
further work is needed. Again editors and readers will
enjoy restraint. Indeed, this is the part of the paper
where authors often run amok. There is nothing to
stop you writing another piece that is all speculation,
but don’t corrupt your evidence with speculation.

Other subheadings might sometimes be needed,
but we think that our suggested structure should fit
most studies. Although some may find uniform
structuring difficult and even restrictive,8 we believe
that our proposed structure should reduce overall
length; prevent unjustified extrapolation and selective
repetition; reduce reporting bias; and improve the
overall quality of reporting. Such a supposition could
readily be tested. We invite comment from authors and
readers of the BMJ, and if reaction is positive then we
will introduce structured discussions.

Michael Docherty Professor of rheumatology
City Hospital, Nottingham NG5 1PB

Richard Smith Editor, BMJ
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Suicide and homicide by people with mental illness
We still don’t know how to prevent most of these deaths

The national confidential inquiry into suicide
and homicide by people with mental illness
began in 1992 in response to concern about

mental health services in the United Kingdom. The
usefulness of the initial reports was limited by the dis-
appointing case ascertainment rate.1–3 Two papers in
this issue (pp 1235, 1240)4 5 report the methods and
results of Safer Services, the 1999 inquiry report.6 Case
finding has now been much improved and the new
report provides a valuable descriptive cross section of
the characteristics of suicides and homicides in relation
to the mental health services.

About 1000 people who commit suicide each year
(a quarter of all UK suicides) and about 40 of those
who commit homicide (about 8% of all UK homicides)
have had some contact with the mental health services
in the year before death. In patients committing suicide
comorbidity, including substance misuse, and previous
self harm are common. In people convicted of
homicide, personality disorder and substance misuse
are common; fewer than 10 homicides each year are
committed by people with a primary diagnosis of
schizophrenia.

In the BMJ papers4 5 the authors correctly
emphasise that systematic reviews have found that no
interventions have reliably been shown to prevent sui-
cide or, indeed, deliberate self harm.7 8 However, the
report itself makes 31 recommendations for changes
in clinical practice.6 These include recommendations
about training in risk assessment, documentation
(including the introduction of “patient passports”), the
use of specific drug and psychological treatments,
reducing access to means of suicide, and changes in the
Mental Health Act to allow compulsory community
treatment. Policymakers should, however, be cautious
about implementing these wide-ranging recommenda-
tions because there are substantial uncertainties,
largely unacknowledged in the report, in our current
knowledge about suicide prevention.

Although we have some information about risk fac-
tors for suicide, we have very little reliable knowledge

about the accurate clinical quantification of risk, a
prerequisite for effective risk assessment.9–11 One of the
main problems is that even in high risk groups suicide is
rare. The report identifies the period after discharge
from hospital as being a high risk period. Cohort studies
show that the rate of suicide in the first 28 days after dis-
charge is between about 1 in 500 and 1 in 1000 patients
discharged.12 13 This low incidence rate, coupled with the
limited sensitivity and specificity of current risk
assessments, means that the positive predictive value is
low and the number of false positives high.10 11 For
example, even if a risk assessment had a sensitivity and
specificity of 80% (which probably exceeds those
currently available), for every 20 000 patients dis-
charged, 40 would commit suicide—32 of whom would
be identified as high risk. However, in total 4024 patients
would be considered to be high risk, 3992 of whom
would be false positives. Thus recommendations for the
clinical management of high risk groups will apply to
large numbers of patients.

The report suggests that improving compliance by a
community treatment order might prevent 30 suicides
and two homicides. But even if there were evidence that
such a strategy was effective, the number needed to treat
to achieve this would be enormous. The humanitarian
implications and opportunity costs of the recommenda-
tions will be substantial. Mental health services can be
improved in many ways, and it would be wrong to focus
all our training and service development resources on
these important, but rare, events.

