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EUROPSYCHIATRY CLINICAL REFLECTIONS

» Horacio M. Capote, MD

sive therapy (ECT) can sometimes become so heated
that one is reminded of the wise prohibition against
discussing politics or religion in a bar. This is disappointing
because we can truthfully say that we have more experi-
ence with this procedure, which was introduced in 1938,
than we do with any other psychopharmacological inter-
vention. We have decades of data on its use and effects.
How can there still be such disagreement?
CONTINUED ON PAGE 4

The rhetoric surrounding the merits of electroconvul-
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The Other Side of the COVID-19 Crisis: What Are Sustainable
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crisis continues, we hear more and more job loss, forced relocation, loneli- MOOD DISORDERS
about the current—and projected—mental ness, loss of friends and family, and S|eep Sedation. and
death. Data about the direct neuro- Anti i ’
ntidepressants
psychiatric sequelae of COVID-19 P
infection in addition to the indirect so-

» Sharon Packer MD Q s the coronavirus disease 2019 (COVID-19)  health fallout from illness, lockdown,

Chris Aiken, MD

cial or economic consequences are also SCHIZOPHRENIA
mounting. Yet we do not hear about AND PSYCHOSIS
individuals with social anxiety disor- Power, Polarization,
der, or individuals on the high end of and Psychosis
autism spectrum disorder (ASD), who Awais Aftab, MD
are also socially anxious and relieved
to be working from home.
CONTINUED ON PAGE 8 COMPLETE CONTENTS, PAGE 2
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It should come as no surprise that
stigma is an important underlying
theme in this discussion. ECT can-
still sound frightening and conjure up
images out of a horror movie. We
know our patients contend with neg-
ative opinions and perceptions from
the general public, acquaintances,
and friends. However, the problem
becomes all the more salient when
the stigmatization involves profes-
sionals, whether they be pharmacists,
physicians in other specialties, or in-
deed; even psychiatrists.

What we need is good_ﬁgaﬁlear

analysis, and sound clinical judge
ment. Ultimately, no treatment in
medicine is completely apropriate for
all individuals. The trick is to find the
right treatment for the right person at
the right time. We often make the
mistake of generalizing our experi-
ences to all patients. It may be that
some patients benefit more from
ECT than others. Perhaps there are
even genotypic differences that could
help predict which patients are most
likely to benefit from this treatment.
Despite the controversy and lin-
gering stigma, ECT has undoubtedly

POINT
ECT: Dangerous
on Either Side

of the

Pond

» John Read, PhD, Sarah Hancock, MS, CRC,
Sue Cunliffe, MBchB, RCPCH

Although electroconvulsive ther-
apy (ECT) is still used on about a
million individuals annually, a re-
cent review found “large variation
between continents, countries and
regions in utilization, rates and clin-
ical practice.””! For instance, there is
a 47-fold difference in usage be-
tween the highest and lowest utiliza-
tions regions of England.’

In June 2020, this article’s
first author published his fifth re-
view of the ECT literature since
2010.** The most recent review*
evaluated the quality of 5 me-
ta-analyses that claimed ECT was
effective and safe, as well as the
quality of the placebo-controlled
studies that had been cited by the
meta-analyses. (In these studies,
placebo included the general anes-
thetic without the electric shock.)
There have only been 11 place-
bo-controlled studies of ECT for
depression, all of which were con-
ducted before 1986.

The 5 meta-analyses often cited
by critics, which included between

1 and 7 of the 11 studies, paid little
or no attention to the studies’ mul-
tiple limitations (Table).?

The reviewers concluded that:?

The quality of most SECT-
ECT studies is so poor that
the meta-analyses were
wrong to conclude any-
thing about efficacy, either
during or beyond the treat-
ment period. ...Given the
high risk of permanent
memory loss and the small
mortality risk, this long-
standing failure to deter-
mine whether or not ECT
works means that its use
should be immediately sus-
pended until a series of
well designed, randomized,
placebo controlled studies
have investigated whether
there really are any signifi-
cant benefits against which
the proven significant risks
can be weighed.

