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Harold Shipman’s murderous career led to demands that steps be taken to prevent any recurrence,
but devising an acceptable and workable method of monitoring mortality rates in individual general
practices is not a simple matter

Soon after the publication of the review of Harold
Shipman’s clinical practice,1 one of us (RB) went to a
meeting for families of possible victims of Shipman.
Each of the 100 people present was facing the
possibility that at least one member of their family had
been murdered by their general practitioner. They
wanted the review explained, and to ask questions
about how the health service had failed to detect Ship-
man’s murders. One person asked, “How will I be able
to trust a doctor again?” Whatever the answer given at
the time, the only adequate response must be a collec-
tive one from the medical profession and its regulators
together. One such response, recommended in the
review of Shipman’s clinical practice, would be the
development of a system to monitor the mortality of
general practitioners’ patients.

Our aim in this paper is to stimulate debate about
monitoring mortality in general practice; an appropri-
ately designed system, as well as detecting illegal
behaviour, might help general practitioners to plan
improved methods of care.

Findings of the review
Firstly, drawing on the review and updated information
reported to the Shipman Inquiry, we summarise key
findings relevant to our later consideration of monitor-
ing.2 Shipman worked in a group practice in West
Yorkshire from 1974 to 1975. After a break in his
career following conviction for drug offences, he
worked in a group practice in Hyde, Greater Manches-
ter, from 1977 to 1992. From 1992 to 1998, he
practised single handedly in Hyde. In January 2000, he
was convicted of the murder of 15 of his older female
patients. In investigating deaths of Shipman’s patients,
the review used four sources of evidence.

Clinical records—On the basis of clinical judgment
about the relation between certified cause of death and

clinical history, and the features typical of the
convictions (for example, Shipman’s presence at
death), review of 180 records of patients for whom
Shipman had issued a death certificate resulted in 102
deaths being classified as highly suspicious and 39 as
moderately so.

Cremation forms—Shipman’s cremation forms were
compared with those completed by a matched sample
of six local general practitioners selected as having
similar patient populations and periods of practice to
Shipman. He recorded that he was present at death
more commonly than did the other general practition-
ers (19.5% v 1%), although relatives or carers were less
likely to have been present (40.1% v 80.2%). A peak in
the proportion of deaths among Shipman’s patients
occurred between 1 pm and 6 pm (fig 1), and the pro-
portion of patients reported as dying quickly (within
29 minutes) was higher (60% v 23%).

All death certificates signed by Shipman from 1974
onwards—Comparison with the same six general
practitioners from Hyde, plus four from Todmorden,
resulted in an excess of 236 deaths (95% confidence
interval 198 to 277) certified by Shipman in 1974-98
that had occurred at the patient’s home or on the prac-
tice premises. The excess was greatest among women
aged 75 or above, but there were also smaller excesses
in other subgroups (fig 2).

Analysis of deaths of all patients registered with
Shipman at any time in 1987-98—Mortality among
Shipman’s patients was compared with rates for
England and Wales, manufacturing districts as defined

Fig 1 Percentage of deaths occurring at different times of day

Summary points

Analysis of excess numbers of deaths among
Harold Shipman’s patients reached a figure
similar to the total determined by the inquiry

Monitoring mortality rates among general
practitioners’ patients would help maintain public
trust

Such a system could detect high mortality at an
early stage by using valid local comparative data
and information about non-fatal outcomes

Procedures for investigating abnormal patterns
need to be agreed

A monitoring system could also provide practices
with information to help select clinical policies to
reduce mortality
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by the Office for National Statistics, and the local health
district (Tameside). The analysis reported in the review
has been updated,2 and excesses of 152 (141 women)
in comparison with Tameside, 176 (153 women) com-
pared with manufacturing districts, and 197 (162
women) compared with England and Wales have been
identified. These estimates are broadly similar to the
analysis of deaths certified by Shipman that had
occurred at home or on his practice premises.

Requirements for monitoring mortality
We searched Medline for reports of monitoring
mortality rates in general practice, and it became clear
that except for a few local schemes, monitoring systems
are not yet established. The introduction of effective
monitoring is not straightforward. Various sets of data
are available in principle, and several approaches to
their analysis and interpretation have already been
explored. However, within the limitations of available
resources, the actions proposed in response to
monitoring reports should dictate data and analysis
needs, rather than the actions being shaped by data
availability.3

Although it is a priority to detect serial killing as
early as possible, it is unlikely that methods of future
killings will match Shipman’s exactly, and therefore
monitoring should be designed for the early detection
of aberrant behaviour more generally, as reflected in
mortality patterns. Early identification of the more
extreme patterns within the normal range is also desir-
able. Detection of aberrant and normal variations
should be considered separately, since decisions and
actions consequent on their detection, as well as data
collection and analysis, are likely to differ. For example,
a signal suggesting aberrant behaviour would result in
further investigation independently of, and perhaps
unknown to, the general practitioner concerned, and
with the possibility of subsequent professional sanc-
tions or legal action. Signals showing that mortality
patterns are at the extremes of normal might also
prompt investigation, but usually in collaboration with
the general practitioner, and with the intention of pro-
viding appropriate support (or of learning lessons for
dissemination of good practice if the observed patterns
are favourably extreme).