Furthermore, we should not miss this valuable
opportunity to recognise the substantial uncertainty
about this subject and to make recommendations
about research priorities. Studies into risk factors for
suicide and homicide, as in the rest of psychiatry, typi-
cally need to be at least an order of magnitude larger
than at present. The sample on which the report is
based should be used as the basis for case-control stud-
ies to develop possible risk assessment tools. Recognis-
ing that the low base rate of suicide means that many
patients will need to be treated to prevent one suicide,
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we also need large randomised trials of widely
practicable interventions. Realistically, we may never be
able to use suicide as a primary outcome in
randomised controlled trials. Trials will therefore need
to recruit from high risk groups to increase event rates
and use deliberate self harm as an outcome. They will
need to be carefully designed in the knowledge that the
results will need to be extrapolated to other groups.

The report also recommends that individual local
inquiries into homicide should be discontinued. They
should be discontinued, but not, as Safer Services
suggests, because they perpetuate a “climate of blame.”
It is right that mental health services should be
accountable for failures of care, and all public services
are increasingly subject to external review. They
should be discontinued because they are inefficient
and methodologically inadequate for making general
recommendations about future UK mental health-
care provision.14 Being retrospective, they foster a
simplistic notion of the preventability of homicides
and suicides.

John Geddes Honorary consultant psychiatrist
Department of Psychiatry, University of Oxford, Warneford Hospital,
Oxford OX3 7JX (john.geddes@psych.ox.ac.uk)
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Management of pituitary tumours
Importance of multidisciplinary teams in regional centres

Some physicians believe the management of
pituitary tumours to be straightforward and
non-controversial. Prolactinomas of all sizes

should receive medical treatment with a dopamine
agonist; large lesions producing optic chiasmal
compression usually need surgical decompression and
radiotherapy; and hypopituitarism can be treated with
standard hydrocortisone, thyroxine, and sex steroid
replacement therapy. Though there is a measure of
truth in these statements, the modern management of
pituitary disease is far more complicated.

For instance, some patients with pituitary mass
lesions and significant hyperprolactinaemia do not
have prolactinomas but, instead, have functionless
pituitary adenomas producing “stalk pressure”
increases in prolactin concentration. Such patients
require surgical rather than medical decompression.1

Furthermore, there is now a choice of several different
dopamine agonists—the newer drugs cabergoline and
quinagolide may have significant advantages over the
reference compound, bromocriptine.2 Radiotherapy is
not given automatically to all patients after surgical
treatment of large pituitary tumours. Instead, selected
patients may be followed postoperatively by using
interval magnetic resonance imaging.3

Part of the reason for this change in policy has
been the recognition of the increased morbidity (and
perhaps even mortality) associated with adult growth
hormone deficiency.4 Growth hormone replacement
during adult life is now becoming standard practice,
but patient selection, economic considerations, and
assessment of treatment outcomes demand specialist

endocrine input.5 Patients with pituitary tumours are
uncommon (20-30/1 000 000/year), but they do
require specialised treatment and lifelong follow up,
with considerable lifetime use of NHS resources.

Against this background, the Royal College of Phy-
sicians of London, together with the UK Society for
Endocrinology, recently convened a working party to
produce recommendations for service provision and
guidelines for managing this group of patients. The
consensus statement was published in November
1997.6 The methodology is worth mentioning because,
as expected from the relative rarity of pituitary disease,
the evidence base does not include many randomised
controlled trials but rests principally on well conducted
clinical studies, together with respected clinical opinion
and experience. The working group comprised recog-
nised UK authorities with an international reputation
for clinical research, who were invited to produce back-
ground papers on specific aspects using published
evidence from peer reviewed journals. Most of the
attendees at the consensus workshop were clinical
endocrinologists, but there were also specialist
pituitary surgeons and—importantly—three patients
representing the newly established UK Pituitary Foun-
dation. The consensus document contains both
general recommendations for service provision and
specific guidelines for different tumour types.

The general guidance is based on the recommen-
dation that once a diagnosis of pituitary tumour is sus-
pected the patient should be referred to a specialist
endocrine centre for assessment and treatment. The
rarity of pituitary disease means that professionals in
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