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Since 1993, Texas law has re­
quired that all deaths that occur 
within 14 days of electroconvul­
sive therapy (ECT) be reported to 
the Texas Department of Mental 
Health and Mental Retardation. 
This study attempted to differen­
tiate deaths that may have been 
due to ECT or the associated an­
esthesia from those due to other 
causes. Among more than 8,000 
patients who received 49,048 
ECT treatments between 1993 
and 1998, a total of 30 deaths 
were reported to the mental 
health department between 1993 
and 1998. Only one death, which 
occurred on the same day as the 
ECT, could be specifically linked 
to the associated anesthesia. An 
additional four deaths could plau­
sibly have been associated with the 
anesthesia, for which the calculat­
ed mortality rate is between two 
and ten per 100,000, but probably 
not with the stimulus of the ECT 
or seizure. The mortality rate as­
sociated with ECT (less than two 

Dr. Shiwach is affiliated with the depart­
ment of psychiatry at the University of 
Texas Southwestern Medical Center in 
Dallas and with Terrell State Hospital, 
PO. Box 70, Terrell, Texas 75160 (e-mail, 
raj.shiwach@mhm1'.state.tx.us). Dr. Reid 
is with the department of psychiatry at 
the University of Texas Health Science 
Center in San Antonio. Dr. Carmody is 
with academic computing services at the 
University of Texas Southwestern Medical 
Cente1'. 

per 100,000 treatments) in Texas is 
extremely low. (Psychiatric Ser­
vices 52:1095-1097, 2001) 

E lectroconvulsive therapy (ECT) 
is a safe and effective treatment 

(1,2). The risk of mortality with ECT 
and associated anesthesia is about ten 
times lower than that with childbirth 
(I) and compares favorably with the 
risk associated with general anesthe­
sia alone (3). 

Since 1993, Texas law has required 
reporting of all ECT performed in the 
state, excluding federal jurisdictions 
(4). Clinical and demographic data 
are submitted quarterly, including de­
tails of any death that occurs within 
14 days of ECT. The data, minus any 
identifying information, are publicly 
available. The second author has re­
ported statewide data for the first 18 
months after the law came into effect, 
including eight deaths that occurred 
within 14 days of ECT (2). We report 
the results of an extension of that 
study to five years (1993 to 1998), fo­
cusing on whether patients' deaths 
can reasonably be related to ECT. 

Methods 
We obtained data from the Texas De­
partment of Mental Health and Men­
tal Retardation on the use of ECT 
and outcomes for all ECT conducted 
in nonfederal settings for the period 
of June 1, 1993, to May 31, 1998. For 
each report of a patient who died 
within 14 days of receiving ECT, we 
contacted the treatment site to ampli­
fy or clarify the report. Data on mor-
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tality after ECT were compared with 
age-matched data on mortality from 
all causes in the state of Texas. We 
also queried the Texas Department of 
Health, which oversees implementa­
tion of and complaints about the re­
porting law. 

Results 
Over the study period, 8,148 patients 
received a total of 49,048 ECT treat­
ments, both series treatments and 
continuation---or maintenance- treat­
ments. During 1996- a typical year 
- 1,699 patients (or about .94 per 
10,000 of the general population) re­
ceived ECT. These statistics suggest 
that ECT is used less in Texas than in 
many other states. The rate of deaths 
after ECT was not noted to be exces­
sive in 1996 when the data were com­
pared with the overall death rate for 
the Texas population ( data available 
from the authors). 

No deaths occurred during ECT 
over the five years. Thirty patients, at 
18 different sites, died within 14 days 
of receiving ECT. One of those pa­
tients died the same day as the treat­
ment, and seven died within 48 hours 
of the treatment. Table 1 shows the 
patients' cause of death, sex, age, time 
since last treatment, and whether 
treatment was a series treatment or a 
maintenance treatment. 

Five causes of death were corrobo­
rated by autopsy reports, five by death 
certificates or clinical summaries, and 
five by separate communications with 
the facility. The remaining causes of 
death came solely from the reporting 
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Table 1 

Characteristics of 30 patients who died within 14 days of electroconvulsive therapy in Texas between June I, 1993, and May 
31 , 1998 

Men Women Age (years) Days since last treatment 

Type of death N % N % Mean±SD Range Mean±SD Range Type of treatment 

Cardiac 6 20 4 13 66.8 48- 84 6 1- 13 5 series, 5 maintenance 
Suicide 6 20 2 7 53.5 28- 74 6 1- 13 1 series, 7 maintenance 
Neurologic 1 3 10 0 76.5 75- 78 6 4- 10 2 series, 1 maintenance 
Sepsis 1 3 2 7 66.7 51- 79 1 1- 1 Series 
Aspiration 1 3 0 73 13 Maintenance 
Laryngospasm 0 1 3 34 0 Series 
Cancer 0 1 3 73 8 Series 
Auto accident 1 3 0 46 4 Series 
Unknown 1 3 1 3 79 74- 84 7 1- 13 1 series, 1 maintenance 
Any 19 63 11 37 61 ± 15.13 28- 84 5.5±4.27 0- 13 15 series, 15 maintenance 

1 One patient died of supranuclear palsy, one of stroke while straining several days after treatment, and one ofa possible ruptured aneurism. 

form of the Texas Department of 
Mental Health and Mental Retarda­
tion. The proportion of deaths was not 
significantly different between public 
and private facilities. 