CONTINUED ON PAGE 5

been foundational in the field of in-
terventional psychiatry. It is firmly
ensconced in our armamentarium,
along with its younger siblings tran-
scranial magnetic stimulation, vagal
nerve stimulation, deep brain stimu-
lation, and intravenous ketamine. I
have no doubt that as we continue to
progress, the list of potential inter-
ventions will continue to grow. My
hope is that we will become better at
identifying the best treatments for
each particular patient. We must re-
member to make our treatment rec-
ommendations based on the evidence

APRIL 2021

and, to the greatest extent possible, to
do so consistently.

We are certainly fortunate to work
in a field so tightly connected to the
human experience. Differences of
opinions and perspectives present a
great opportunity to learn. I have cer-
tainly benefited from the following
Point-Counterpoint articles.

We encourage you to read these
thoughtful pieces, consider the data,
and share your viewpoints with us at
PTEditor@mmbhgroup.com.

Dr Capote is the medical director,
Division of Neuropsychiatry, at Dent
Neurologic Institute and the medical
director, Addiction Services, at Brylin
Hospital in Buffalo, New York. O

COUNTERPOINT

ECT: An

Effective

and Safe
Treatment

» Michael E. Henry, MD

The article by John Read, PhD, and
colleagues argues in favor of sus-
pending the use of electroconvulsive
therapy (ECT) due to a lack of effi-
cacy data and unacceptable adverse
effects, specifically, brain damage.'
Unfortunately, the analysis is based
on studies conducted prior to the
modern era of ECT, and it draws on
a limited slice of the available safety
and efficacy data for ECT. More re-
cent studies have found key areas of
efficacy (Table).

Psychiatric Efficacy

The selection criteria used by Read
and colleagues were limited to
older studies (1956 to 1985) and
critiques of the quality of the data.
Thus, the piece is judging clinical
trial designs from the 1980s and
earlier, using 2019 standards. It is
no surprise that the included stud-
ies do not utilize methodology de-
veloped after the studies were
completed. More importantly, the
analysis did not include reports
that compare different types of

ECT, and comparisons of ECT
with pharmacotherapy were also
not included. This excludes most
of the recent meta-analyses and
clinical trials of ECT, which have
used state-of-the-art clinical trial
design. For example, a recent me-
ta-analysis conducted by Tor and
colleagues compared ultrabrief
pulse right unilateral (RUL) ECT
with brief pulse RUL ECT.> They
found remission rates of 44.9% for
brief pulse right unilateral ECT vs
33.8% for ultra-brief pulse RUL
ECT (OR, 0.71; 95% CI, 0.51-
0.99; P=.045). Their meta-analy-
sis showed that brief pulse caused
more cognitive adverse effects
than ultrabrief pulse, but there
were no data after the acute course.
Since ECT is considered to be an
established treatment, it can be used
as an active comparator in a noninfe-
riority paradigm, avoiding the ethi-
cal dilemma of treating very ill pa-
tients with a placebo treatment. As
such, Helle K. Schoeyen, MD, PhD,
CONTINUED ON PAGE 7
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The review’s conclusion that there
is no evidence ECT prevents suicide,
as often claimed, has been unequivo-
cally confirmed by a study of 14,810
patients who received ECT and
58,369 controls.’ Patients in the ECT
group were 16 times more likely to
die by suicide over 12 months than
the ECT patients. Even after con-
trolling for a range if mediating vari-
ables, the ECT patients were still 1.3
times more likely to attempt suicide.

The exact incidence of brain dam-
age remains unknown. If brain dam-
age is defined as memory loss per-
sisting at least 6 months after the last
ECT, findings range from 12% to
55%.5" This damage is more com-
mon in women and older individu-
als,’ and these groups receive ECT
disproportionately.>® While there are
many accounts of devastated lives on
social media, examples in the pub-
lished scientific literature are less
common. One example states’:

With each shock treatment, I
felt more and more of myself
slipping away. I couldn’t re-
member things, particularly
the immediate past, but even-
tually even the more distant
past had been erased. I was
Jrightened by this. I thought,
‘if I don’t know what I've
done or where or I've been,
then who am I? A person’s
memories are her identity.
Take them away, and you
take away her sense of self.’

