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@ Elpctroconvuisive therapy (ECT) is a treatment for
severs mental ilineas In which a briel appilcation of
electric stimulus- Is used to produce a generalized
seizure. In the United States in the 1840e and 195Qs, the
treatment was often administerad to the moat severaly
disturbed patients residing in large mental instilutione.
As often occurs with new thaerapies, ECT was used for e
varlaty of disorders, frequently in high dosse and for
long periads.' Many of these efforis psoved inetfeclive,
and some even harmtul. Moreover, ita use as a means of
managing unruly patlents, for whom other treatments
were not then available, contributed to the parception of
ECT as an abusive instrument of behavioral control for

- patients in meatal institutions for the chronically UL With
the introductian of effective psychopharmacaologic medi-
cations and the development of judicial gng raguistory
reptrictions, the use of ECT has waned.

The treatment Is now used grimarily in general hospi-
tal peychiatric units and In psychiatric hospitals. A
Natlonal Ingtitute of Mental Heaith hospilal survay estk
mated that 33,384 patignts admitted to hospital pay-
chiatric serviges during 1880 were Ueated with ECT,
representing gppraximately 2.4% of il peychiatric
admissions.

Although ECT has been in 45 years
thera Is continuing controvergy concerning the mentg)
disorders for which ECT ls indicated, its efficacy ip thais

Ireatmant, the optimal methods of administration, possi-
bie complications, and the exignt of |is usaqe lo varioys
galllags., Thess issues have contributed to_gopgerns

about the potential for misuse and abuse of ECT an
@ protaction of palients” rights. At
the gsame time, there ls concern that the curtailment of
ECT use in regponse lo public opinion and regulation
may deprivg cqriain patlenty of a polpatiplly effective
lreatment. '

In recent decades, ressarchers intensitied efforts to
establish the effactivenegs of ECT and ils indicationa,
understand ita mechanism of action, clasily the extent of
advaerse effects, and detarmine optimum treatment tech~
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nique. Despite recent regearch effort yislding substantiai
Information, permitting professional and public evalua-
tion of the safety and efficacy of EGT, the investigation
of ECT hae not genesglly been h,.lhl mainglfeam of
mental heaith research.

To help resoive questiona surrounding thess lssues,
the National institutes of Heaith in conjunclign with the
Natlonal Inatitute of Mental Heaith convened @ Consen-
sus Development Conference on Elgslroconvuisive Ther-
apy from June 10 to 13, 1886. For 1k days, experts In
the lleid preaented their findings, and an audience,
including heaith protesgionals, former patienis, and
other Interested persons, discussed the issuas. A con-
sensug panel representing paychiatry, psychology. neu-
rology, psychopharmacology, epidemioclogy, law, and the
general public considered the sciantilic avidgace and
agreed on anawers to the following questions:

1. What is the evidence that ECT I effagtive for
patiants with specific mental disordess?

2. What are the risks and adveree effecta ot ECT?

3. What factors should be conaldesred by tha physi-
cian and patient in determining if gg¢ whes ERT would
be an appropriate treatment?

4. How should ECT be sdaminigipred to maximize
benetits and minimize risks?

5. What are the direglions for futyse research?

—

1. What Is the Evideacs That ECT [s Effective for Patieats
With Specific Mental Disorders?—Published controlled
studies of ECT permit avaluation of its short-term
efficacy in severe major depressions (delusional and
endogenoys), in acute mania, and in certain achizophrenic
syndromeg. The available contrpllgd clinical trials do not
extend beyond the t ent of the acute epigode (ie,
about fm& weuks), These atudies are difficult to compare

cause they have used differing diagnostic systems and
reseacgh designs. Further, they hgxq measured autcome
only interms of symplom Muc}iom”; :bqum.y of life

and gagial functioning. o
Dopnuiour‘j

Studies of ECT in depreasion have used various control
eond%iou for compariagg, including “gham” ECT (eg. all

