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, Electroconvulsive therapy (ECT), a treatment for

~severe mental illness in which a brief application of electric
- stimulus is used to produce a generalized seizure, has been in use
- for over 45 years. Controversies still exist today concerning the use

of ECT. In 1985, the National Institutes of Health and the National
. Institute of Mental Health held a Consensus Development Conference on
~'Electroconvulsive Therapy. A consensus panel representing psychiatry,
" ‘psychology, neurology, psychopharmacology, epidemiology, law, and the
- general public considered scientific evidence presented by ECT
' experts. The panel agreed that: (1) ECT is effective for a narrow
.~range of psychiatric disorders in the diagnostic categories of
/'delusional and severe endogenous depression and manic and certain
-..schizophrenic syndromes; (2) ECT side effects include acute
- ~confusional states and persistent memory deficits for events during
. the months surrounding the ECT; (3) physicians and patients
‘.considering ECT should participate in an ongoing consultative process
.~and consider advantages and disadvantages of ECT; (4) proper
".administration of ECT can reduce side effects while maintaining
- thermpeutic effects; and (5) future research in ECT should examine
~ ‘the rasic mechanisms by which ECT works, patients for whom ECT is
. particularly beneficial or toxic, and how to maximize efficacy and

- minimize side effects. (NB)
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ELECTRO-
THERAPY

Introduction

Electroconvulsive therapy (ECT) is @
treatment for severe mental illness in
which a brief application of electric
stimulus is used to produce a general-
ized seizure. In the United States in
the 1940s and 1950s, the treatment
was often administered to the most
severely disturbed patients residing in
large mental institufions. As often
occurs with new therapies, ECT was
used for a variety of disorders, fre-
quentiy in high doses and for long
periods. Many of these efforts
proved ineffective, and some even
harmful. Moreover, its use as a
means of managing unruly patients,
for whom other treatments were not
then available, contributed to the
perception of ECT as an abusive
instrument of behavioral control for
patients in mental institutions for the
chronically ill. With the introduction

" of effective psychopharmacologic

medications and the development of
judicial and regulatory restrictions, the

:+.uge of ECT has waned.

The treatment is now used primarily in
general hospital psyc:hlafnc units and
in psychiatric hospitals.” A National
Institute of Mental Health hospital
survey estimated that 33,384 patients
admitted to hospital psychiatric serv-
ices during 1980 were treated with
ECT, representing approximately 2.4

. pen:ent of all psychiatric deis’sionsr

Althcugh ECZT has been in use for

more than 45 years, there is confinu-
ing controversy conceming the mental

disorders for which ECT is indicated,

“its efficacy in their treatment, the

ophmal mefh’d' of administration, -

-
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possible complications, and the
extent of its usage in various settings.
These issues have contributed to
concerns about the potential for
misuse and abuse of ECT and to
desires to ensure the protection of
patient's rights. At the same fime,
there is concemn that the curtailment
of ECT use in response to public
opinion and regulation may deprive
certain patients of a potentially
effective treatment.

In recent decades, researchers inten-
sified efforts to establish the effective-
ness of ECT and its indications,
understand its mechanism of action,
clarify the extent of adverse eftects,
and determine optimum treatment
technique. Despite recent research
efforts yielding substantial information,
permitting professional and public
evaluation of the safety and efficacy
of ECT, the investigation of ECT has
not gererally been in the mainstream
of mental health research.

To help resolve questions surrounding
these issues, the National Institutes of
Health in conjunction with the

. National Institute of Mental Health

convened a Consensus Development
Conference on Electroconvulsive
Therapy on June 10-12, 1985. For
1-1/2 days, experts in the field
presented their findings, and an

‘audience, including health profes-

sionals, former patients, and other
interested persons, discussed the
issues. A consensus panel repre-
senting psychlcfry, psycholc;gy,
neurology, psychopharmacology,
epidemiology, law, and the general

public considered the scientific *
~.evidence and agreed on answers to'
the followung quesflgns ‘ ‘
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* What is the evidence that ECT is
effective for patients with specific
mental disorders?

* What are the risks and adverse
effects of ECT? 7

¢ What factors should be con-
sidered by the physician and
patient in determining if and when
ECT would be an appropriate
treatment?

* How should ECT be administered
to maximize benefits and minimize
risks?

* What are the directions for future
research?

li

What is the evidence that ECT is
effective for patients with specific
mental disorders?