Discussion and conclusions 
Our results are consistent with those 
of many other studies and reviews. In 
other studies, the mortality rate asso­
ciated with properly administered 
ECT has not been excessive, even 
among patients of advanced age or 
compromised cardiovascular or neu­
rologic condition (5,6). The relative 
risk of death associated with ECT and 
related procedures such as anesthesia 
was low in our sample, especially 
compared with the mortality and 
morbidity of the illnesses for which 
the therapy is prescribed. 

Any deaths that occurred on the 
same day as the ECT- one death 
from laryngospasm- or within 48 
hours- two cardiac deaths, three sep­
sis deaths, one suicide, and one death 
for which the cause was unknown­
are of interest, because they may be 
related to the ECT and the associated 
anesthesia. The death due to laryn­
gospasm of a 40-year-old man who re­
quired intubation can be considered 
to be related to anesthesia; the mor­
tality rate associated with anesthesia 
is two per 100,000 sessions, calculat­
ed on the basis of 48,852 sessions. 

An additional death on the day af­
ter ECT- a 70-year-old woman who 
died of pneumonitis secondary to in­
haled vomitus- may have been indi-
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rectly related to the therapy; the mor­
tality rate for this type of death is four 
per 100,000. If three other deaths­
two from myocardial infarction in a 
48-year-old man and a 50-year-old 
woman and one for which the cause 
was unknown- are included, a mor­
tality rate of ten per 100,000 treat­
ments is obtained. Two more deaths 
from sepsis were variously attributed 
to peritonitis following a burst diver­
ticulum in a 51-year-old man who had 
diverticulitis, confirmed at autopsy, 
and "overwhelming sepsis with multi­
ple organ failure" in a 79-year-old 
woman. These two deaths are unlike­
ly to have been related to the ECT. 

A conservative estimate of two to ten 
deaths per 100,000 treatments in a five­
year period compares favorably with 
the 3.3 to 3.7 deaths per 100,000 treat­
ments reported for general anesthesia 
(7). Ideally, we would have compared 
our results with age-matched data on 
mortality from anesthesia, but such in­
formation was not available to us. 

The most frequent causes of death 
were cardiac events (ten patients, or 
33 percent), none of which occurred 
during treatment, and suicide (eight 
patients, or 27 percent). The rate of 
death from cardiovascular disease 
and some other causes has been 
shown to be higher among persons 
who have severe depression whether 
or not they receive ECT (8). The two 
cardiovascular deaths that occurred 
very soon after ECT in our study 
could have been related to anesthe­
sia, but the ages of the patients placed 

them at some risk independent of 
their treatment. No treatment con­
nection was established, and none 
should be inferred. 

Suicides after ECT may indicate 
treatment failure and a need for clos­
er and more aggressive care, but one 
must also consider the severity of the 
mental illness that is being treated 
and the time required for this or any 
other treatment to have positive ef­
fects. The rate of mortality from any 
cause among persons with severe de­
pression- the most frequent diagno­
sis for which ECT is prescribed- is 
substantially higher than that in the 
general population (8). Much of the 
variance can be accounted for by sui­
cides, which occur at a rate of about 
5.5 per 1,000 per year for all persons 
with untreated depression (9). Bipo­
lar disorder, another illness for which 
ECT is often considered, has compa­
rable risks. 

A recent survey of public-sector 
psychiatrists in Texas showed that 
very few refer clinically appropriate 
patients for ECT. Many of the psychi­
atrists cited social and political con­
troversy about the treatment- but 
not clinical doubts- and viewed the 
state's restrictions and reporting re­
quirements as "repressive" as far as 
good patient care was concerned ( 10). 

We can find no clinical or scientific 
justification for reporting deaths that 
occur up to 14 days after ECT. By as­
suming that there is some connection 
between such deaths and the treat­
ment, the current law promotes mis-
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representation and misunderstanding 
of an important medical procedure. 
Such misunderstanding supports ha­
rassment of physicians and hospitals, 
who are already burdened by admin­
istrative hurdles, by those who op­
pose ECT for political- not clini­
cal- reasons. We believe the current 
law and its associated attitudes have 
decreased the availability of this type 
of therapy to patients who need it. ♦ 
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