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Near-fatal methylphenidate misuse

We report a near fatality of a 15-year-old
girl who took one 10 mg tablet of methyl-
phenidate supplied to her by a boy who
was legitimately receiving it for hyper-
kinetic disorder. Both were residents in a
local secure unit. Later investigation re-
vealed that the boy would accept his super-
vised dose and then secrete it into his palm.
After ingestion of the tablet the girl de-
scribed seeing birds and stars. She suddenly
collapsed and developed cyanosis. Her
breathing stopped and artificial respiration
was required for several minutes before
spontaneous respiration resumed. There
was difficulty finding her pulse and her
blood pressure and temperature were ele-
vated. She was hospitalised and recovered
fully within 24 hours. She was amnesic of
the episode but did recall receiving a tablet
from the boy concerned. Blood investiga-
tions were normal. Urine toxicology, in-
cluding a specialised test requested for
methylphenidate, revealed no methylpheni-
drugs including 3,4-
methylenedioxymethamphetamine (MDMA;

date or other
‘ecstasy’). This was consistent with a small
methylphenidate dose, rather than an over-
dose, having been taken.

The most comfortable way of interpret-
ing this incident was that it was a dangerous
idiosyncratic reaction to methylphenidate
and that these do occur. Also, the clinical
signs of methylphenidate poisoning (i.e.
hyperpyrexia, delirium, respiratory depress-
ion, convulsions and cardiac arrhythmias)
are similar to those of ecstasy poisoning
(Solowy, 1993). The latter was ruled out
by appropriate tests.
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This incident demonstrates that methyl-
phenidate, contrary to some popular assert-
ions, can be a drug of abuse. Oral misuse
has rarely been reported, as this medication
is not particularly effective in producing a
‘high’ (Garland, 1998). However, there
have been reports of methylphenidate-
induced euphoria in children misusing it
(Corrigall & Ford, 1996). Increasing use
of methylphenidate makes it likely that mis-
use of this nature will occur. Methylpheni-
date and ecstasy toxicity have been found
to have similar manifestations. Education
of clinicians and families in awareness of
these risks and the resulting effects is import-
ant.
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National Service Framework
and suicide

The National Service Framework (NSF) for
Mental Health has identified that the re-
duction of suicide by one-fifth by 2010 is
both a national priority and a high-level
performance (Department  of
Health, 1999). However, relying on suicide

indicator

rate as a parameter, and in isolation, could
be criticised for being inappropriate as a per-
formance indicator of mental health, and for
being difficult to monitor and interpret at
local level because of the small number of
such events.

Counting the number of occurrences of
an event that happens relatively infre-
quently, such as suicide, given the number
of times that it could happen, follows a
Poisson distribution. A Poisson distribution
is specified by just one parameter — the
mean. So, for example, if we know that in
North Cheshire (population 350000) the
suicide rate is 11 per 100000 with an an-
nual average of 39 reported incidents, we
can calculate the probability that there will
be no suicides or a certain number of
suicides within a year (Ryan et al, 1985)
(Table 1).
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Table I Cumulative distribution function for

suicides in North Cheshire!

Suicides in region (n) P

<I5 <0.0001
<20 0.0006
<25 00113
<30 0.1472
<35 0.2939
<40 0.6446
<45 0.8508
<50 0.9633

I. Assuming Poisson distribution, mean 39, base
population 350 000.

According to Table 1, the probability of
there being <35 suicides in a year within
North Cheshire is P=0.29, meaning that
there is a 29% chance that the number of
suicides could be reduced from 39 to 35
(10% reduction) by chance alone. On the
other hand, the probability of having 45
suicides or more in North Cheshire in a
given year is P=(1-0.85)=0.15, which
means that there is a 15% chance that there
could be an increase in the number of sui-
cides from 39 to 45 (15%) per year by
chance alone. Neither the increase nor the
reduction in the probability of suicide de-
pends on any specific changes in the locally
available mental health services.

The NSF target of 20% reduction in
suicide rate means that in North Cheshire
the rate will come down from 11 per
100000 (i.e. a reduction of 8 suicides per
year from 39 to 31) by 2010. Again, look-
ing at the Poisson probability function, one
can expect a 15% chance (P=0.147) of 31
suicides or fewer occurring by chance alone.
This means that we have a 15% chance of
achieving the NSF target in reduction of
suicide by good luck alone and without
any effective psychosocial intervention or
change in practice.

One may conclude that some change in
suicide rate is expected to occur, and indeed
does occur, within the same locality and in-
dependently of the mental health services,
and is of no real significance. This could
plausibly imply that a reduced suicide rate
may be, at least partly, a statistical illusion
due to reasons totally unrelated to the effec-
tiveness or quality of psychiatric care. What
is needed is a valid quality control model
(similar to ‘control charts’ used so effec-
tively in industry), and not just a single
parameter, in order to reflect the complex-
ity of suicide. Variables such as staffing
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levels, consultant vacancies,
community psychiatric nurses, beds, un-

resources,

employment, housing, education, crime,
alcohol and drugs, inflation index, morbid-
ity levels, deprivation, etc. should be in-
cluded and adjusted for within the model,
so that we may interpret some genuine
changes in suicide rates in a realistic and
meaningful way, locally and nationally.