Published controlled studies of ECT
permit evaluation of its short-term
efficacy in severe major depressions
(delusional and endogenous), in

acute mania, and in certain schizo-. -
phrenic syndromes. The availakle
controlled clinical trials do not extend
beyond the treatment of the acute
episode (i.e., about 4 weeks). These
studies are difficult o compare
because they have used differing
diagnostic systems and research
designs. Further, they have measured
outcome only in terms of symptom-
reduction, not the quality of life and -
social functioning.
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Dopression

- Studies of ECT in depression have -
used various control conditions for
cornparison, including ''sham’* ECT
(e.g., all of the elements of the ECT
procedure except the electric
stimulus}, tricyclic antidepressants
(TCA), monoamine oxidase inhibitors
[MAQ)), combinations of antidepres-
sants and neurolepfics, ond placebos.
The efficacy of ECT has been estab-
lished most convincirgly in the treat-
ment of delusional and severe endo-
genous depressions, which make up
a clinically important minority of
depressive disorders. Some studies
find ECT to be of at least equal
efficacy to medication freatments,
and others find ECT to be superior to
medication. Not a single controlled

~ study has shown another form of

treatment to be superior to ECT in the

short-term management of severe

- depressions. It must be noted,

however, that those studies that

found ECT to be superior to medica-
tion were not designed to study the

~ persistence of this advantage of ECT
beyond the short term. Moreover, the
available evidence suggests that
relopse rates in the year following
E(:T are ||ke|y fo be hlgh unless
fions are subsaqueﬁtly pregr:nbed
Several studies suggest that ECT
reduces symptoms in severely

~ depressed patients who previously
have not responded to adequate
trials of antidepressant medication.
The literature also indicates that ECT,

" when compared with antidepressants,

has a more rapid onset of action.

- Delusional Depression

ECT is highly effective in the
treatment of delusional depression. It
is supcrior tr:'eifher cnﬁdepressants or

; Ieast as effet:hve as the combination
of onhdepr&ssonfg ond neuroleptics.
ECT is often effective in patients who
~ have previously failed to respond to
‘medication. The duration of thera-
_peutic effect beyond the initial acute

episode is not clear.

Endogenous/Melancholic
Depressian

The severe endogenous/ melonchollé
depressions are characterized by
early mornirg awakening, marked
weight loss, psychomotor retardation
and/or agitation, diurnal variation,
and lock of reactivity. ECT is at least
as effective as TCA and more effec-
tive than sham ECT in the short-term
treatment of these severe endoge-
nous/melancholic depressions. ECT
appears to be more effective than
MAOI in the treatment of severe
depressions, but available studies
have generally used relatively low
MAQI doses. There is evidence for
the efficacy of ECT in those endo-
genous depressives who have not
responded fo an adequate trial of
anfidepressants. The long-term
efficacy of ECT with endogenously
depressed patients is not known.
Other Depre:zsion

The majority of depressed persons
encountered in medical and psychio-
tric seftings do not have the severe
endogenous/melancholic or delu-
sional depressions described above.
ECT is not effective for patients with
milder depressions, 1.e., dysthymic
disorder (neurotic depressn:n) and
adjustment disorder with depressed
mt:cd Patients with major depressioﬁ
cholic have not yet been ex‘reraswely
studied. Because of this, it is unclear
whether their response to ECT would
be more like those with dysthymic
disorders or those with endoge-
nous/melancholic features.

Acute Manic Episode

ECT and lithium appear to be equally
effective for acute mania, and either
is superior fo hospitalization without
somatic therapy. A treatment regimen
in which ECT is used for the acute
episode, followed by lithium mainte-
nance, does not appear to be associ-
ated with an increased risk of early
relapse compared with lithium treat-
ment alone.

S&hi:ﬁpbreniu

Neuroleptics are the first line of

_ treatment for schizophrenia. The evi-

' dence for the efficacy of ECT in

schizophrenia is not compelling but is
strongest for those schizophrenic
patients with a shorter duration of
illness, a more acute onset, and more
intense affective symptoms. ECT has
not been useful in chroniccly ill
schizophrenic patients. Although ECT
is frequently advocated for treatment
of patients with schizophreniform
psychoses, schizoaffective disorders,
Emd c‘:ah::tonia, therg are no
dor:ument its usefulness fc;r these
disorders.