». . Jllescuoconvulsive Therapy—Consengus Canlereace 2103

)&




| {

of the elepents of the ECT procsdure except the electric  response to ECT would be more like those with dysthymic b
stimulus), tricyclic antidepressants, monoamine oxidase disordars or those with endogangua/melapchplic features. %9
inhibitors (MAOIs), combinations of antidepressants and R 1
neuroleptics, and placebos. The efficacy of ECT has been Agule Manic Egipede s c
established most convincingly in the treatment of delu- Electroconvulsive therapy ang lithium appear to be | 2P
lion.al.nnd severs 50‘103“9“3 _dGPT essions, W.thh _mnke up  equally effective for acuts mania, gnd either is superior to P
8 clinically important minority “of “depressive disorders. . hospitalization without somatic therapy, A treatment
Some studies find ECT to be of at least equal afficucy 0 regimen in which ECT is used for the acute episode, fc
medication treatments, and others find ECT to be superior  followed by lithium maintenance, does not appear Lo be F
to medication. Not 8 single controlled study has shown associated with an increased risk of W)x relapse com- = di
~ another form of treatment to-be superior to ECT in the  parad with lithium treatment alope. fic
short-term management of severe depressions. 1t must be ‘ -
noted, hawever, that those studies that found ECT to be Schizophrepla "
superior to medication were not designed to study the Neuroleptics are the frst line of treatment for schizo- | { b
persigtence of this advantage of ECT beyond the short  phrenia. The evidence for the officacy of ECT in schizo- | s
term. Moregver, the available evidence suggests that  phrenia is not campelling but is strongest for those | Qt.t
relapse rates in the year following ECT are likely to be  schizophrenic patients with a shorter duration of illness, &  se
bigh unless mninum antidepressant medications are more acute onset, and more intapse affectivg symproms. It ol
subsequantly prescribed. Several studies suggest that ECT  has not been ussful in chranically ill- schizophrenic 2.in

r reduces symptoms in severely depressed patients who  patients. Although ECT is frequently advocated for treat- ‘

- previcusly have not responded to adequats trisls of  ment of patients with schizophreniform paychoses, schi- efl
antidepresgant medication. The literature also indicates  soaffective disordars, and catatopis, there are no adequate an
that ECT, when compared with sntidepressants, has 8 controlled stpdies to documeph ita ugafulpess for these ¥
wors mpg,doom of action. disorders. o : ' i

o
. Delusional Depression Other Disordess :-
Electroconvulsive therapy is highly effective in the There are no controlled studiss supporting the efficacy to
treatment of delusional depression. 1t is superior to either of ECT for any conditions otbar than those designated | gen
antideprassants or neuroleptics usad alone and is at leait above (ie, delusional and severs endogenous depression, P
as effective as the combination of antidepressants and  gcuts mania, and certain schisophrenic syndromes). ihe
neuroleptics. It isoften effective in patients who have 2. What Are the Risks and Adverss Effects of ECT 1-To .
previously fsiled to respond to medication. The duration of  maximize the benefits of ECT snd minimizs the risks, itis | Xaft

essential that the patient’s illness be correctly diagnosed,
that ECT be administered only for appropriate indica-
tions, and that the risks and adverse effects be weighed

Endogenous/Melancholic Depressian against the risks of alternative treatmepts. Risks and
The savere endogenous/melancholic depresaions are adverse effects of ECT can be divided into two categories: ! ftre

therapapiic eflect bayqnd the initisl acuts apisode is not

characterizad by early morning awakening, marked (1) those medical camplications that can be substantially | & I

weight loss, psychomotor retardation and/or agitation, reduced by the use of appropriately trained stafl, best | ‘daf

diurna) variation, and lack of reactivity. Electroconvulsive  equipment, and beat methods.pf administration and (2) Yeau

therapy is at least as affective as tricyclic antidepressants  those side effects, such as spotty but pergiatent memory "pm

and more effective than sham ECT in the short-term  loss and transient posttreatment confusian, that can be “whi

treatment of thess severe endogenous/melancholic depres- expected even whap an optimal treatment approach is “her

sions. It appears to be more effective than MAOIs in the  used. In this report, we will focus on the rigks still present Sev

| treatment of severe depressions, but available studies  with adequate treatment techniques. ftm
have generally used relatively low MAOI doses. There is In the early days of ECT, mortality was a significant | ~ele

evidence for the efficacy of ECT in those persons with  problem. The commonly quoteg overall mortality rate in | ,tha

endogenous depressions who have not responded to an  the first few decades was 0.1%, or one par 1,000. Over the ‘bee.

