Stopford 82 Own home

14/9/95 Geoffrey Bogle 72 Own home

26/9/95 Dora Elizabeth Ashton 87 Shipman's s

24/10/95 Muriel Margaret Ward 87 Own home

2/11/95 Kathleen May Wass 87 Residential h

8/11/95 Edith Brock 74 Own home

22/11/95 Charles Henry Barlow 88 Own home

25/11/95 Konrad Peter Ovcar-Robinson 43 Own home

14/12/95 Elizabeth Teresa Sigley 67 Own home

14/12/95 Kenneth Wharmby Woodhead 75 Own home

17/12/95 Kathleen May Boardman 72 Own home

1996

2/1/96 Hilda Mary Hibbert 81 Own home

11/1/96 Erla Copeland 79 Own home

19/1/96 Peter Higginbottom 42 Hospital

26/1/96 Nora Needham 76 Own home

8/2/96 Edward Buckland 84 Residential h

19/2/96 George Henry Mottram 91 Residential h

21/2/96 Jane Elizabeth Shelmerdine 80 Own home

27/2/96 John Sheard Greenhalgh 88 Own home

12/3/96 Minnie Doris Irene Galpin 71 Own home

12/4/96 Joseph Beech 80 Own home



A
P

P
E

N
D

IX
 F

313

18/4/96 Marjorie Hope Waller 79 Own home Unlawful killing

18/4/96 Minnie Ward 104 Residential home Natural death

ome Natural death

Unlawful killing

Unlawful killing

urgery Unlawful killing

Suspicion of unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Conviction

Unlawful killing

Unlawful killing

Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Natural death

Date of Death Name of Deceased Age of Deceased Place of Death Decision
22/4/96 Frances Potts 85 Residential h

24/4/96 John Stone 77 Own home

7/5/96 Elsie Godfrey 85 Own home

13/5/96 Edith Brady 72 Shipman's s

18/5/96 Fanny Clarke 82 Own home

29/5/96 Valerie Cuthbert 54 Own home

30/5/96 Lilian Cullen 77 Own home

6/6/96 Renee Lacey 63 Own home

8/6/96 John Baddeley 80 Own home

10/6/96 Leah Fogg 82 Own home

17/6/96 Gladys Saunders 82 Own home

25/6/96 Margaret Mary Vickers 81 Own home

25/6/96 Nellie Bennett 86 Own home

2/7/96 Tom Balfour Russell 77 Own home

11/7/96 Irene Turner 67 Own home

16/7/96 Carrie Leigh 81 Own home

19/7/96 Marion Elizabeth Higham 84 Own home

22/7/96 Pamela Grace Mottram 57 Own home

24/7/96 Elsie Hannible 85 Own home

29/7/96 Elsie Barker 84 Own home

30/8/96 Sidney Arthur Smith 76 Own home

12/9/96 Dorothy Mary Andrew 85 Own home

20/9/96 Anne Lilian Ralphs 75 Own home

23/10/96 Millicent Garside 76 Own home

12/11/96 Grace Sumner 60 Hospital
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18/11/96 Agnes Oldham 95 Residential home Natural death

20/11/96 Irene Heathcote 76 Own home Unlawful killing

Unlawful killing

Natural death

Unlawful killing

e Natural death

Unlawful killing

ome Unlawful killing

Unlawful killing

Unlawful killing

e Natural death

ome Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Conviction

e Natural death

Unlawful killing

Unlawful killing

ome Natural death

e Natural death

Unlawful killing

Suspicion of unlawful killing

Unlawful killing

Date of Death Name of Deceased Age of Deceased Place of Death Decision
23/11/96 Samuel Mills 89 Own home

29/11/96 Marion Gaskell 77 Hospital

4/12/96 Thomas Cheetham 78 Own home

16/12/96 Maureen Whittaker 62 Nursing hom

17/12/96 Kenneth Ernest Smith 73 Own home

1997

2/1/97 Eileen Daphne Crompton 75 Residential h

3/1/97 David Alan Harrison 47 Own home

8/1/97 Elsie Lorna Dean 69 Own home

9/1/97 Albert Edward Saunders 81 Nursing hom

11/1/97 Mary Louisa Boardman 95 Residential h

20/1/97 Irene Brooder 76 Own home

27/1/97 Charlotte Bennison 89 Own home

3/2/97 Charles Henry Killan 90 Own home

4/2/97 Betty Royston 70 Own home

23/2/97 Joyce Woodhead 74 Own home

28/2/97 Lizzie Adams 77 Own home

20/3/97 Squire Barber 69 Nursing hom

22/3/97 Rose Garlick 76 Own home

27/3/97 May Lowe 84 Own home

29/3/97 Hilda Fish 97 Residential h

11/4/97 Elaine Dutton 73 Nursing hom

21/4/97 Mary Coutts 80 Own home

21/4/97 Mary Tuff 76 Own home

25/4/97 Elsie Cheetham 76 Own home
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25/4/97 Jean Lilley 58 Own home Conviction

2/5/97 Lena Norah Slater 68 Own home Unlawful killing

Unlawful killing

Unlawful killing

ome Natural death

urgery Conviction

Unlawful killing

Unlawful killing

Conviction

Unlawful killing

Unlawful killing

Unlawful killing

e Natural death

 Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Suspicion of unlawful killing