Other Disorders

There are no controlled studies
supporting the efficacy of ECT for
any conditions other than those
designated above (i.e., delusional
and severe endagénaus depression,
acute mania, and certain schize-
phrenic syndromes).

2i
What are !Bg risks and adverse
effects of ECT?

To maximize the benefits of ECT and-
minimize the risks, it is essential that
the patient’s illness be correctly diag-
nosed, that ECT be administered only
for appropriate indications, and that
the risks and adverse effects be
weighed aggainst the risks of altema-
tive treatments. Risks and adverse
effects of ECT can be divided into
two categories: (1) Those medical
complications that can be substan-
tially reduced by the use of appropri-
ately trained staff, best equipment,
and best methods of administration
and (2) those side effects, such as
spotty but persistent memory ioss ond
transient posttreatment confusion, that
can be expected even when an
optimal treatment approach is used.
In this report, we will focus on the
risks still present with adequate
treatment techniques.

In the early. days of E(ZT mc:rtoh’y
was a significant problem. The

commonly quoted overall martohfy
rate in the first few decades was 0.1 =

~percent or 1 per 1,000. Over the.

years, safer methods of administration - -
have been developed mt:ludmg fhe




" use of short-cdlng anesthefics,
muscle relaxants, and adequate oxy-
genation. Present mortality is very ~

_low. In the least favorable recent

“series reported, there were 2.9
deaths per 10,000 patients. In
another series, 4.5 deaths per
165,500 treatments were reported.
Overall, the risk is not different from
that associated with the use of short-
acting barbiturate anesthetics. The
risk of death from ariesthesio,
dlthough very small, is present and
should be considered when evalu-
ating the setting for performing ECT.

In the past, up to 40 percent of
patients suffered from various compli-
cations, the most common being ver-
tebral compression froctures. With
present techniques, these risks have
been virtually eliminated. In one
recent siudy of almost 25,000 treat-
ments, a complication rate of 1 per
1,300 to 1,400 treatments was
found. These included laryngo-
spasm, circulatory insufficiency, tooth
damage, vertebral compression frac-
tures, status epilepticus, peripheral
nerve palsy, skin burns, and
prolonged apnea.

During the few minutes following the
stimulus, profound and potentially
dangerous systemic changes occur.
First, there may be transient hypo-
tension from bradycardia caused by
central vagal stimulation. This may be
followed by sinus tachycordia and

also sympathetic hyperactivity that

" leads to a rise in blood pressure, a
response that may be more severe in
patients with essential hypertension.
lnfrd:rcnia! pressure increases during

‘ Qﬁ‘hythmtos dunng ,thS time are not
uncommon (but usually subside with-
out sequelae). Thus, cerfain patient
groups fhof wc:uld be cdversely

at increased risk.

There are two categories of central
nervous system effects: The immedi-
ate consequences of the ECT seizure
“and the more enduring effects, both
‘of which are offected by the treat-
ment course. Immediately after
awakening from the freatment, the

pahenf experiences ::c::nfusmn,
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transient memory loss, and head-
ache. The time it takes to recover
clear consciousness, which may be
from minutes to several hours, varies
depending on individual differences in
response, the type of ECT adminis-
tered, the spacing and number of .
treatments given, and the age of the
patient.

The severify of fhis acute canfusiana!

dominant unnloferc:! pulsed ECT is
administered. Severity also appears
to be increased by longer seizure
duration, close spacing of the treat-
ments, increasing dosage of electrical
stimulation, and each additional
treatment.

Depressive disorders are characterized
by cognitive deficits that may be dif-
ficult to differentiate from those due to
ECT. It is, however, well established
that ECT produces memory deficits.
Deficits in memory function, which
hove been demonstrated objectively
r:nd repee’rédly, perast after the
Sevenfy of the deficit is re|ﬁ1,fed fo the
number of treatments, type of elec-
trode placement, and nature of the
electric stimulus. Greater deficit occurs
from biloteral than from unilateral
placement. Sine wave current has
been found fo impair memory more
than pulsed current.