Different approaches, and possibly even different
monitoring systems, are required to meet these objec-
tives. Each should be tuned as far as possible to

optimise performance towards their stated ends. Early
identification of general practitioners with high death
rates among their patients without generating many
false positives is required in any such system (box 1),
but introduction of a sufficiently sensitive and specific
system will prove difficult for several reasons.

Only a small number of patients registered with a
general practitioner die each year, and random year to
year variation makes detection of an abnormally high
number of deaths in any particular year difficult.4 In the
analysis of Shipman’s certificates an excess accumu-
lated over 24 years of clinical practice was reported, but
in prospective monitoring, an epoch as long as 24
years would be unhelpful.

The review of Shipman’s clinical practice was retro-
spective, but a well defined “trigger” criterion with
known statistical properties would be needed for
prospective monitoring. A recent paper5 has shown
that a finely tuned procedure would have allowed early
detection of Shipman’s excess deaths. However, neither
this nor other techniques6–13 will eliminate false
positives if the detection level is set low enough to be
useful in routine prospective monitoring.

Monitoring should also be practical in routine use
by general practitioners or public health physicians,
and not be unduly complex or costly to administer.
Finally, the procedures for investigation of highlighted
doctors must be developed and evaluated with care. A
legitimate clinical reason will usually explain the
observed rates, and therefore a transparently fair and
professionally supportive process is required.

Desirable features of monitoring systems
The ability of a monitoring system to detect high mor-
tality rates at an early stage might be improved by sev-
eral features (box 2). The choice of data for comparison
will influence the interpretation of observed differ-

Fig 2 Cumulative excess of Shipman’s over comparison general
practices’ deaths occurring at home or on practice premises

Box 1: A system to monitor patient mortalities
in general practice to detect murder must:
• Be sensitive (lead to few false negatives)
• Be specific (lead to few false positives)
• Provide data meaningful to general practitioners
and public health physicians
• Require a minimum of expertise and resources to
maintain
• Be acceptable to practitioners
• Be acceptable to patients

Box 2: Features to improve ability of a
monitoring system to detect abnormal practice
and inform clinical policies
• Valid local comparative data
• Information in age and sex subgroups
• Additional information about circumstances of death
• Classification by cause of death
• Data about adverse events and selected non-fatal
outcomes
• Adjustment for the numbers of patients cared for by
the general practitioner
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ences in mortality rates. In reviewing Shipman’s clinical
practice, a matched group of local doctors was selected
in the report. In a monitoring system, comparisons
based on knowledge of local populations, general
practitioners’ working patterns, and numbers of deaths
in hospitals would increase the confidence that could
be placed in the findings. Analysis of mortality in
patient age and sex subgroups by cause of death and
by circumstances of death (including the people who
were present and time of death) would be desirable.
Information about adverse events and non-fatal
outcomes such as myocardial infarction or stroke
would help complete the picture.14 15

There will still be limitations. For example,
monitoring of particular subgroups of general
practitioners, such as locums, assistants, and those
caring for people in hospices, may be difficult if not
impossible. Similarly, in practices that operate shared
list systems, analysis by individual practice may be the
only option.

Mortality monitoring for planning and
improving care
Since murder by general practitioners is exceptional,
any system that is introduced simply to detect it might
have fallen into disuse by the time such an event recurs.
However, better information about mortality rates in
general practice could also facilitate the planning and
monitoring of clinical policies to gradually reduce
mortality. Whether both objectives can be achieved by
a single monitoring system remains to be seen.

Some general practitioners already collect infor-
mation about the numbers of deaths of patients regis-
tered with their practices. Examples include the
collection of data in individual practices,16 17 groups of
practices, 18 and a district.19 Others have audited deaths
to identify aspects of care that could be improved.20–22

Furthermore, one report showed that one general
practitioner’s work was associated with reduced
mortality among his patients.23

A monitoring system would have to be sensitive to
changes in mortality rates in small populations if it is to
be used by practices for developing clinical policies.
Information about selected process indicators would
help in the interpretation of differences in mortalities
between practices with similar populations. Monitoring
will thus require an understanding of general
practitioners’ patterns of work and reliable judgments
about which practices and which doctors have similar

patients. Local organisations such as primary care
trusts would have a key role to play. The creation of
such a system to monitor, and perhaps reduce,
mortality in general practice would be one response to
that doubting relative’s question about trust.
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One hundred years ago

Gatling and Guillotin

Richard Jordan Gatling, the inventor of the gun which bears his
name, who died recently in his 85th year, was originally a
member of the medical profession. He studied medicine at Ohio
Medical College, and graduated in due course but never
practised. He was destined to win fame as the inventor of means
for the wholesale destruction of human life rather than for its
preservation. He is said to have been inspired by the desire to
make “artillery so deadly that deaths from disease would be
averted owing to the universal horror for war.” The reasoning is a

little obscure, for even if the reign of peace, proclaimed somewhat
prematurely by the Hague Conference, were to become an
accomplished fact, there seems to be nothing to warrant the hope
that people would cease to die of disease. But we are willing to
believe that Dr. Gatling’s intentions were better than his logic, and
that his murderous weapon was designed for the protection of
human life. The equally famous invention of Dr. Guillotin was in
like manner the offspring of humanitarian sentiment.

(BMJ 1903;i:750)
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