Unlawful killing

Unlawful killing

Conviction

Unlawful killing

Conviction

Conviction

Date of Death Name of Deceased Age of Deceased Place of Death Decision
12/5/97 Ethel May Kellett 74 Own home

21/5/97 Doris Earls 79 Own home

25/5/97 Bessie Delaney 87 Residential h

29/5/97 Ivy Lomas 63 Shipman's s

24/6/97 Vera Whittingslow 69 Own home

7/7/97 Maureen Lamonnier Jackson 51 Own home

14/7/97 Muriel Grimshaw 76 Own home

25/7/97 John Louden Livesey 69 Own home

28/7/97 Lily Newby Taylor 86 Own home

10/8/97 Dorothy Doretta Hopkins 72 Own home

13/8/97 Harry Lomas 82 Nursing hom

27/8/97 Kenneth Pickup 77 Country park
footpath

1/9/97 Nancy Jackson 81 Own home

22/9/97 Mavis Mary Pickup 79 Own home

26/9/97 Bessie Swann 79 Own home

29/9/97 Enid Otter 77 Own home

10/11/97 Florence Lewis 79 Own home

11/11/97 Bertha Parr 77 Own home

14/11/97 Mary Walls 78 Own home

21/11/97 Elizabeth Mary Baddeley 83 Own home

24/11/97 Marie Quinn 67 Own home

8/12/97 Elizabeth Battersby 70 Own home

9/12/97 Laura Kathleen Wagstaff 81 Own home

10/12/97 Bianka Pomfret 49 Own home
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18/12/97 Alice Black 73 Own home Unlawful killing

24/12/97 James Joseph King 83 Own home Unlawful killing

Unlawful killing

Conviction

e Natural death

Unlawful killing

Conviction

e Natural death

Unlawful killing

Unlawful killing

Conviction

Natural death

Unlawful killing

Natural death

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

Unlawful killing

ome Natural death

Conviction

Conviction

Conviction

Date of Death Name of Deceased Age of Deceased Place of Death Decision
1998

22/1/98 Mabel Shawcross 79 Own home

26/1/98 Norah Nuttall 64 Own home

2/2/98 Muriel Eveline Harrison 73 Nursing hom

2/2/98 Cissie Davies 73 Own home

9/2/98 Pamela Marguerite Hillier 68 Own home

11/2/98 Edith Brierley 90 Nursing hom

13/2/98 Laura Frances Linn 83 Own home

15/2/98 Irene Berry 74 Own home

18/2/98 Maureen Alice Ward 57 Own home

25/2/98 Winifred Healey 82 Own home

27/2/98 Joan Edwina Dean 75 Own home

28/2/98 Monica Eddleston 75 Hospital

4/3/98 Harold Eddleston 77 Own home

6/3/98 Margaret Anne Waldron 65 Own home

7/3/98 Irene Chapman 74 Own home

13/3/98 Dorothy Long 84 Own home

17/3/98 Lily Higgins 83 Own home

20/3/98 Ada Warburton 77 Own home

24/3/98 Martha Marley 88 Own home

28/4/98 Mary Keating 95 Residential h

11/5/98 Winifred Mellor 73 Own home

12/6/98 Joan May Melia 73 Own home

24/6/98 Kathleen Grundy 81 Own home
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Name of Deceased Date of Death Inquiry Decision Volume Page Number

3 1

3 4

3 7

3 9

3 12

3 17

3 22

3 26

3 30

3 33

3 38

3 43

3 48

3 50

3 53

3 60

on 3 63

3 64

3 69

3 72

3 79

on 3 82

3 83

3 86

Alphabetical Index of Inquiry DecisionsAPPENDIX  G
Acton Lily 24/12/80 Natural death

Adkinson Sarah 2/8/79 Natural death

Adshead Norman 5/12/79 Natural death

Adshead Rose Ann 18/9/88 Unlawful killing

Aitken Irene 31/7/95 Unlawful killing

Andrew Dorothy Mary 12/9/96 Unlawful killing

Andrew Joseph 17/11/91 Natural death

Andrew Mary Emma 8/4/93 Unlawful killing

Arrandale Albert 12/5/81 Natural death

Arrowsmith Winifred 24/4/84 Unlawful killing

Ashcroft Netta 7/3/95 Unlawful killing

Ashton Dora Elizabeth 26/9/95 Unlawful killing

Ashton Ellen 10/8/78 Natural death

Ashworth Ada 27/11/84 Unlawful killing

Ashworth Brenda 17/6/95 Unlawful killing

Ashworth Elizabeth 26/8/81 Unlawful killing

Ashworth James 7/6/78 Insufficient evidence for decisi

Ashworth Sarah 17/4/93 Unlawful killing

Aveyard Clara Ethel 12/4/80 Natural death

Baddeley Elizabeth Mary 21/11/97 Unlawful killing

Baddeley John 8/6/96 Natural death

Bagshaw Bertha 17/11/80 Insufficient evidence for decisi

Barber Squire 20/3/97 Natural death

Bardsley Joseph 15/4/84 Unlawful killing
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Bardsley Lily 7/3/95 Unlawful killing 3 90

Bardsley Nellie 29/12/87 Unlawful killing 3 94

3 101

3 106

3 114

3 116

n 3 125

3 128

3 133

3 136

3 141

3 143

3 148

3 154

3 160

2 1

3 164

3 167

3 173

3 181

3 184

3 188

3 192

3 194

n 3 197

3 199

3 203

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Barker Elsie 29/7/96 Unlawful killing