The obility to leamn and retdin new
information is adversely affected for a
time following the administraticn of
ECT; several weeks after its termino-
tion, however, this ability typically
retums to normal. There is also objec-
tive evidence, based on neuropsycho-
logical testing, of loss of memory for o
few weeks surrounding the treatment;
such objective tests have not firmly
established persistent or permanent
deficits for a more extensive period,
particularly for unilateral ECT.
However, research conducted as long
as 3 yeors ofter treatment has found
that many patients report that their
memory was not as good as it was
prior to the treatment. They report
particular difficulties for events that
occurred on average 6 months -

 before ECT. (refr@grc:de r:mnesnc) and ]

cn average 2 months after the
treatment (anterograde amnesia).
Because there is also a wide
difference in individual perception of
the memory deficit, the subjective loss
can be extremely distressing tc some
and of litfle concem to others.

There are other possible adverse
effects from ECT. Some patients per-
ceive ECT as a terrifying experience;
some regard it as an abusive invasion
of personal cutonomy; some
experience a sense of shame because
of the socicl stigma they associate
with ECT; ond some report extreme
distress from persistent memory
deficits. The panel heard eloquent
testimony of these affitudes from
former patients who had been treated
with ECT. It is clear, however, that
these aftitudes are not shared by all
ECT patients. The panel also heard
moving testimony from former pahenfs
who regarded ECT os a wholly bene-
ficial and lifesoving experience. There
are insufficient systematic studies to
pemmit any definiive assessment of the
prevalence of these various percep-
tions among ECT patients.

Numerous ECT studies have been
conducted with animal models. Many
of these suffer from methodological
shortcomings. In studies that have
been controlled for fixation artifacts,
hypoxia, and other methodological
problems, neuronal cell death has not
been detected. Cerebral vasospasm
and dlterations in capillory permea-
bility are of short duration and of
insufficient magnitude to lead to
neuronal cell death. The precise
mechanism of the anterograde and
retrograde memory deficit has not
been established; it may represent
dlterations in neuronal function that are .
not detectable with present methods. -
Computerized axial temography
(CAT) studies of patients who have
had ECT are very preliminary and
open to altemnative interpretations.

" Definitive studies of in vivo brain’

metabolism with positron emission .
tomography (PET) ond studies of fissue”
changes detectable by magnetic ,
resonance imaging (MEI) remcun to be -

done.
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Wilhat factors should be con-
sidillered by the physician and
pa=tient in determining if and
whk=3en ECT would be an appropri-
ale= treatment?

The= consideration of ECT is most
app=oropriate in those conditions for
whasach efficacy has been established:
DeBlusioncl and severe endogenous
deg—ressions, acute mania, and cer-
toirma schizophrenic syndromes. ECT
shoesuld rarely be considered for other
psy~chiatric conditions. The decision
whe==ther to offer ECT to an individu-!
patEaent should be based on a com-
ples=< consideration of advantages and
disc=advantages for ECT and for each
frecextment alternative. Whether fo use
ECER shouid be based on a thorough

- reviesew of severity of the patient's

* illne==ss, medical indications and
conZdraindications, and nonresponsive-
~ nes== to other treatments. It should be
em——hasized that for certain patients
wittwss very specific and narrow
ind=—ations, ECT may be the only
effeex=tive treatment available. In
certe=in circumstances of acute risk to
life =>r of medical status incompoatible
withe= the use of other effective
tream@ments, ECT may be the first
treoiBment.

The - panel is concemed that ECT only
be c=administered for the benefit of
“indiv=idual patients. Institutional factors
(sucE=n as finoncial pressures created
by erospective systems or staff con-
venie=nce) should play no role in the
decis==sion to administer ECT.

' Sevemmrity

Give=n a diagnosis for which the

~ efficcacy of ECT has been established,

~the ir=mmediate risk of suicide (when
'not mmnanageable by other means) is o

cdlear— indication for the consideration

of EC_T. Acute manic episode—espe-

- cially— when characterized by clouded
. sens—>riumn, dehydration, extreme

" psycE=homotor agitation, high risk for
serioe=Us medical complications or
.deatt— through exhaustion, and
‘nonre=soonse to pharmacological

* Inferm=entions—are also clear.

< indicc=tions for ECT. The severe and

unremitting noture of the patient's
emotional suffering, or exireme
incapacitation, cre also important
considerations.

Med‘ic’éi Indizations and
Contraindications

The patient's medical status is often
the defermining consideration in the
wse of ECT. ECT may be necessary
when the patient has medical condi-
tions that preclude the use of TCA,
MAQ, lithium, and neuroleptics. ECT
should be considered in patients with
severe depression or psychosis during
the first trimester of pregnancy.
Conversely, ECT is contraindicated
for increased intracranial pressure,
while space-occupying lesions in the
brain, a recent history of myocardial
infarction, and large aneurysms are
relative contraindications for ECT. A
persondl history of nonresponsiveness
to, or debilitating side effects
(medical or psychological) from, ECT
are also possible contraindications.