! adequate trial of antidepressgnts. The long-term efficacy " years, safer methods of administration have been devel- % T
| of ECT with sadogenously  daprassad patisnts is not  oped, including the use of short-acting snasthetics, muscle | Adv
| kpawp. relaxants, and adequate oxygenation. Present mortality is | ‘o F
very low. In the least favorable recent series reported, | abil

! : ; Qther Depression thers were 2.9 dsaths per 10,000 patiepts. In another | ‘evid
The majority of depressed persons encountered in  saries, 4.6 deaths per 100,000 treatments were reported. _gm:

! medical and psychiatric ssttings do not have the severe  Overall, the risk is not different from that sssociated wit:: | -abje
endogenous/melancholic or delusiona) depressions de-  the use of short-acting barbiturate anesthatics. The risk o7 | barx

scribed above. Electroconvulsive therapy is not affective death from anvsthesia, slthough very amgll, is present and lar),

for patients with milder depressions, is, dysthymic disor-  should be considered when gyalyating the setting for !oug

I der (neurotic depression) and adjustment disorder with  performing ECT. Tati
} depressed mood. Patients with major depression that is In the past, up to 40% of patisnts suffered from various {::.
l nonendogenous/nonmalancholic have not yet been exten-  complications, the most common being vertebral compres- | diff
E sively ggudiad. Bacause of this, it is unclesr whathar thair sion fracturss. With present fechniques, these risks have ado

£
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I' 25,000 treatments, a complication rate of one par 1,300 to

» been virtually eliminated. In one recent study of almost

1,400 treatments was found. Thess included laryngospasm,
circulatory insufficiency, tooth damage, vertebral com-
pression fracturqg, status epilapticus, peripharal oerve
palsy, skin burns, and prolonged apnea. "~

During the few minutes following the stimulus, pro-
found and potentially dangerous systemic changes occur.
First, there may be transient hypotension from bradycar-
dia caused by central vagal stimulation. This may be
followed by sinus tachycardia and also sympathatic hyper-
activity that leads to a rise in blood pressurs, a response
that may be more uevera in patients. with essential
hypertgnsion. Intracranial pregsure increases during the
seizure. Additionally, cardiac arrhythmias during ‘this
time are not uncommon (but upually subside without
sequelas). Thus, certain patiegt groups that would be
adversely affactpd by these manifegtations are at
increasad risi @

There are two categories of central nervous system
effects: the immediate consequences of the ECT seizurs
and the more endyring effects, both of which are affected
by the treatment coure. Immediately after awakening
from the treatmasnt, the patient experiences confusion,
trangient memory loas, and headache. The time it takes to
recover clear congciousness, which may be from minutes
to several hours, varies depending on individual differ-
ences in response, the type of ECT administered, the
spacing and pugber of treatmaents given, and the age of
the patieat. 2

The severity of this acute confusional stats is greatest
after bilateral sine wave treatment and least when
nondominant unilateral pulsed ECT is administered.
Severity also appears to be increased by longer seizure
duration, close spacing of the treatments, incressing
dosage of electrical stimulation, and each additional
treatment.

Depressive disorders are characterized by coguitive
deficits that may be difficult to differentiate from those
caused by ECT. It is, however, well established that ECT
produces memory deficits. Deficits in memory function,
which have been demonstrated objectively and repsatedly,
persist after the termination of & aormal course of ECT.
Severity of the deficit is related to the number of
treatmeants, type of electrode placement, and nature of the
electric stimulus. Greater deficit occurs from bilateral
than from unilateral placemeat. Since wave current has
heen found to impair memory more than pulsed current.