Barlow Charles Henry 22/11/95 Unlawful killing

Barnes James Edward 29/10/93 Natural death

Battersby Elizabeth 8/12/97 Unlawful killing

Baxter William 4/3/82 Insufficient evidence for decisio

Beech Joseph 12/4/96 Natural death

Bell Norman John 12/2/80 Natural death

Bennett Ethel 19/12/88 Unlawful killing

Bennett Frances 27/5/81 Natural death

Bennett Nellie 25/6/96 Unlawful killing

Bennison Charlotte 27/1/97 Unlawful killing

Bent Arthur 22/5/95 Suspicion of unlawful killing

Berry Irene 15/2/98 Unlawful killing

Bill Edith Annie 22/6/74 Natural death

Birchall Mary Ivy 3/6/84 Natural death

Bird Violet May 13/5/93 Unlawful killing

Black Alice 18/12/97 Unlawful killing

Boardman Kathleen May 17/12/95 Natural death

Boardman Mary Louisa 11/1/97 Natural death

Bogle Geoffrey 14/9/95 Unlawful killing

Bolland Alice 16/5/81 Natural death

Bowers Mary Elizabeth 10/11/81 Natural death

Bradshaw Miriam 13/1/84 Insufficient evidence for decisio

Brady Edith 13/5/96 Unlawful killing

Bramwell Harold 7/12/78 Unlawful killing



A
P

P
E

N
D

IX
 G

319

Bramwell Vera 20/12/85 Unlawful killing 3 206

Brassington Charles Geoffrey 7/5/86 Natural death 3 210

3 213

3 217

n 3 220

n 3 224

3 226

3 230

3 234

3 239

3 245

3 251

3 256

3 259

2 4

3 263

3 266

3 268

3 271

3 274

3 277

n 3 280

2 7

3 284

3 290

3 295

3 302

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Brassington Nancy Anne 14/9/87 Unlawful killing

Bridge Doris 26/3/84 Suspicion of unlawful killing

Bridge Jane 4/1/86 Insufficient evidence for decisio

Brierley Albert 15/2/85 Insufficient evidence for decisio

Brierley Edith 11/2/98 Natural death

Broadbent Lily 16/12/86 Unlawful killing

Brock Edith 8/11/95 Unlawful killing

Brocklehurst Charles Edward 31/12/93 Unlawful killing

Brocklehurst Vera 31/3/95 Unlawful killing

Brooder Irene 20/1/97 Unlawful killing

Brookes Lily 17/1/95 Natural death

Brookes May 1/2/85 Unlawful killing

Brown Alice 11/3/75 Natural death

Brown Mary Alice 15/5/83 Natural death

Brown William Henry 24/2/78 Natural death

Buckland Edward 8/2/96 Natural death

Buckley Ethel 29/9/83 Natural death

Burke Elizabeth Mary 26/9/89 Unlawful killing

Butcher Lydia Edith 16/4/93 Natural death

Cains Ida 17/3/95 Insufficient evidence for decisio

Callaghan Sean Stuart 9/12/74 Natural death

Calverley Edith 16/8/93 Unlawful killing

Campbell Annie 20/12/78 Unlawful killing

Carradice Marion 14/8/89 Unlawful killing

Carrington Alice 4/7/95 Natural death
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Carroll Josephine May 8/10/77 Natural death 3 304

Cartwright Hannah 1/5/80 Natural death 3 308

3 310

3 312

3 314

3 318

3 325

3 327

3 330

3 335

3 338

n 3 342

3 345

2 9

3 350

3 352

3 357

3 360

3 365

3 368

3 370

3 375

n 3 378

3 380

n 2 12

3 383

n 3 388

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Chadwick Wilfred 15/12/77 Natural death

Challinor Ivy Elizabeth 10/9/82 Natural death

Challoner Genevieve 10/7/90 Natural death

Chapman Irene 7/3/98 Unlawful killing

Chappell Alice 23/12/79 Natural death

Chappell Wilfred 31/1/89 Unlawful killing

Charlton John 16/10/89 Unlawful killing

Charnock George 26/3/82 Natural death

Cheetham Albert 1/4/87 Unlawful killing

Cheetham Alfred 21/3/91 Insufficient evidence for decisio

Cheetham Elsie 25/4/97 Unlawful killing

Cheetham Hena 9/10/74 Natural death

Cheetham Norah 30/1/84 Natural death

Cheetham Thomas 4/12/96 Unlawful killing

Chidlow Amy 2/11/88 Natural death

Clarke Fanny 18/5/96 Suspicion of unlawful killing

Clayton Elsie 21/10/91 Natural death

Clayton Fanny 7/1/83 Natural death

Clee Beatrice Helen 12/5/89 Unlawful killing

Clough James 11/6/95 Natural death

Condon Thomas 6/5/84 Insufficient evidence for decisio

Connaughton Alice Hilda 12/3/87 Suspicion of unlawful killing

Connors Michael 28/4/75 Insufficient evidence for decisio

Conway Margaret Ann 15/2/85 Unlawful killing

Coomber Frederick 10/2/80 Insufficient evidence for decisio
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Cooper Ann 15/2/88 Unlawful killing 3 390

