
1994 and 1996-7; they concluded that the method
does not over-report the number of suicides. We
estimated population using census data (from 1994),
which are updated regularly.

The mean suicide rate for the 6 year period was
95.2/100 000 (range 83.7-106.3/100 000) and did not
change significantly over time (96.7, 106.3, 83.7, 103.6,
89.8, and 90.9 in each 100 000 population for each
year 1994-9). Suicides accounted for between 8% (89/
1057) and 12% (112/940) of total deaths. Suicides in
women were 0.84 times as likely as suicides among
men; this ratio did not change significantly over time.

Older men were more likely to commit suicide than
younger men (table). Most women who committed sui-
cide were aged 15-24 or older than 65. We found more
suicides among women (102/278) than among men
(58/331) in the 15-24 years age group (�2 for linear
trend=15.5; P < 0.001).

Poisoning (275/609; 45%) and hanging (248/609;
41%) were the commonest methods overall. A greater
proportion of women chose drowning or burning
(�2=52.2; df=1; P < 0.0001) than men, who more often
chose poisoning or hanging. People younger than 44
years tended to use poison; older people tended to
choose hanging (�2=44.1; df=18; P < 0.001). From 1994
until 1999, the proportion of suicide by poisoning,
hanging, and drowning did not change significantly.
The number of suicides by burning increased from 4 in
1994 to 11 in 1999 (�2 for linear trend=7.25; P=0.007).
No suti—a widow committing suicide by burning in her
husband’s funeral pyre—was recorded.

Comment
Verbal autopsies can give a good idea of the cause of
death from suicide in the developing world, where
coroners’ verdicts are not available. A community
health programme in the Kaniyambadi region of India
found that recent studies in India have under-reported
suicide rates by two to three times.2 The independently
verified method used verbal autopsies and found the
rate in 1994-9 was 95.2/100 000 population—nine
times the national average. The high rates are not likely
to be peculiar to Kaniyambadi; they reflect more accu-
rate data collection. Sentinel centres that accurately
monitor suicide are needed in the developing world.
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autopsies.
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Participation in screening for cardiovascular risk by
people with schizophrenia or similar mental illnesses:
cross sectional study in general practice
D P J Osborn, M B King, I Nazareth

People with severe mental illnesses are at increased risk
for physical illness, including cardiovascular disease.1 2

Guidance from the National Institute for Clinical
Excellence recommends monitoring of cardiovascular
risk factors in such patients and research into relevant
interventions.3 Possible causes of this morbidity include
diet, smoking, and drug treatment. Health profession-
als may be less inclined to manage physical health,2 and
patients may be uninterested or poorly motivated.
Little evidence exists about the acceptability of disease
prevention in people with serious mental illness. We
hypothesised that such people would be less willing to
participate in assessment of cardiovascular risk.

Participants, methods, and results
We invited patients from seven inner London general
practices to a cardiovascular risk assessment at their
practice. One group comprised all patients with a diag-
nosis of schizophrenia or other chronic psychosis
(excluding primary mood disorders) on their computer

record.4 We used a computer to randomly choose a
comparison group twice the size without these
diagnoses. General practitioners wrote offering an
appointment (including a blood test) with a researcher
and explaining the 10 year cardiovascular risk score (cal-
culated from age, sex, smoking status, diabetic status,
blood pressure, and cholesterol concentrations). Partici-
pants would receive all results and interpretations. We
did not invite people under 30, over 75, or with
pre-existing ischaemic heart disease, as risk scores do
not apply.

We sent letters to 224 people with psychosis and 424
people without psychosis. After a week we telephoned
up to three times, once outside working hours. If we did
not make contact we sent a final invitation. We excluded
from the analysis people who had moved away, those we
could not reach, and those with no contact with the
practice for three years, in accordance with previous
findings.5 This left 182 potential participants with
psychosis and 313 without psychosis. Limited, anony-
mous data on non-participants allowed examination of
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participation rates (table). Last systolic blood pressure
was higher in participants—mean difference 9.0 mm Hg
(95% confidence interval 5.1 to 13.0).

We used logistic regression to examine the
association between psychosis (dependent variable)
and participation—crude odds ratio 0.76 (0.53 to 1.10).
Adjustment for age, sex, practice, and systolic blood
pressure made negligible difference to the association
between psychosis and participation—adjusted odds
ratio 0.74 (0.49 to 1.08). The psychosis group consulted
their general practitioner more often—mean difference
1.8 (0.8 to 2.9) per year. Increased consultation rate
also predicted screening uptake in the total sample
(table). Adding consultation rate to the model changed
the odds ratio for participation in screening in the psy-
chosis group to 0.65 (0.43 to 0.98). No interaction
terms (involving psychosis and age, sex, consultation
rate, or smoking) significantly enhanced the logistic
model.