The ability to learn and retain new information is
adversely affected for a time following the administration
of ECT; several weeks after its termination, however, this

i ability typically returns to normal. There is algg ohjective

)

pes i
Objective testa have not firmly established persistent or
| permanent deficits for a more extensive period, particu-
larly for unilateral ECT. ver d

\|'was prior to the treatment. ey report particular
etore ECT Srewl-ade amnesia) and on averaye twg

" JAMA, Oct 18, 1986~Val 264, No. 16

lung as three years after treatment has found that many
\putxenta rewré t at their memory was not a3 gm as it

months _after the treatment (anterograde amnesia).
Because there 18 usonm_m

perception of the memory deficit, the subjective loas can
b:haxmly distressing to soma and of little cougarn to
others.

There are other possible adverse effects from ECT.
Some patients perceive ECT as a tarrifying experience,
some regard it as an abusive invagion of personal
autonomy, some experience a sense of ghame because of
the social stigma they associate with ECT, and some
report extreme distress from persistent memory deficits.
The panel heard alogquent testimony of these attitudes
from former patients who had been treatad with ECT. It is
clear, howavar, that these attitudes ars not shared by all
ECT patients. The panel alsc heard moving tastimony
from former patients who regarded ECT as.a wholly
beneficial and lifesaving experience. There are insufficient
systematic studies to permit any definitive assesamant of
the prevalpnce of thesa varigus pamp_ﬂ@ul amagg ECT
patients.

Numerous ECT studies have been conducted with
animal modsls. Many of these suffer from methodological
shortcomings. In studies that have beeg coatrolled for
fixation artifacts, hypoxis, and other methodological
problems, neuronal cell death has not been datacted.
Cerebral vasospasm and alterations in capillary permea-
bility are of short duration aad of insufficient magnitude
to lead to neuronak cell death. The preciss mechanism of
the anterograde and retrograde memory daficit has not
been established; it may represent alterations in neuronal
function that are not detectable with present methods.
Computed tomography studies of patients who have had
ECT are very preliminary and open to slternative inter-
pretations. Delinitive studies of in vivo brain metabolism
with pogitron emission tomography and studies of tissue
changes detectable by magmetic regapence imaging
remain to be done.

3. What Factors Should Be Coasidered by the Physician and
Patieat ia Determining If and Whea ECT Would Bs an
Apprapriate Treatment? —The consideration of ECT is moat
appropriate in those condftions for which efficacy has
been established: delusional and severs endogenous
depressions, acute mania, and certain schisophrenic syn-
dromes. It should rarely be considered for other psychiat-
ric conditions. The decision to offer ECT to an individual
patient should be based on a complex ognsidaration of
advantages and disadvantages for ECT and for each
treatment alternative. Whather to usa ECT should be
based on a thorough review of severity of the patieat’s
illness, medical indications and contraindications, and
nonresponsiveness to other treatmenta. It should be
emphasized that for certain patients with very specific
and narrow indications, ECT may be the only affective
treatment available. In certain circumstances of acute risk

- to life or of .medical status incompatible with the use of

other effectiva treatuients, ECT may he the fres. treat-
ment.

The panel is concerned that ECT only bs administered
for the benefit of individual patients. Ingtitutional fagtors
(such as financial pressures created by prospective sys-
tems or staff convenience) ghould play po role ia_the
decision to administer ECT, i '
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Severity
Given a diagnosis for which the efficacy of ECT has

. bean established, the immediate risk of suicide (when not

manageable by ather means) is a clear indication for the
considaration of ECT. Acute manic episodes—especially
when characterized by clouded_sensorium, dshydration,
extreme psychomotor agitation, high~risk for serious
madical complications or death through exhaustion, and
nonresponse to pharmacological interventions—are also

" clear indications for ECT. The severs and unremitting

nature of the patient’s emotional suffering, or extrams

. incARGitation, are aleo important conaidarations.