Copeland Erla 11/1/96 Unlawful killing 3 394

3 399

n 3 401

3 403

3 407

3 414

3 422

3 426

3 431

3 438

2 17

3 444

3 448

4 1

4 6

4 10

4 12

4 13

4 16

4 21

4 31

4 33

4 35

4 40

4 49

4 51

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Copeland Sydney Hoskins 23/1/95 Natural death

Couldwell Constance Anne 5/2/88 Insufficient evidence for decisio

Coulthard Annie 8/9/81 Suspicion of unlawful killing

Coutts Mary 21/4/97 Unlawful killing

Couzens Hilda Mary 24/2/93 Unlawful killing

Cox Eileen Theresa 24/12/84 Unlawful killing

Crompton Eileen Daphne 2/1/97 Unlawful killing

Crompton Frank 26/3/95 Unlawful killing

Crompton John 21/3/95 Unlawful killing

Crossley Lily 21/1/75 Suspicion of unlawful killing

Cullen Lilian 30/5/96 Unlawful killing

Cuthbert Valerie 29/5/96 Unlawful killing

Davies Cissie 2/2/98 Unlawful killing

Davies Eric 8/9/94 Natural death

Davies Fred 16/3/82 Natural death

Davies Miriam 22/3/80 Natural death

Dawson Fanny 4/8/79 Suspicion of unlawful killing

Dean Elsie Lorna 8/1/97 Unlawful killing

Dean Joan Edwina 27/2/98 Unlawful killing

Delaney Bessie 25/5/97 Natural death

Denham Christopher 26/3/84 Natural death

Dentith Frederick 25/1/85 Natural death

Devenport Ronnie 25/5/94 Unlawful killing

Dixon Alice 26/2/78 Natural death

Dobb Edgar 7/2/80 Natural death
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Dolan Ethel 17/4/87 Natural death 4 53

Drinkwater Alice 7/7/92 Natural death 4 56

4 60

4 63

4 68

4 72

2 21

4 77

4 83

4 85

4 89

4 93

4 97

4 101

4 104

4 109

4 111

4 114

4 119

4 125

4 129

4 131

4 137

4 141

4 145

4 148

4 151

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Drummond Joseph 28/4/92 Natural death

Dudley Mary Rose 30/12/90 Unlawful killing

Dutton Elaine 11/4/97 Natural death

Earls Doris 21/5/97 Unlawful killing

Earnshaw William 9/8/75 Natural death

Eddleston Harold 4/3/98 Unlawful killing

Eddleston Monica 28/2/98 Natural death

Edge Agnes 20/3/79 Natural death

Evans Bethel Anne 3/1/80 Suspicion of unlawful killing

Everall Hannah 2/11/80 Natural death

Everall Joseph Vincent 17/12/84 Unlawful killing

Farrell Phyllis 5/8/91 Natural death

Fernley Marie Antoinette 13/3/95 Unlawful killing

Firman Mary Elizabeth 5/3/81 Natural death

Fish Hilda 29/3/97 Natural death

Fitton Hilda 6/7/89 Unlawful killing

Fletcher Dorothy 23/4/86 Unlawful killing

Fletcher Elizabeth 5/1/88 Unlawful killing

Floyd Arthur 5/7/79 Natural death

Fogg Leah 10/6/96 Unlawful killing

Foulkes Edwin 1/1/85 Suspicion of unlawful killing

Fowden Thomas 6/6/86 Unlawful killing

Fox Moira Ashton 28/6/83 Unlawful killing

France John 25/8/95 Natural death

Freeman Harold 20/2/93 Suspicion of unlawful killing
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Freeman Winifred 16/3/93 Natural death 4 155

Frith Hannah 7/11/92 Natural death 4 158

4 160

4 165

4 170

4 173

4 176

4 181

n 4 183

4 186

4 188

4 190

4 195

4 198

4 205

4 208

n 4 213

4 214

4 218

4 224

4 226

4 228

4 231

4 233

4 237

4 239

4 241

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Galpin Minnie Doris Irene 12/3/96 Unlawful killing

Garlick Rose 22/3/97 Unlawful killing

Garlick Violet 8/4/87 Natural death

Garratt Mary Alice 1/5/79 Natural death

Garside Millicent 23/10/96 Unlawful killing

Gaskell Marion 29/11/96 Natural death

Gaunt Mary 26/7/87 Insufficient evidence for decisio

Gee Nellie 6/4/80 Natural death

Gess Clifford 2/8/78 Natural death

Givens William 28/9/81 Suspicion of unlawful killing

Goddard Edith 28/12/85 Natural death

Godfrey Elsie 7/5/96 Unlawful killing

Golds Annie Elizabeth 28/5/90 Natural death

Gorton Alice Maude 10/8/79 Unlawful killing

Graham Edith 18/8/79 Insufficient evidence for decisio

Gray Rebecca 5/5/93 Natural death

Greenhalgh John Sheard 27/2/96 Unlawful killing

Grimshaw Annie 6/5/84 Natural death

Grundy Donald Anthony 8/9/84 Natural death

Grundy Nora 11/10/91 Natural death

Hackney Clara 21/9/90 Natural death

Hackney Clara 14/4/95 Unlawful killing

Hadfield Violet 24/5/85 Suspicion of unlawful killing

Hague William 15/11/84 Natural death

Hall Josephine 5/6/89 Unlawful killing
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Halliday Frank 30/3/87 Unlawful killing 4 246