Nonresponsiveness to Other
Treatments

ECT should be considered when
alternative pharmacological and/or
psychotherapeutic treatments have
been given an adequate trial without
efficacious response. When a patient
is nonresponsive to other treatments,
factors such os severity of the illness,
other treatments worsening the course
(as, for example, antidepressant
medications precipitating @ manic
episode) need fo be taken into
account.

Informed Consent

When the physician has determined
that clinical indications justify the
administration of ECT, the law re-
quires, and medical ethics demand,
that the patient's freedom to accept
or refuse the treatment be fully
honored. An ongoing consultative
process should take place. In this
process, the physicion must make
clear to the patient the nature of the
options available and the fact that

- the patient is enfitled to choose
- among those opfions. :

No uiiform “shoping list'" ceean be
drawn up regardny the matte=rs that
should be discused by patiest and
physician to assweq fully infesrmed
consent. They shld discuss —the
character of the pecedure, it=s possi-
ble risks and bens includire=g full
acknowledgemen of posttrea=tment
confusion, memaydysfunctiomn, and
other attendant yerainties),  and
the alternative tredne;it optic=ns
(including the opin of no treestment
at all). Special indiidval neecas

may dlso be relewtto some==
patients, for exange, a perse=nal
situation that recyies ropid resnission
to facilitate returniowork anc= to
reduce fomily disyfon. In alf

matters, the patienshould nots be
inundated with tednical detail; the
technical issues sfold be trane=slated
into terms meaningl ond acce=ssible
to the patient,

It is not easy to adieve this idBeal of
"informed consen' h any ase>ect of
medical practice; nd there aree= spe-
cial difficulties thaiuise regarcding the
administration of [T, In partic=ular,
the patients for whon this proc—edure
is medically approiote may Eoe
suffering from a sewre psychicstric
illness that, althouginot impdir=ing
their legal competiey to cons=ent,
may nonetheless dod judgme=mnt in
fully weighing all dthe availab=sle
options. Such judgrentol distor=tion
does not justify disegording the=
patient’s choices; wher it moke=s it all
the more importani hat the phwmsician
strive fo identify andorify the

options that the plent alone i=
entitled to exercise, .

The consent giventy the patiemt at
the outset of treamet should rmot be
the final exchangem ihis issue  but
should be reexamied with the

patient repeatedly froughout e
course of the trecinent, These
periodic reviews shild be iniicated -
by the physician adnot deper—d on
patient injtigfive to “ecind’’ econsent.

There are several rwons for thisds
repeated consentingpocedure=
because of the reldiwly rapid

therapeutic: effect dhe procedmere
self, the pafient afi itial L
- freatments is likely bhove enhcxnced - -




é@?ﬁ@paaﬁes, the risks of

t for the pahgnt
1e short-term
“hat accompany

5 msaction ﬁ‘ught |tself be
sm@fﬁzt@&f s¢ that repeated consulta-
fans ing the patient's treat-
msw options are important to protect
pafent's sense of autonomy
inrougihout the treatment process.
Moresover, if the patient agrees, the
 should be invoived in each
sigip of this consultative process.

In a small minority of cases, a patient
will lack adequate legal capacity to
consent to the proposed procedure.
In such cases, timely court proceed-
ings are necessary if treatment is to
be prcvidéd Législaﬂcﬁ ina few

§|Fcumsfan§E be provndsd to an in-
voluntarily committed patient. The
panel believes that such absolute
bans are unduly restrictive and make
treatment impossible for patients who
might obtain more benefit, at
acceptable levels of risk, from ECT
than from alternative treatments.

~ It may be desirable for physicions
with patients for whom the prospect
of ECT is a foreseeable but not irnme-
digte possibility to discuss this in
advance with the patient when his or
her judgment oppears least compro-
mised by the underlying disease
process. Such advance discussion
would serve as a nonbinding guide

. both to the patient and physician and
would be another means to enhance
the patient's autonomaous choice in

~ weighing the risks anel benefits of this

procedure and its alternatives,

4.