Wedical indications and Cantraindications

The patient's medical status is often the determining
considersson in the use of ECT. Electroconvulsive thera-
py may be necessary when the patient has medical
conditions that preclude the use of tricyclic antidepres-
sants, MAOIs, lithium, and neuroleptics. It should be
considered in patients with severe depression or psychosis
during the first trimestar of preguancy. Conversely, ECT

. is contraindicated for increased intracranial pressure,

while epace-occupying lesions in the brain, a recent
history of myocardial infarction, and large aneurysma are

. relative contraindications for ECT. A personal history of

nonresponsiveness to or debilitating side effects (medical

or peychalagical) from BCT are slao pasaibla contraindica-

tiops
Monresponalveness to Other Treatments

Electroconvulsive therapy should be considered when
alternative pharmacological and/or psychotherapeutic
treatments have been given anyadequate trial without
efficacious responss. When a patibnt is nonresponsive to
other treatments, factors such as severity of the illness,
its natural course, and the risk of other trestments
worsening the course (ss, for example, antidepressant
medications precipiteling 8 mapic episeds) need to be
taken lgie acronnt.

intarmed Conseat

When the physician has determined that clinical indica-
tions justify the administration of ECT, the law requires,
and madical ethics demand, that the patient's freedom to
sccept or refuse the treatment be fully honored. An
ongoing consultative process should take placs. In this
process, the physician must make clear to the patient the
nature of the options available and the fact that the
patient is entitled to choose among those optiona.

No uniform.“shopping list” can be drawn up regarding
the mattars that should be discussed by patient and
physicign to ensure 8 fully informed consent. They should
discuss the character of the procedure, its possible risks
and benefits (including full acknowledgment of post-
treatment confusion, memory dysfunction, and other
attendant uncertainties), and the alternative treatment
options (including the option of no treatment at all).
Special individual needs may also be relevant to some
patients, for example, & personal situation that requires
rapid remission to facilitate return to work and w0 reduce
family disruption. In all matters, the patient should not be
IMDW with technics! detall; the icel issyes

2108 JAMA, Oct 18, 1885—Vol 264, No. 16

This

should be translgtad into terms wningfnl snd accessible
to the patient. s

It is not easy to achieve this ideal of “informed consent”
in any aspect of medical practics, and there are special
difficulties that arise regarding the administration ol
ECT. In particular, the patients for whom this procedure
is medically appropriate may be suffering from a severe
paychiatric illness that, although not impairing their legal
competency to congent, may nquetheless ¢loud judgment
in fully weighing all of the available options. Such
judgmental distortion does not justify disregarding the
patient’s choices; rather, it makaes it all the more impor-
tant that the physician strive 1 ideotify and clarify the
options that the patient alona is entitled to exercise.

i b

* (£ e 0 s ; . peo )

Teviews should be initiated by the physician and not
depend on patient ipjtiative to “rescind” consent.
—There are several raasons for this repeated consenting
procadure: because of the relatively rapid therapeutic
effect of the procedure itsglf, the patient after initial
treatments is likaly to have enhanced judgmental capaci-
ties; the riaks of sdverse effects incresse with repeated
treatments, so that the question of continued treatment
presents & possibly changed riak/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 repeatad consultations
reiterating the patient’s treaument options are important
to-protect the patiant's sense of autonomy throughout the
treatment process. Moreover, if the patient agrees, the
family should be lnvolved in ejch siep of this consultative
process. '

In & amall minarity of casas, a patient will lack adequate
legal  capacity to consent to the propoped procedure. In
such cases, timaly court proceedings are necessary if

- treatment is to ba provided. Legislation in a few states

dictates that ECT may in nd'circumstancs be provided to
an involuntarily committed patient. The panel believes
that such absolute bans ars unduly restrictive and make
treatment impossible for patiants who might obtain more
benefit, at acceptabls levela of riak, fram ECT than from
slternative treatments.

1t may be desiruble for physicians with patients for
whom the prospect of ECT is & foreseeable but not
immediate possibility to discuss this in advance with the
patient when his or her judgment appears leasL compro-
mised by the underlying dissase process. Such advance
discussion would serve as a nonbinding guide both to the
patient and physician and would be another means t0
enhance the patient’s autoncwnous choice in weighing the
risks and benefits of this procedure and its alternatives

4. How Should ECT Be Administered to Maximize Benents
and Minimize Risks?—0Once tha patient and the physician
have decided that ECT may be indicated, the patient
should undergo & pretreatment medical examination that’
includes a hiatary, physical and neurological examination,