Hallsworth Janet 20/12/94 Natural death 4 251

4 254

4 256

4 260

4 263

4 265

4 270

4 274

4 282

4 285

4 288

4 291

4 298

4 301

4 305

4 311

4 314

4 316

4 318

4 324

n 4 328

4 331

4 336

4 344

4 346

4 348

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Hamblett Leonora 25/8/79 Natural death

Hamer Mary Emma 8/3/89 Unlawful killing

Hammond Caroline Veronica 18/1/81 Natural death

Hampson Jesse 2/2/85 Natural death

Hancock Christine 13/1/94 Unlawful killing

Hannible Elsie 24/7/96 Unlawful killing

Harding Joan Milray 4/1/94 Unlawful killing

Harris Charles 23/11/84 Suspicion of unlawful killing

Harris Harriet 22/1/79 Natural death

Harrison Christina 17/9/78 Natural death

Harrison David Alan 3/1/97 Unlawful killing

Harrison Marion 31/10/90 Natural death

Harrison Muriel Eveline 2/2/98 Natural death

Harrison Samuel 9/1/82 Suspicion of unlawful killing

Harrop Elsie 22/9/89 Unlawful killing

Haslam Mary Elizabeth 7/8/84 Natural death

Hawkins Sarah 23/7/80 Natural death

Healey Winifred 25/2/98 Natural death

Heapey Clifford Barnes 2/6/95 Unlawful killing

Heapey Gladys 27/1/84 Insufficient evidence for decisio

Heathcote Irene 20/11/96 Unlawful killing

Heginbotham Olive 24/2/93 Unlawful killing

Hennefer Ellen 1/12/88 Natural death

Hett Mary Jane 22/11/78 Natural death

Heywood Ada 12/11/78 Natural death
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Heywood Florence 10/11/94 Suspicion of unlawful killing 4 351

Hibbert Hilda Mary 2/1/96 Unlawful killing 4 357

4 361

n 4 363

4 365

4 368

4 370

4 376

2 25

4 381

4 385

4 390

4 394

4 399

4 402

n 4 405

4 406

4 410

4 419

4 425

4 428

4 431

2 27

4 436

4 441

4 448

4 450

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Hickson Robert 5/12/78 Suspicion of unlawful killing

Higginbottom George Eric 7/3/87 Insufficient evidence for decisio

Higginbottom Peter 19/1/96 Natural death

Higgins Barry 5/5/91 Natural death

Higgins Lily 17/3/98 Unlawful killing

Higham Marion Elizabeth 19/7/96 Unlawful killing

Highley Ruth 10/5/74 Natural death

Higson Ellen 4/2/85 Unlawful killing

Hill Sarah Ann 6/1/95 Natural death

Hilton Ada Matley 12/7/95 Unlawful killing

Hilton John 4/11/94 Suspicion of unlawful killing

Hirst Emma 8/7/82 Natural death

Holgate Ethel Doris 18/7/81 Natural death

Holland Alline Devolle 3/8/81 Insufficient evidence for decisio

Holt Alice 23/2/82 Suspicion of unlawful killing

Hopkins Dorothy Doretta 10/8/97 Unlawful killing

Howcroft John 1/1/85 Suspicion of unlawful killing

Hulme Hilda 27/3/87 Natural death

Hurd May 1/4/86 Natural death

Iwanina Jozef 16/5/86 Suspicion of unlawful killing

Jackman Harold Edward 10/11/74 Natural death

Jackson Maureen Lamonnier 7/7/97 Unlawful killing

Jackson Nancy 1/9/97 Unlawful killing

Jameson Ronald 21/2/91 Natural death

Jeffries Beatrice 4/12/94 Natural death
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Johnson Norah 8/7/82 Natural death 4 453

Johnson Richard 3/5/79 Natural death 4 455

4 457

4 462

4 465

n 4 471

4 476

4 479

4 483

4 486

5 1

5 4

5 12

5 15

2 30

5 19

5 24

5 28

5 31

5 36

5 39

5 43

5 47

n 5 51

5 53

5 55

5 58

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Johnston Leah 11/11/79 Suspicion of unlawful killing

Jones Alice Mary 15/1/88 Unlawful killing

Jones David 22/12/93 Suspicion of unlawful killing

Jones Hannah 10/7/85 Insufficient evidence for decisio

Jones Ivy 23/8/95 Natural death

Jones Jane 15/2/88 Unlawful killing

Jones Robert Edward 6/4/87 Natural death

Jordan Mary Ellen 30/8/78 Unlawful killing

Keating Mary 28/4/98 Natural death

Kellett Ethel May 12/5/97 Unlawful killing

Kellett Fred 31/12/85 Unlawful killing

Kelly Ellen 9/12/78 Natural death

Kelly Moira 16/12/74 Natural death

Kennedy Alice 9/1/95 Unlawful killing

Killan Charles Henry 3/2/97 Unlawful killing

King Elsie 29/7/79 Natural death

King James Joseph 24/12/97 Unlawful killing

Kingsley Mary 30/9/79 Natural death

Kitchen Alice Christine 17/6/94 Unlawful killing

Lacey Renee 6/6/96 Unlawful killing

Leach Florence 30/5/79 Natural death

Leech Edith 8/3/82 Insufficient evidence for decisio

Leech William Henry 18/2/82 Natural death

Lees Olive 17/3/85 Natural death

Leigh Carrie 16/7/96 Unlawful killing
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Leigh Joseph 16/12/93 Unlawful killing 5 65