- How should Et‘:f be administered
~ to maximize benefits and
‘ minimizg mks? '

Once fhe paflenf und the- physu:nc:n '
. have decided that ECT may be indi-
f‘,t:cfed 'lhE paﬁerﬁ should undergc a

pretrectment medimcal examination
- et includes a his=tory, physical,

nevrologic examirmaation, EKG, and
lboratory tests. haAedications that
offect the seizure <=threshold should

be noted and dec—reased or discon-
fved when clinicesglly feasible.

MAO! should be ediscontinued 2
weeks before tree=tment, and patients
should be essenticaally lithium-free.
Severe hypertensic—n should be con-
folied before beginning treatment.
Because some patients with
wompromised cardiiovasculor status
wil be receiving BT, cardiac
condifions should E=>e evaluated and
monitored closely.  Educating the
potient and the far=mily through discus-
son and written ar—d/or audiovisual
material describingg the procedure is
necessary prior to ~btaining written
hormed consent.

A area should be- - designated for the
administration of EC__T and for super-
vsed medical reco==very from the treat-
ment, This area she—uld have appro-
picte health care p—orofessionals avail-
oble and should ine=lude equipment
ond medications thesat could be used
inthe event of carcdiopulmonary or
oher complications= frem the

pocedure.

Ahealth profession==al specifically
fuined and certifiecd in the use of

bief anesthetic proemcedures should
wminister the anesEhesia. The treat-
ment team should ir—iclude nursing per-
somnel trained in EC_T procedures and
recovery.

Typically, ECT is acdministered as
folows: the treatme==nt is given in the
ealy morning after ==cin 8- to 12-hour
peiiod of fasting. AR®ropine or another
aicholinergic agersmt is given prior to
the reatment. An instravenous line is
placed in a penph&zn:l vein, and ac-
cess fo this vein is m=aaintained unfil the
pofient is fully recove-ered. The .

 anesthetic methohex=ital is given first,

folowed by succinyllcholine for mus-
de relaxation. VentiERatory assistance
s piovided with a pa-:smve pressure

bog using 100 perce=nt oxygen. The
KG, blood pressure=s,’ and pulse rate

“should be monitoredEE throughout the

precedure, Stimulus e=slectrodes are -

. plced either bifronte=temporally

(bnlateral) or wnfh Oneme= electrode -

- survey should be idetaker— fo as-

placed frontotenporally c=and the
second electrodplaced ~on the
ipsilateral side (nlferal) — Bilateral
ECT may be mu effectimre in certain
patients or condlons. It heecas been
established, howsver, thowert unilateral -
ECT, paricularyon fhe ne=sndominant
side, is associcld W|fh o shorter con-
tusional period wdfewer memory
deficits. Also, abief pulse= stimulus is
associated withlwer cocgnitive de-
fects than the tudional sE#ne wave
stimulus. Seizursireshold -~ varies
greatly among plents creed may be
difficult to defemis, neve==rtheless the
lowest amount o slctricomsl energy to
induce an adequis seizumare should

be used. Seizurmonitorirmg is
necessary and ny be aces—omplished
by an EEG or byhe "'cufEF*’ tech-
nique. In this téchnlque, 0 blood
pressure cuff is pliced on ~=can arm or
leg and is inflatedobove s=ystolic
pressure prior tofie injeclieen of a
muscle relaxing oent. In ==nilateral
ECT, the cuff sholdbe orms the some
side as the eleciodes fo emmnsure that
a bilateral seizur occurrec=. -

The number of trinents i a course
of therapy varies S 1o fwﬁ’elve treat-
ments are usuallyefective. * In the
United States, the wual fre—quency is
three times weelly h the L_Jnited
Kingdom, the stayard prae=—tice is

two treatments witkly. Rec—gressive
ECT (a large nuiiber of treee=tments
given within a she period ~For the
purpose of achieiny o per==sistent -
organic brain syndome) is mano longer
an acceptable tregment forsem. Multi-
ple-monitored ECT[several - seizures
during a single trginent se==ssion) has
not been demonsiled to b—oe suffi-
ciently effective tobe reconmsmended.
There are no conpled stuc=dies on the
periodic use of E(lofter reearnission of
the acute episodsor as o m=ainte- .
nance regimen fo pevent r%current:e Lo
of new episodes, fllowing - ECT, :
most depressed pents sheuld be
continued on anfigpressant=r medica-

tion or lithium to reduce relomspse.