Advocates of ECT treatment deny
it causes brain damage, although a
manufacturer of ECT machines in-
cludes “permanent brain damage” as
arisk.'™"! Others acknowledge mem-
ory loss but blame the depression, not
the electricity, even after a review
concluded that “There is no evidence
of a correlation between impaired
memory/cognition after ECT and im-
paired mood, much less a causal rela-
tionship,”!? a conclusion subse-
quently confirmed in a study by ECT
advocate Harold Sackeim, PhD.¢

The class action lawsuit currently
being prepared in the United King-
dom (UK) is focused not on the
memory loss and brain damage per
se, but on the failure of psychiatrists
to inform patients of that risk.'

The risk of death is greater than 1

Neuropsychiatry

wed from page 4

Dr Read is professor
of clinical psycholo-
gy at the University
of East London. He

is chair of the
International Institute
for Psychiatric Drug Withdrawal
and editor of the scientific jour-
nal Psychosis. He has authored
several books and more than
200 research papers.

Ms Hancock is a na-
tionally certified re-
habilitation coun-
selor and former
Clinical
Rehabilitation
Counseling and Clinical Mental
Health faculty member at San
Diego State University. More
than a decade ago, she received
116 ECT treatments. She now
lives with long-term neurologi-
cal sequalae of repeated expo-
sure to high electrical fields.

Dr Cunliffe was a pedi-
atrician until she left
her job after under-
going ECT. She has
become an advocate
for other patients who
have received ECT.

per 10,000 patients noted by organiza-
tions like the American Psychiatric
Association.*® The leading cause of
death is cardiovascular failure.® A re-
view of 82 studies with more than
100,000 patients, found that 1 in 50
patients experienced “major adverse
cardiac events.”'* In addition, there are
other mortality risks, which are higher
for older individuals in the target age
group for ECT, and are associated with
general anesthetic procedures.

The review of meta-analyses?® re-
ceived wide media coverage. Al-
though some psychiatrists attacked
the review, some patients feel vindi-
cated by the findings.

The United States
One of the authors (Hancock) has
undergone more than 100 ECT pro-

cedures in the United States.

Since the first device classification
hearing in 1978, the FDA has requested
premarket approval (PMA) electroen-
cephalogram studies (and more re-
cently functional magnetic resonance
imaging) to justify device reclassifica-
tion. Despite never having received
PMA data for ECT, the FDA convened
a closed hearing during 2018 and re-
classified ECT devices from higher
risk to moderate risk.'® This reclassifi-
cation occurred less than 3 months af-
ter ECT machine manufacturer Thy-
matron published its regulatory update,
listing “permanent brain damage and
permanent memory loss” as risks.
Having never undergone PMA safety
testing, ECT is unstandardized. Each
ECT experience (positive or negative)
is therefore just anecdotal evidence.

Psychiatrists, who are not required
to study the neuropathology of repet-
itive high electric field strength on
brain tissue, are naive to the com-
pounding microstructural damages
only visible with proper staining
techniques and under a microscope.
Consequently, many psychiatrists are
liable to miss the cellular, microvas-
cular, neuronal, and voltage-gated
ion channel damage that is invisible
on standard brain scans.'¢"?

In 82 years of ECT use, the field
of psychiatry has not conducted
long-term studies of patients to iden-
tify ECT’s functional impact on qual-
ity of life or aging. Modern research
in repetitive brain injury sheds light
on the realities faced by millions of
ECT recipients. Bennet Omalu,
MPH, a neuropathologist who identi-
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fied chronic traumatic encephalopa-
thy in National Football League play-
ers, stated that, where they exist,
functional injuries resulting from
ECT must be considered as both re-
petitive brain injury and repetitive
electrical trauma.?

Unlike standard documentation
required to justify insurance reim-
bursements, Medicare reim-
burses ECT “providers who failed to
report quality data.”?' In other fields
of medicine, if a procedure is not
documented with quality data, it is
denied. Yet the reimbursement rate
for fiscal year 2021 for “providers
who fail to report quality data” is
more than the reimbursement rate for
properly documented ECT in FY
2020.2

Given ECT’s national reimburse-
ment practices, it is unsurprising that
the Substance Abuse and Mental
Health Services Administration’s
National Directory of Mental Health
Treatment Facilities ECT provider
list jumped from 335 clinics in 2018
to 449 in 2020.% The 34% increase in
US hospitals providing ECT? since
device reclassification may reflect
what happens when hospitals iden-
tify an unregulated income source.