Leigh Wilfred 30/6/82 Suspicion of unlawful killing 5 72

5 75

5 77

5 83

2 32

5 89

5 96

5 103

5 110

5 112

5 118

2 35

5 120

5 122

5 124

2 37

5 132

5 135

5 139

n 5 141

5 144

5 147

5 156

5 159

5 162

5 164

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Lewis Elsie 16/7/81 Natural death

Lewis Florence 10/11/97 Unlawful killing

Lewis Peter 2/1/85 Unlawful killing

Lingard Robert Henry 21/1/75 Suspicion of unlawful killing

Linn Laura Frances 13/2/98 Unlawful killing

Livesey John Louden 25/7/97 Unlawful killing

Llewellyn Edna May 4/5/93 Unlawful killing

Lomas Harry 13/8/97 Natural death

Long Dorothy 13/3/98 Unlawful killing

Longmate Thomas Alfred 6/9/78 Suspicion of unlawful killing

Lord Jane Ellen 8/4/75 Natural death

Lowe Beatrice 17/10/84 Suspicion of unlawful killing

Lowe Esther 22/7/78 Natural death

Lowe May 27/3/97 Unlawful killing

Lyons Eva 17/3/75 Unlawful killing

MacConnell Charles 24/5/83 Suspicion of unlawful killing

Mackenzie Selina 17/12/85 Unlawful killing

Mackie Christina McCulloch 1/2/85 Natural death

Mansfield Mary Ann 23/6/80 Insufficient evidence for decisio

Mansfield Walter 30/3/84 Suspicion of unlawful killing

Marley Martha 24/3/98 Unlawful killing

Marsland Sarah Hannah 7/8/78 Unlawful killing

Matley Maud 8/8/79 Natural death

McDonald Kathleen 22/2/85 Unlawful killing

McLaren William James 28/4/81 Natural death
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McLoughlin Gertrude 10/5/79 Natural death 5 166

Mellor Elizabeth Ellen 30/11/94 Unlawful killing 5 169

5 172

n 5 175

5 177

5 179

5 183

5 187

n 5 193

n 2 40

5 194

5 199

5 204

5 210

5 212

5 215

5 219

5 225

5 228

n 5 233

5 236

5 240

5 242

5 248

5 250

5 253

5 258

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Mellor Samuel 15/11/89 Natural death

Meredith Oscar 13/11/84 Insufficient evidence for decisio

Metcalfe Margaret 13/5/83 Natural death

Middleton Deborah 7/1/86 Unlawful killing

Middleton Mary 3/5/91 Natural death

Mills Samuel 23/11/96 Unlawful killing

Mitchell Cyril 4/5/81 Insufficient evidence for decisio

Mitchell Wilbert 1/4/75 Insufficient evidence for decisio

Molesdale John Bennett 29/12/94 Unlawful killing

Morgan Emily 12/5/93 Unlawful killing

Moss Bertha 13/6/95 Unlawful killing

Moss Hannah 15/3/83 Natural death

Mottram George Henry 19/2/96 Natural death

Mottram Hannah Helena 5/8/79 Suspicion of unlawful killing

Mottram Pamela Grace 22/7/96 Natural death

Moult Thomas 26/6/85 Unlawful killing

Mullen Nellie 2/5/93 Unlawful killing

Mycock Miriam Rose Emily 3/4/80 Insufficient evidence for decisio

Needham Nora 26/1/96 Natural death

Nicholls Violet 12/7/83 Natural death

Nichols Fanny 26/4/93 Unlawful killing

Nichols Lily 26/9/84 Natural death

Nuttall Hervey 6/9/78 Natural death

Ogden Mary 17/10/85 Natural death

Oldham Agnes 18/11/96 Natural death
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Oldham Samuel 2/3/81 Natural death 5 262

O'Sullivan Thomas 14/12/92 Natural death 5 265

ent which 2 44

5 267

5 274

5 278

5 283

2 56

5 295

5 302

5 306

5 308

2 60

5 314

5 317

2 63

5 319

5 326

5 333

5 335

5 340

5 344

n 5 346

5 347

5 353

5 355

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Oswald Frances Elaine This decision relates to an incid
took place on 21st August 1974

Otter Enid 29/9/97 Unlawful killing

Ousey Margaret 3/10/91 Natural death

Ovcar-Robinson Konrad Peter 25/11/95 Unlawful killing

Overton Renate Eldtraude 21/4/95 Unlawful killing

Oxley Phyllis 26/5/75 Natural death

Parker Marjorie 27/4/93 Unlawful killing

Parkes Annie 5/6/82 Natural death

Parkin Laura Victoria 2/8/84 Natural death

Parr Bertha 11/11/97 Suspicion of unlawful killing

Pearce Elizabeth 21/1/75 Suspicion of unlawful killing

Pedley Rosetta 2/6/81 Natural death

Penney Vara 28/1/86 Natural death

Pickering Leah 4/8/75 Natural death

Pickup Kenneth 27/8/97 Natural death

Pickup Mavis Mary 22/9/97 Unlawful killing

Pitman Edith 18/5/89 Natural death

Platt Elsie 9/2/94 Unlawful killing

Platt Marion 23/12/93 Natural death

Potts Frances 22/4/96 Natural death

Potts Reginald 29/7/78 Insufficient evidence for decisio

Powers Annie Alexandra 10/1/92 Suspicion of unlawful killing

Preston Ada Marjorie 9/10/79 Natural death

Prestwich Alice 20/10/88 Unlawful killing
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Proud Ethel May 26/8/91 Natural death 5 359