The pc‘:nél is congned fhdf““ fhere are, .
only limited data mthe mossinerand  ©
extent of ECT adifstation.. . in-the =
United States ando the tre=aining of
personnel involvediit, A nescational




~ semarnble basic facts about the status of
ECT tregtment.

Mam==dical school curricula should
inc—lude education in the use of ECT.
Pswsychiatric residency programs should
inc=lude complete ECT training: indicu-
fic=ans, contraindications, risks, clinical
mc=inagement, informed consent, and
ev==luation ot outcome. The American
Ba=ard of Psychiatry and Neurology
she=uld include questions about ECT in
its - oral and written examinations.

The== panel believes it is imperative
thet appropriate mechanisms be es-
tab=lished to ensure proper standards
ane=dd monitoring of ECT. Hospitals and
cemnters using ECT should establish
revariew committees modeled on other
me==dical-surgical review committees
ane=d should formulate rulas und regu-
lotions to govern the privileging of
r:shg'smlans giving the treatments.

- Stramngent peer review consistent with
'Joi=nt Commission for the Accredito-
tior— of Hospitals’ standards should
me==nitor ongoing utilization of ECT.
Per—iodic inspection of the equipment
is —lso essential. As experience
ace=umulates, consideration should be
giv=en to the adequacy of exisfing
‘mo==nitoring and review mechanisms.

si

‘WI%_IEV]‘ are the directions for future
res=earch?

EC™T has been underinvestigated in

| fhe: ~ past. Amcng fhe most impcrtcnt

. [ﬁniﬁgﬁoﬁ of a national survey to
—ssemble the basic focts about the
r—nanner and extent of ECT use, as
srvell as studies of patient attitudes
c——=nd responses to ECT. Better un-
—derstanding of negative, positive,
—=nd indifferent responses should
- r=esult in improved treatment
C arqt:‘hr:es
* [=dentification of the biological
remechanisms underlying the thera-
‘Foeutic effects of ECT and the -
... renemory deficits resulfing from the
' tmreatment.
o BEletter delmeahcﬁ of the Iang-térm
L %’FFEffS r:xf ECT on fhe course of

affective illnesses and cognitive

functions, including clarification of -~

the duration of ECT's therapeutic

effectiveness.

Precise determination of the mode

of electrode placement (unilateral

versus bilateral) and the stimulus

parameters (form and infensity)

that maximize efficacy and mini-

mize cognitive impairment.

* |dentification of patient subgroups
or types for whom ECT is parficu-
larly beneficial or toxic.

Conclusion

Electroconvulsive therapy is the most
controversial freatment in psychiatry.
The nature of the treatment itself, its
history of abuse, unfavorable media
presentatiors, compelling testimony of
former patients, special attention by
the legal system, uneven distribution
of ECT use among practifioners and
facilities, and ureven occess by
patients all contribute to the coniro-
versial context in which the consensus
panel has approached its task.

The panel has found that ECT is de-
monstrably effective for a narrow
ronge of severe psychiatric disorders
in a limited number of diagnostic
categories: delusional and severe
endogenous depression and manic
and certain schizophrenic syndromes.
There are, however, significant side
ef‘fex:fs, especit‘;"y dzufe c:onfusicsnt:l
for events during the months sur-
rounding the ECT treatment, Proper
administration of ECT can reduce
potential sid effects while still
providing for adequate therapeutic
effects.

The physician's decisicn to offer ECT
to ¢ patient and the patient's deci-
sion to accept it should be based on
a complex consideration of advan-
tages and disadvantages of ECT
compared with alternative treatments.
An engoing consultative process, -
requiring time and energy on the part
of both patient and physician, should
oceur. '

Much additional research is needed

“into the basic mechanisms by which

ECT exerts its therapeutic effects.

Sudies are «also needed to better
dentify subegroups for whom the
leatment is  particularly beneficial or
losic and te= refine techniques to
noximize eFFicacy and minimize side
diects. A neational survey should be
onducted e=n the manner and extent
o ECT use ¥ the United States.

These recorsamendations reflect the
wnsensus ¥ the panel. We have
been corehi =¥ to narowly delineate
when and heow, in our judgment, ECT
fold be administered. To prevent
msupplicatican and abuse, it is

esential thewrt appropriate mechanisms
be establishe=d to ensure proper
sondards asad monitoring of ECT.
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