Data were available on drug treatment in people
with psychosis. Participation was not significantly associ-
ated with being on depot drugs, atypical antipsychotic
agents, or higher doses (examined as percentage of
maximum daily dose and chlorpromazine equivalents).

Comment
Many people with psychosis accepted the offer of a
cardiovascular risk assessment, providing a valuable
opportunity for health education and promotion.
Interest in risk assessment was greater than we had
assumed. Participation rates were similar to those in
other community research involving blood tests. Our
negative finding regarding drug types and doses
(proxies for severity of illness) indicates that the
psychosis group were comparable to people attending
psychiatric outpatients. Psychosis was associated with
lower uptake of screening uptake only when we
included general practice consultation rates in the
analysis. This may not be important in practice. Abso-
lute differences in uptake of screening were small. Any
reluctance to accept health screening in the psychosis
group was offset by increased opportunities provided
by more frequent attendance. The smaller subgroup
with psychosis who rarely consult a general prac-
titioner will obviously be more difficult to screen, war-
ranting assertive efforts regarding their physical
health, perhaps in cooperation with other more
involved agencies.
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Corrections and clarifications

Downsizing of acute inpatient beds associated with private finance initiative:
Scotland’s case study
A few errors crept into this paper by Matthew G Dunnigan and Allyson
M Pollock (26 April, pp 905-8). In the ninth paragraph of the discussion
section in the abridged version, the highlighted deficit required annual
current savings of £25.6m [not £2.65m] over the four year period. In the
results section (in both the abridged and the full version) under the
small subheading “New care settings” the final sentence should start:
“Acute inpatient care in the private sector in Lothian [not Scotland] is
rare...” In the following paragraph (small subheading “Staffed bed rates”)
the staffed bed rates for intensive therapy specialties should read 27%
(4.6 v 6.3 per 100 000); this was wrong in the abridged version only.
Finally, in table 1 of the abridged version, the footnote should refer to
“Intensive therapy” [not “Staffed bed rates”].

Minerva
We’ve been there before and we’re there again—affiliations to the Minerva
picture. In the past, names have sometimes “dropped off” completely; this
time, all the names managed to hang on, but the second author’s name
should have read Andrew D Morris [not Harris] (19 April, p 890).

Factors affecting participation in screening among all eligible patients and those with
psychosis

No (%) participating
Crude odds ratio for

participating (95% CI) P value

All eligible patients (n=495)

Diagnosis of psychosis on practice computer:

Yes 75/182 (41.2) 0.76 (0.53 to 1.10) 0.15

No 150/313 (47.9) 1.0 NA

Sex:

Male 107/242 (44.2) 1.0 NA

Female 118/253 (46.6) 1.10 (0.77 to 1.57) 0.59

Age (years):

30-39 86/177 (48.6) 1.0 NA

40-49 43/109 (39.4) 0.69 (0.42 to 1.12) 0.13

50-59 47/104 (45.2) 0.87 (0.54 to 1.42) 0.58

60-75 49/105 (46.7) 0.93 (0.57 to 1.50) 0.76

General practice consultations*:

0-1 49/143 (34.3) 1.0 NA

2-3 49/100 (49.0) 1.84 (1.09 to 3.11) 0.02

4-7 67/134 (50.0) 1.92 (1.18 to 3.11) 0.01

≥8+ 60/108 (55.6) 2.39 (1.44 to 4.01) <0.01

No data 0/10 NA NA

Smoker†:

Yes 98/208 (47.1) 0.69 (0.48 to 1.01) 0.06

No 127/226 (56.2) 1.0 NA

No data 0/61 NA NA

Diabetes diagnosed:

Yes 11/32 (34.4) 1.0 NA

No 214/449 (47.7) 1.73 (0.82 to 3.69) 0.15

No data 0/14 NA NA

People with psychosis only (n=182)

Depot antipsychotic:

Yes 21/39 (53.8) 1.40 (0.68 to 2.90) 0.36

No 54/119 (45.4) 1.0 NA

No data on drugs 0/24 NA NA

NA=not applicable.
*In previous year (quarters).
†Self report (at interview or on practice computer).
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