Ralphs Anne Lilian 20/9/96 Unlawful killing 5 361

5 366

5 368

5 372

5 375

5 379

5 383

5 389

5 392

2 65

5 394

5 396

5 401

n 5 407

5 408

5 413

5 418

5 422

5 426

5 430

2 69

5 432

5 435

5 442

5 448

6 1

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Ralphs Ernest Colin 23/9/93 Natural death

Rawling Alice 5/10/88 Natural death

Reade Audrey 7/10/94 Natural death

Redfern Tom 29/10/85 Natural death

Renwick Dorothea Hill 9/2/88 Unlawful killing

Richards Jose Kathleen Diana 22/7/93 Unlawful killing

Richardson Alice 27/10/91 Natural death

Riley Stanley 14/4/79 Natural death

Roberts Edith 21/3/75 Suspicion of unlawful killing

Roberts Esther Hannah 20/12/78 Natural death

Roberts Gladys 8/2/84 Unlawful killing

Robinson Eileen 22/12/93 Unlawful killing

Robinson Eveline 21/11/77 Insufficient evidence for decisio

Robinson Lavinia 16/2/88 Unlawful killing

Robinson Mildred 26/6/85 Unlawful killing

Rogers Elizabeth Ann 30/12/87 Unlawful killing

Rostron Jane Frances 8/5/87 Unlawful killing

Rowarth Dorothy 18/9/90 Unlawful killing

Rowbottom Annie 1/5/82 Natural death

Rowland Jane Isabella 15/2/75 Suspicion of unlawful killing

Royles Elsie 23/11/78 Suspicion of unlawful killing

Royston Betty 4/2/97 Unlawful killing

Rudol Ernest 29/6/95 Unlawful killing

Russell Tom Balfour 2/7/96 Unlawful killing

Sankey Margaret 1/11/93 Natural death
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Saunders Albert Edward 9/1/97 Natural death 6 5

Saunders Gladys 17/6/96 Unlawful killing 6 9

6 12

6 17

6 21

6 27

6 33

n 6 38

2 73

6 39

6 42

6 45

6 47

6 51

6 55

6 65

6 70

n 6 73

6 75

6 80

n 6 82

6 86

6 88

6 95

6 99

6 104

6 106

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Scott Edith 13/4/95 Unlawful killing

Scott Elsie 6/10/81 Suspicion of unlawful killing

Sellors Kate Maud 4/5/95 Unlawful killing

Sharples Cicely 15/6/94 Unlawful killing

Shaw Joseph 3/3/95 Unlawful killing

Shaw Leonard 7/1/81 Insufficient evidence for decisio

Shaw Lilian 27/7/75 Natural death

Shaw Neville 27/5/86 Natural death

Shaw Susan Eveline 21/9/87 Natural death

Shawcross Edna 8/1/85 Natural death

Shawcross Ernest 11/3/79 Natural death

Shawcross Mabel 22/1/98 Unlawful killing

Shelmerdine Jack Leslie 28/11/79 Unlawful killing

Shelmerdine Jane Elizabeth 21/2/96 Unlawful killing

Shore Lily 24/2/78 Natural death

Sidebotham Florence 29/6/81 Insufficient evidence for decisio

Sigley Elizabeth Teresa 14/12/95 Unlawful killing

Simpson Kenneth Harry 17/4/87 Natural death

Slater Albert 11/1/79 Insufficient evidence for decisio

Slater Florence 6/2/82 Natural death

Slater Lena Norah 2/5/97 Unlawful killing

Slater May 18/4/81 Unlawful killing

Smith Alice 11/8/82 Natural death

Smith Dora Elizabeth 25/8/79 Natural death

Smith Emma 25/8/81 Natural death
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Smith Kenneth Ernest 17/12/96 Unlawful killing 6 108

Smith Margaret 21/3/89 Natural death 6 114

6 116

6 126

n 2 75

6 131

6 137

6 139

6 144

2 78

6 146

6 149

6 153

6 158

6 160

6 163

6 167

n 6 171

6 172

6 174

6 177

6 179

6 182

6 188

2 82

6 191

n 2 84

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Smith Mary Alice 17/5/94 Unlawful killing