_ electrocardiogram, and laboratory tests- Medications that

affect the saizure threshold ghauid e noted, and their use
Elegtraoonvulsive Tharapy—Consensus Conlerence
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. should be decreased or discontinued when clinically
feagible. Use of MAOIs should be discontinued two weeks
before treatment, and patients should be essantially
lithium fres. Severe hypertension should be controlled
before beginning treatment. Because some patieats with
compromised cardiovascular status will be recsiving ECT,
cardiac conditions should be evaluated and monitored
clasely. Educatipg the patient and the family through
discussion and written and/or audiovisual material
describing the procedura is nacessary prior to obtaining
written informed consent.

An area shoy)d 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 cardiopul-
monary or other complications from the procadure.

A health professional specifically trained and certified
in the use of brief anesthatic procsdures should adminis-
ter the anesthesia. The treatment team should include
nursing peraennel trained ip ECT procedures and recav-
ary. o

Typically, ECT is administered as follows: The treat-
ment is given in the early morning after an eight- to
12-hqur period of fasting. Atrapine or anather anticholin-
ergic agent is given prior to the treatment. An intravenous
line is placed in a peripheral vain, and accass to this vein is
maintained uatil the patient is fully recoversd. The
anesthetic maethohexital is given first, followed by aucai-
nylcholine for muscle relaxation. Ventilatory assistance is
provided with ¥ positive-pressure bag using 100% oxygen.
The electrocardiogram, blood pressure, and pulse rate
should be monitored throughout the procadure. Stimulus

slectrodes are placed either bifrontotemporally (bilataral) *

or with one electrode placed frontotemporally and the
second electrode placed on the ipailateral side (unilateral).
Bilateral ECT may be more effective in certain patients or
conditions. It has bean established, however, that unila-
teral 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. Sgizure threshold varies greatly among
patients and may he difficult to determins; nevarthaless,
the loweat amoynt of electrical energy to induce an
adequats seizyre should be used. Seizure monitoring ia
necessary and may be accomplished by an electroencepha-
logram or by the “cuff” tachniqua. In the cuff technique, &
blood pressure cuff is placed on the arm or leg and is
inflated above systolic preasure prior to the injection of a
mugcle-relaxing agent. In unilateral ECT, the cuff should

bnonthuumcaidnuthndu:rodutnmnuun
bilataral seizure occurred. -

The number of treatments in a course of therapy varies.

Six to 12 treatments are usually effective. In the United,”

States, the usual frequency is three times weekly; in the
United Kingdom, the standard practice is two treatmenta
Vackly. Regressive ECT (a large number of treatments
&iven within a short period for the purposs of achieving a
Persistent organic brain syndrome) is no longer an
dcceptable treatment form. Multiple-monitorsd ECT (sav-

tral seiznres during » singls treatment semsian) has oot
UMA, Qat 18, 1RAS—Vol 254, Na. 16 N

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
23 a maintenance regimen to prevent recurrence of new
episodes. Following ECT, most depressad patients should

continue using antidepresesnt ‘DW o lithium to
reduce relapes.

The panel is concerned that thers 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 agsemble
basic facts about the status of ECT treatment.

Modical school curricula should include sducation in the
use of ECT. Psychiatric residency programa should
include complete ECT training: indications, contraindica-
tions, risks, clinical management, informed consent, and
evaluation of outcome. The American Board of Psychiatry
and Neurology should include quul’.w about BCT in its
oral and written examingtions. o

The panel believes it is Imperative that appropriate
mechanisms be established to ensure proper standards
and manitoring of ECT. Hoapitals ang centers yaing ECT
should establish review committess modeled on other
medicosurgical review committees and should formulate
rules and regulations to govern the privileging of physi-
cianl giving the treatments. Stringaat peer review con-
sistent with Joint Commission for the Accreditation of
Hospitals standargs should monitor ongoing utilization of
ECT. Periodic inipection of the equipmaent is also essen-
tial. As experience accumulates, congideration should be
given to the adequacy of exigting mopitoring angd review
mechaniams. "

S. What Are the Directions for Future Research? —Elsctro-
convulsive therapy has been underinvegtigatad in the past.
Among the most important, immediate passarch taaks are
the following:

® [nitiation of & national survey to assemble the basic
facts about the manner ang extent of ECT use, as well as
studies of patisut attitudes and respougas to ECT. Baetter
understanding of negative, positive, and indifferent
responses should result in improved treatment practices.