Unfortunately, we will never be sure of
the number of suicides that we actually pre-
vent every day, but we will always remem-
ber, or be reminded of, those that we fail to
prevent.
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What constitutes intensive
treatment?

Burns et al (2000) refer to ‘programme fide-
lity’ as an important issue in assertive com-
munity treatment. According to their data,
the intensive case management (ICM)
group received a mean of 3.35 face-to-face
contacts per 30 days with a mean duration
of 40.6 minutes. This works out at 136.0
minutes per 30 days or 31.7 minutes per 7
days. I do not regard seeing a patient for
30 minutes a week, or an hour a fortnight,
as ‘intensive’.

The original paper by Stein & Test
(1980) clearly indicates that an essential
part of their ‘training in community living’
programme was active work with com-
munity members: both informal carers
and other lay people who came in contact
with patients (e.g. employers). Burns et al
give a figure of 0.13 contacts per 30 days
(0.03 contacts per week, or one contact
every 230.7 days). There is no mention of
contacts with other lay people. Again, this
must be regarded as falling well short of
the Stein and Test model.

Burns et al clearly state that most of the
activity outcomes were highly skewed and
statistically not a normal distribution. This
is evident from the fact that many of the
standard deviations are of similar size to
the mean. This inflates the mean value of
the events and thus the average face-to-face
contact. It would be interesting to plot out

the total duration of face-to-face contact
with each patient against the treatment out-
come, to see whether there is any beneficial
effect from higher levels of face-to-face
contact, or possibly even a threshold effect.

From the practical point of view of im-
plementing assertive outreach, I am puzzled
by the activity data. For a case manager to
give 31.7 minutes of face-to-face contact
with a patient every 7 days multiplied by
a case-load of 15, would occupy 475.5 min-
utes or 7.93 hours per week. We are not
given an average duration for the non-
face-to-face contacts, but if one assumes
30 minutes for each of the other types of
contact, we get a figure of 5.8 minutes per
patient every 7 days; with a case-load of
15 this comes out at 87 minutes or 1.45
hours per week per case manager. This ac-
counts for 9.38 hours per week. Assuming
a 40-hour working week, this leaves over
30 hours per week unaccounted for. Even
with travel time and leave, there does seem
to be rather a lot of unaccounted time. Is
there an important component of assertive
community treatment (ACT) we are not
being informed about?
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Authors’reply: Dodwell raises three import-
ant questions in his letter. How intense is
intense? Can levels of contact be related
to outcome? What are the staff doing with
the rest of their time?

Before addressing these, we would like
to reiterate the purpose of our paper. We
set out to determine whether the ICM
teams really did achieve a different way of
working and make more frequent patient
contact than standard treatment (SCM)
teams. There has been doubt expressed
about this in the past and our study is able
forcefully to reject these doubts. Any failure
to demonstrate differences of outcome in
the UK700 study (UK700 Group, 1999)
cannot be attributed to a failure of the
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ICM staff to establish more intensive con-
tact with their patients. Our paper also con-
firms that they were more persistent in their
follow-up and involved carers more. The St
George’s group, who were clearly influ-
enced by Stein and Test (Stein & Test,
1980), established a mean contact frequency
near to their (St George’s) target of two per
week.

How intense is intense? We do not
know and, as far as we can ascertain from
published scientific literature, neither does
anyone else. Although there are published
quality standards and targets for contact
frequency (Teague et al, 1998), we found
no publications of prospective data. Our
figures appear low and this, in part, reflects
the very rigorous and conservative ap-
proach we took to data collection. Data
were also collected in the early stages of
these teams’ functioning and would prob-
ably underestimate the contact frequency
of a mature team. We know from work in
other areas, however, that clinicians usually
overestimate clinical activity when judged
retrospectively. One of us (T.B.) has visited
several demonstration ACT teams in the
USA and from a clinical impression would
not consider the St George’s team’s current
contacts of around 25 per week per case
manager to be much below that in good
US teams.

Can levels of contact be related to out-
come? Our means do conceal considerable
variation, with some patients only being
seen monthly (often during a prolonged
period of engagement) and some being seen
daily for long periods. Low contact can as
easily represent severe problems with en-
gagement as it can superior adjustment
and fewer clinical needs. Some of the pa-
tients with the worst outcomes had the
most contact because they were so ill. We
have not attempted to test this correlation
because of the difficulty of developing a
convincing hypothesis — we would not
hypothesise that there is a linear relation-
ship between contact and outcome.

What are the staff doing with the rest of
their time? This is surely a general question
rather than one about ICM. The SCM staff
recorded about as much time per week if
their case-loads are accounted for. Many
phone calls were unrecorded because they
were short and there is considerable travel-
ling time involved in community mental
health work. Staff also attended ward
rounds, team meetings, supervision, etc.
We had anticipated that mental health staff
would spend about 50% of their working
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