Smith Sidney Arthur 30/8/96 Unlawful killing

Smith Winifred Isabel 7/4/75 Insufficient evidence for decisio

Sparkes Monica Rene 7/10/92 Unlawful killing

Squirrell Alice 21/1/82 Natural death

Stafford Harry 17/12/88 Unlawful killing

Stafford Kate Elizabeth 17/2/88 Natural death

Stansfield Joe Ainscow 6/4/75 Natural death

Stocks Louisa 29/3/82 Suspicion of unlawful killing

Stone John 24/4/96 Unlawful killing

Stopford Arthur Henderson 29/8/95 Unlawful killing

Stopford Harriet 20/12/92 Natural death

Strickland Ruth 2/12/78 Natural death

Sumner Grace 12/11/96 Natural death

Swann Bessie 26/9/97 Unlawful killing

Swann Robert 29/9/80 Insufficient evidence for decisio

Swindells Emmeline 20/4/81 Natural death

Taylor Caroline Mary 13/5/84 Natural death

Taylor Edna Mary 27/4/93 Natural death

Taylor Florence 27/6/81 Suspicion of unlawful killing

Taylor Lily Newby 28/7/97 Unlawful killing

Taylor Mary 28/11/83 Natural death

Tempest Mary Ann 1/9/75 Natural death

Thomas Alice 16/4/87 Unlawful killing

Thomas Sarah Ann 29/12/74 Insufficient evidence for decisio
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Thornton Maria 27/7/94 Unlawful killing 6 195

Tideswell Sarah 30/10/80 Natural death 6 202

6 204

6 209

6 214

6 220

6 223

6 233

6 239

6 244

6 246

2 86

6 249

6 251

6 258

6 264

6 268

6 270

n 6 272

6 276

n 2 88

6 285

6 288

6 293

6 301

6 306

6 312

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Tierney Angela Philomena 10/4/95 Unlawful killing

Tingle Walter 6/11/88 Unlawful killing

Toft Beatrice 17/11/86 Unlawful killing

Tomlin Mary 7/10/86 Unlawful killing

Townsend Margaret 11/12/87 Unlawful killing

Tucker Dorothy 7/1/84 Unlawful killing

Tuff Mary 21/4/97 Suspicion of unlawful killing

Tuffin Winifred Amy 7/11/78 Natural death

Turner Frances Elizabeth 23/8/85 Unlawful killing

Uttley Stanley 2/8/74 Natural death

Vickers Frederick 13/8/79 Suspicion of unlawful killing

Vickers Margaret Mary 25/6/96 Unlawful killing

Virgin Lucy 1/3/95 Unlawful killing

Vizor George Edgar 18/10/89 Unlawful killing

Vizor May 15/12/82 Natural death

Wagstaff George Lawton 29/7/93 Natural death

Wagstaff Jessie Irene 15/4/84 Insufficient evidence for decisio

Waldron Margaret Anne 6/3/98 Unlawful killing

Walker Edward 25/1/75 Insufficient evidence for decisio

Walker Ellen 2/3/91 Natural death

Walker Henrietta 25/11/94 Unlawful killing

Walker Winifred Mary 4/11/90 Natural death

Waller Harry 25/10/88 Natural death

Waller Marjorie Hope 18/4/96 Unlawful killing

Walls Mary 14/11/97 Unlawful killing
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Walton Sydney 2/5/79 Insufficient evidence for decision 6 317

Warburton Ada 20/3/98 Unlawful killing 6 323

6 329

6 333

6 339

6 342

6 344

6 346

6 349

6 352

n 6 356

6 358

6 361

6 364

2 91

6 369

6 372

6 375

6 380

6 383

6 387

6 392

6 393

2 93

6 395

6 398

2 97

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Ward Minnie 18/4/96 Natural death

Ward Muriel Margaret 24/10/95 Unlawful killing

Ward Percy 4/1/83 Unlawful killing

Wardle Eric 9/1/78 Suspicion of unlawful killing

Wareing William Hill 17/5/79 Natural death

Warren May 22/7/84 Natural death

Wass Kathleen May 2/11/95 Natural death

Watkins Annie 17/11/86 Suspicion of unlawful killing

Wharam Ellen Frances 5/7/81 Insufficient evidence for decisio

Wharmby Lavinia 18/7/79 Suspicion of unlawful killing

White Mona Ashton 15/9/86 Unlawful killing

Whitehead Amy 22/3/93 Unlawful killing

Whitham Colin 23/7/74 Natural death

Whittaker Maureen 16/12/96 Natural death

Whittaker Violet Mary 23/6/81 Natural death

Whittingslow Vera 24/6/97 Unlawful killing

Whittle Edith 12/2/93 Natural death

Wibberley Edith 18/12/84 Unlawful killing

Wilcockson Joseph Frank 6/11/89 Unlawful killing

Wilkinson Annie 11/1/79 Natural death

Wilkinson Maud 3/5/95 Natural death

Williams Albert Redvers 5/8/75 Suspicion of unlawful killing

Williams Emily 25/9/78 Suspicion of unlawful killing

Williamson Sarah Jane 15/10/89 Unlawful killing

Wills Jack 11/3/75 Natural death
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Wilmore Margaret 27/9/75 Natural death 2 99

Wilson Muriel Elsie 2/7/92 Natural death 6 402

n 6 405

6 406

6 409

6 411

n 6 415

6 418

6 420

6 423

6 427

6 435

Name of Deceased Date of Death Inquiry Decision Volume Page Number
Wimpeney Mark 6/10/81 Insufficient evidence for decisio

Winston George 13/7/83 Natural death

Winston Olive 12/10/83 Natural death

Winterbottom Mary 21/9/84 Unlawful killing

Wood Annie 26/3/84 Insufficient evidence for decisio

Wood Charles Henry 2/2/80 Natural death

Wood Fanny 14/3/80 Natural death

Wood James 23/12/86 Unlawful killing

Woodhead Joyce 23/2/97 Unlawful killing

Woodhead Kenneth Wharmby 14/12/95 Unlawful killing
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