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the more important that the physician strive to identify and clarify the options that the patient
alone is entitled to exercise.

The consent given by the patient at the outset of treatment should not be the final exchange
on this issue but should be reexamined with the patient repeatedly throughout the course of
the treatment. These periodic reviews should be initiated by the physician and not depend
on patient initiative to "rescind" consent.

There are several reasons for this repeated consenting procedure: because of the relatively
rapid therapeutic effect of the procedure itself, the patient after initial treatments is likely to
have enhanced judgmental capacities; the risks of adverse effects increase with repeated
treatments, so that the question of continued treatment presents a possibly changed
risk/benefit assessment for the patient; and because of the short-term memory deficits that
accompany each administration of ECT, the patient's recollection of the prior consenting
transaction might itself be impaired, so that repeated consultations reiterating the patient's
treatment options are important to protect the patient's sense of autonomy throughout the
treatment process. Moreover, if the patient agrees, the family should be involved in each
step 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 proceedings are necessary if treatment is
to be provided. Legislation in a few states dictates that ECT may in no circumstance be
provided to an involuntarily 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 physicians with patients for whom the prospect of ECT is a
foreseeable but not immediate possibility to discuss this in advance with the patient when
his or her judgment appears least compromised 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 autonomous choice in weighing the
risks and benefits of this procedure and its alternatives.

How Should ECT Be Administered To Maximize Benefits and Minimize Risks?

Once the patient and the physician have decided that ECT may be indicated, the patient
should undergo a pretreatment medical examination that includes a history, physical,
neurclogic examination, EKG, and laboratory tests. Medications that affect the seizure
threshold should be noted and decreased or discontinued when clinically feasible. MAOI
should be discontinued 2 weeks before treatment, and patients should be essentially
lithium-free. Severe hypertension should be controlled before beginning treatment. Because
some patients with compromised cardiovascular status will be receiving ECT, cardiac
conditions should be evaluated and monitored closely. Educating the patient and the family
through discussion and written and/or audiovisual material describing the procedure is
necessary prior to obtaining written informed consent.

An area should be designated for the administration of ECT and for supervised medical
recovery from the treatment. This area should have appropriate health care professionals
available and should include equipment and medications that could be used in the event of
cardiopulmonary or other complications from the procedure.

A health professional specifically trained and certified in the use of brief anesthetic
procedures should administer the anesthesia. The treatment team should include nursing
personnel trained in ECT procedures and recovery.

Typically, ECT is administered as follows: the treatment is given in the early morning after
an 8- to 12-hour period of fasting. Atropine or another anticholinergic agent is given prior to
the treatment. An intravenous line is placed in a peripheral vein, and access to this vein is
maintained until the patient is fully recovered. The anesthetic methohexital is given first,
followed by succinylcholine for muscle relaxation. Ventilatory assistance is provided with a
positive pressure bag using 100 percent oxygen. The EKG, blood pressure, and pulse rate
should be monitored throughout the procedure. Stimulus electrodes are placed either
bifrontotemporally (bilateral) or with one electrode placed frontotemporally and the second
electrode placed on the ipsilateral side (unilateral). Bilateral ECT may be more effective in
certain patients or conditions. It has been established, however, that unilateral ECT,
particularly on the nondominant side, is associated with a shorter confusional period and
fewer memory deficits. Also, a brief pulse stimulus is associated with fewer cognitive
defects than the traditional sine wave stimulus. Seizure threshold varies greatly among
patients and may be difficult to determine; nevertheless the lowest amount of electrical
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energy to induce an adequate seizure should be used. Seizure monitoring is necessary and
may be accomplished by an EEG or by the "cuff" technique. In this technique, a blood
pressure cuff is placed on an arm or leg and is inflated above systolic pressure prior to the
injection of a muscle relaxing agent. In unilateral ECT, the cuff should be on the same side
as the electrodes to ensure that a bilateral seizure occurred.

The number of treatments in a course of therapy varies. Six to twelve treatments are
usually effective. In the United States, the usual frequency is three times weekly; in the
United Kingdom, the standard practice is two treatments weekly. Regressive ECT (a large
number of treatments given within a short period for the purpose of achieving a persistent
organic brain syndrome) is no longer an acceptable treatment form. Multiple-monitored ECT
(several seizures during a single treatment session) has not been demonstrated to be
sufficiently effective to be recommended. There are no controlled studies on the periodic
use of ECT after remission of the acute episode or as a maintenance regimen to prevent
recurrence of new episodes. Following ECT, most depressed patients should be continued
on antidepressant medication or lithium to reduce relapse.

The panel is concerned that there are only limited data on the manner and extent of ECT
administration in the United States and on the training of personnel involved in it. A national
survey should be undertaken to assemble basic facts about the status of ECT treatment.

Medical school curricula should include education in the use of ECT. Psychiatric residency
programs should include complete ECT training: indications, contraindications, risks, clinical
management, informed consent, and evaluation of outcome. The American Board of
Psychiatry and Neurology should include questions about ECT in its oral and written
examinations.

The panel believes it is imperative that appropriate mechanisms be established to ensure
proper standards and monitoring of ECT. Hospitals and centers using ECT should establish
review committees modeled on other medical-surgical review committees and should
formulate rules and regulations to govern the privileging of physicians giving the treatments.
Stringent peer review consistent with Joint Commission for the Accreditation of Hospitals'
standards should monitor ongoing utilization of ECT. Periodic inspection of the equipment is
also essential. As experience accumulates, consideration should be given to the adequacy
of existing monitoring and review mechanisms.

What Are the Directions for Future Research?

ECT has been underinvestigated in the past. Among the most important immediate
research tasks are:

¢ Initiation of a national survey to assemble the basic facts about the manner and extent
of ECT use, as well as studies of patient attitudes and responses to ECT. Better
understanding of negative, positive, and indifferent responses should result in
improved treatment practices.

» |dentification of the biological mechanisms underlying the therapeutic effects of ECT
and the memory deficits resulting from the treatment.

o Better delineation of the long-term effects of ECT on the 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 intensity) that maximize efficacy and minimize
cognitive impairment.

¢ |dentification of patient subgroups or types for whom ECT is particularly beneficial or
toxic.

Conclusion

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

The panel has found that ECT is demonstrably effective for a narrow range of severe
psychiatric disorders in a limited number of diagnostic categories: delusional and severe
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endogenous depression and manic and certain schizophrenic syndromes. There are,
however, significant side effects, especially acute confusional states and persistent memory
deficits for events during the months surrounding the ECT treatment. Proper administration
of ECT can reduce potential side effects while still providing for adequate therapeutic
effects.

The physician's decision to offer ECT to a patient and the patient's decision to accept it
should be based on a complex consideration of advantages and disadvantages of ECT
compared with alternative treatments. An ongoing consultative process, requiring time and
energy on the part of both patient and physician, should occur.

Much additional research is needed into the basic mechanisms by which ECT exerts its
therapeutic effects. Studies are also needed to better identify subgroups for whom the
treatment is particularly beneficial or toxic and to refine techniques to maximize efficacy and
minimize side effects. A national survey should be conducted on the manner and extent of
ECT use in the United States.

These recommendations reflect the consensus of the panel. We have been careful to
narrowly delineate when and how, in our judgment, ECT should be administered. To prevent
misapplication and abuse, it is essential that appropriate mechanisms be established to
ensure proper standards and monitoring of ECT.
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