Regulating ECT is challenging
without an accreditation process to
monitor providers. No one knows
how many Americans receive ECT
each year, let alone how many treat-
ments each individual receives or
how closely providers space treat-
ments. This is a troubling dilemma
considering Thymatron’s regulatory
update lists the number of treatments

Table. Issues With the 11 Placebo-Controlled ECT Studies for

Depression?®
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received, and closely spaced treat-
ments as 2 of the 7 independent risks,
recognized by the APA, as being re-
lated to “permanent memory loss or
permanent brain damage.”'°

The United Kingdom

The third author of this piece (Cun-
liffe) has also undergone ECT. She
was a doctor until 2005 when she suf-
fered devastating brain damage from
ECT. She has improved over the last
15 years, but she reports disabling
neuronal fatigue. She can never work
again, and she has lost her indepen-
dence. Nonetheless, Cunliffe feels
fortunate, as she is the only ECT pa-
tient she knows who received has
neurorehabilitation. She has dedi-
cated herself to preventing the dis-
tress of others.

After being admitted to the hospi-
tal following coercive abuse, Cun-
liffe was persuaded to undergo 20
sessions of ECT. Her medical notes
clearly demonstrate a lack of moni-
toring. To the contrary, the notes doc-
ument her complaints about deterio-
rating memory, speech slowing
down, feeling continuously sedated,
and having issues with motor and co-
ordination skills. Instead of review-
ing the treatment plan, the dose was
increased from 90 millicombs (mCs)
to 700 mCs.

Cunliffe spent 10 years research-
ing ECT practice and the UK’s ECT
Accreditation Service (ECTAS),
which is run by the Royal College of
Psychiatrists (RCP). She found a
2015 ECTAS patient survey showed
that 19% of patients who received
ECT treatment were affected by per-
manent memory loss; however, this
figure is never quoted and ECTAS
continues to accredit units that are
neither offering informed consent
nor monitoring for side effects.” In
the UK, units can continue to operate
without accreditation and without
meeting the minimum ECTAS stan-
dards. Cunliffe has spoken publicly
about her story, including at one of
the famous Maudley debates at the
Institute of Psychiatry, proposing the
motion “ECT has No Place in Mod-
ern Medicine.”?%?’

According to Cunliffe, the RCP’s
response to her recent letter outlining
the serious flaws in the ECTAS ac-
creditation service shows that they
have no intention of improving stan-

Neuropsychiatry

dards of care or consent. She added
that RCP President Adrian James,
FRCPsych, MSc, refused to meet
with her and other victims.

A UK coalition of 40 ECT survi-
vors and family members, mental
health professionals (including psy-
chiatrists), and researchers have writ-
ten the health minister calling for an
independent enquiry into the practice
of ECT.” The call has been endorsed
by many members of Parliament, the
National Counselling Society, the
Association of Clinical Psycholo-
gists UK, the Council for Evi-
dence-based Psychiatry, and, impor-
tantly, Headway, the brain injury
association. The UK’s largest mental
health charity, Mind, stated’:

At Mind, we back calls for a
comprehensive review into
the use of ECT, a potentially
risky physical treatment that
is still used to treat mental
health problems in rare
cases. We know that some
people have found it effective
for improving symptoms of
mental health problems—
particularly depression—
when nothing else has
worked. However, we still
don’t know why it works or
how effective it is. Some peo-
ple who have had ECT may
have found they experience
adverse side effects that are
worse than the symptoms of
the problem they’re trying to
treat, including short term or
longer term memory loss.

Concluding Thoughts

We recognize that ECT advocates
have their patients’ best interest at
heart. However, an evidence-based
approach to psychiatry dictates that
this controversial treatment be sus-
pended pending research that meets
21st century standards to determine
whether there are any benefits to off-
set the proven adverse effects in com-
parison to placebo. At the very least,
to comply with the ethical principle
of informed consent, the minority of
psychiatrists who continue to use
ECT must tell potential ECT recipi-
ents that: there is no evidence that it
is better than placebo beyond the end
of the treatment period, there is no

evidence that it saves lives, and stud-
ies have found that it causes per-
sistent or permanent memory loss in
12% to 55% of patients, with partic-
ularly high rates among women and
older individuals.
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