® Ideatification of the biologic mechanisms underlying
the therapeutic effects of ECT and the memary deficits
resulting from the treatment. i

© Battar delineation of the long-tarm effects of ECT on
the courss of affective illnesses and cognitive functions,
including clarification of the duration of BCT’s therapeu-
tic effectivenssa.

® Precise determination of the mode of electrode
placement (unilataral vs bilateral) and the stimulus
parameters (form and intensity) that paximiza gfficacy
and minimize cognitive impairment.

® [dentification of patient subgroupg gp types for whom
ECT is particularly beneficial or toxic.”

Elactroconvulsive therapy is the most controversial
;WWTT—‘%T"TEFWT paychiat W
itself, its history of abuse, upfavorabls media presanta-
tions, compelling testimony of former patients, special
attention by the legal syatam, uneven digtribution of ECT

use among practitioners agg facilities, pagd unaven pgcess
Electraconvulsive Therggy—Ganaensus Ganlarnnce 3107
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/ by patients all contribute to the controversial contaxt in
which the consensus pans has approached its task.

The panel has found that ECT is dsmonstrably effective

for a narrow range of ssvere psychiatric disorders in a

limited number of disgnostic catsgories: delusional and

ssvare endogenous dspression and manic and certain

schizophrenic syndromes. There are,_however, significant

[}
pistent memo cits' for events during the mon
surroun I eatment. Proper administrafi
can reduce potantisl side o, providing

ally acute confusio r-

for adequats therapsutic affects.

The physician

's decision to offar ECT to a patient and

the patient's decision to accept it should be based on &
complex considaratian of sdvantages and disadvantages.of | Myma M. Weissman, PnD, bigw Hyws, Genn; Rote . Wshvas, M2,
ECT compared with alternative treatments. An ongoing e : 7
consultative process, requiring time and energy o the
part of bath patisnt and physician, should occur.

Much additiopal research is needed into the basic
mechaniams by which ECT exerts its therapeutic affects.

Studies are also

needed to identify better the subgroups

for whom tha treatmant is particularly benaficial or toxic
and to rafine techniques to maximize efficacy and mini-
mize side effects. A national survey should be conducted

on the manoe
States.

M exapt of ECT uss i the United

These recommaendations reflect the consansus of the
panel. Wo have been careful to narrowly delineats when
and how, in our judgment, ECT sbould be sdministgred.
To prevant misapplication and abuse, it is assantial that
appropriata mechanisms be established tQ gppuIR pEaper
standards and monitaring of BGT. -

Mambers of the Consaneus Development Panel were Robart M. Rosae,
MD (chaiman), Gaiveston, Tex; Robert A. Burt, JD, hisw Haven, Conn,
Pauls J. Clayion, MD, M polis; Alien P MD, New York; Amoid
J.M.W.mehyWhmm.ﬂO.LuMM
Dn--G.My.uD.qul.G‘l:mmul.Mm.\ﬂ:b
i.mm.mm:m.u.m.m.lqm:mu
Sioin, MD, Madison, Wia; Vernst Bdinsr, MD. MPY, Laungsoa, Ky,

nmn,m.m,mm.m;wu.ca.mw.w
J. Gelsnberg, MD, Jamaica Plain, Mags; Michssl 6. @iuch, D5c, PE,
wum.w;wwmm.m.m.m;wmz
m.m.m.mm.utmammn.wm.
Dc;mwumm.m-vwmao.m.m,m.
Durhasm, NC; Mishaal J. Bermstein, Reiapda, bd; Mygy Mann. Ragindip,
Md.

The 4 was Bp d by tha Nalonsl instiuls of Mental
Health, Bharven Frazier, MD, director and the Quice ol .-Medicsl
Wmuﬂmﬁ“”dwwu.
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