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1. Evidence for efficacy and treatment modality

Bifrontal versus right unilateral and bitemporal electroconvulsive therapy in major depressive disorder. Ranjkesh F, Barekatain M & Akuchakian S. Jof ECT 2005;21(4):207-210

This was a small double blind study of 39 patients comparing bifrontal (1.5x ST), bitemporal (just above ST) and right unilateral (4x ST) ECT. There was no significant difference in efficacy as measured by a drop in the Hamilton Rating Scale. The bitemporal group showed a significantly lower score in standard mini mental state examination one day after the 8th ECT. 

Influence of episode duration of major depressive disorder on response to electroconvulsive therapy. Pluijms E et al. J of Affective Disorders 90(2006)233-237.

This retrospective review of the records of 56 consecutive patients undergoing ECT for the treatment of major depressive disorder concluded that there was no correlation between length of illness and response to ECT.

Recent developments and current controversies in depression. Ebmeir C, Donaghey C, Steele JD. Lancet 2006; 367:153-67.

This is a review article, which summarises the causes and associations of depression and describes established and more recent experimental treatments, both psychological and physical. The authors conclude that ‘ECT remains the most effective treatment for treatment of depression especially if it presents with psychotic symptoms’. 

ECT for treatment resistant schizophrenia: a response from the Far East to the UK NICE report. Chanpattana W, Andrade C. J of ECT 2006;22(1)4-12. 

The authors conducted a review of the literature from Thailand and concluded that, contrary to the recommendations from the National Institute for Clinical Excellence (NICE), there was in fact sufficient evidence for the efficacy of ECT in the short term relief of psychotic symptoms in treatment resistant schizophrenia The paper lists evidence for and shortcomings of research carried out pre and post 1980. 

2. Safety and cost-benefit analysis

Health related quality of life following ECT in a large community sample. Vaughn McCall et al. J of Affective Disorders 90 (2006) 269-274. 

This naturalistic study of 283 depressed patients assessed both quality of life and cognitive impairment post ECT and at 24 weeks later. Health related factors improved with recovery from depression despite the fact that cognitive impairment was associated with this improvement in the short term.  In contrast, at 24 week follow up improvement in cognitive status was associated with better quality of life. Failure to respond to ECT was not associated with a fall in quality of life relative to baseline.

Imipramine is effective in preventing relapse in electroconvulsive therapy –responsive depressed inpatients with prior pharmacotherapy treatment failure: a randomised placebo controlled trial. Van den Broek et al. J Clin Psychiatry 67: Feb 2006.

This is a study of 27 patients over a 4 year period who were  given ECT for major depressive disorder. At six month follow up there was an 80% relapse rate on placebo compared to 18% on imipramine. This was despite the fact that most patients (22/27) had failed to respond to a tricyclic antidepressant and 24/27 to lithium augmentation prior to ECT. 

Continuation and maintenance electroconvulsive therapy for the treatment of depressive illness: a response to the National Institute for Clinical Excellence report. Frederikse M, Petrides G, Kellner C. J of ECT 2006;22(1):13-17. 

This review of recent literature suggests that continuation ECT is an important option especially for those patients who have responded well to an acute course of ECT. The authors give a description of the methodology used in the Consortium for Research in ECT Group (CORE) study on maintenance ECT, the first large-scale, randomised controlled trial involving ECT and due for publication in the near future. 

Health related quality of life and the practice of electroconvulsive therapy. Rosenquist et al. J of ECT 2006;22(1):18-24. 

This review outlines the measures used in health related quality of life (HRQL) studies and summarises HRQL studies looking at ECT, including the study by McCall et al referred to above. The authors conclude that there is an emerging literature which demonstrates the importance of ECT in restoring function and quality of life in depressed patients. 

Is ECT cost-effective? A critique of the National Institute of Health and Clinical Excellence’s report on the economic analysis of ECT. McDonald W. J of ECT 2006;22(1):25-29. 

The NICE technology appraisal of ECT concluded that it was cost neutral compared to antidepressant therapy. However this article questions the validity of this conclusion on the grounds that patient groups were not well matched for severity of illness. 

3. Side effects of ECT

4. Mortality and suicide rates

5. Guidelines, audits and rating scales

Electroconvulsive therapy in Belgium: A nationwide survey on the practice of electroconvulsive therapy. Sienaert et al. J of Affective Disorders 90 (2006) 67-71

This was a questionnaire survey to all 32 hospitals in Belgium who offer ECT. There was a 100% response rate. The usage of ECT varied five fold; the major indication for ECT was depression (89.7%). One third of clinics still used a sine wave device and 25% of the total used a fixed dose treatment schedule. The choice of treatment modality was between bitemporal (66%) and bifrontal (19%).

College Guidelines on electroconvulsive therapy: an update for prescribers. Scott AIF. Advances in Psychiatric Treatment (2005), vol 11, 150-156. 

This comprehensive guideline describes the process by which the Royal College of Psychiatrists arrived at the recommendations made in the recently revised ECT handbook. It also outlines the NICE guidelines on ECT and suggestions for the psychiatrist considering ECT outwith these guidelines. The importance of the role of the patient in decisions about prescription is emphasised and the debate on concomitant drug treatment is outlined. 

Editorial for ECT. Freeman C. J of ECT vol 22(1), March 2006.

This editorial by Chris Freeman, ex chair of the Royal College of Psychiatrists’ ECT committee, explains the National Institute for Clinical Excellence (NICE) process in reaching their guidance on ECT and the subsequent appeal launched by the College in response. He also hopes that the forthcoming NICE update review will take cognisance of recent evidence published in this edition of the journal.

6. Attitudes and opinions

A family member’s experience with ECT. Anon. Jof ECT 2005;21(4):199. 

An editorial describing a typical scenario involving treatment of a minor where the parents had differing views about ECT treatment. 

Patient satisfaction after electroconvulsive therapy. Sienaert et al. J of ECT 2005;21(4):227-231

36 patients over two years completed a survey based on the Patient Satisfaction Questionnaire, Mini-Mental State Examination, Squire Subjective Memory Questionnaire, Beck Depression Inventory and Positive and Negative Affect Schedule. ECT was given via either bifrontal or unilateral electrode placement. Considerable memory problems were reported but the authors concluded that satisfaction with ECT was based on factors other than outcome, side-effects, demographics or clinical picture.

What predicts patients expressed likelihood of choosing electroconvulsive therapy as a future treatment option? Rosenquist P et al. J of ECT 2006;22(1):33-37. 

This prospective study of 77 patients concluded that just over half were ‘likely’ to choose ECT again compared to those classed as ‘ unlikely’. Choosing ECT again was more likely in those severely depressed and impaired beforehand and who had then responded best to treatment. There was no association with quality of life scores or deficits in cognitive function. 

Challenges to British Practice of Electroconvulsive Therapy. Fink M. J of ECT 2006; 22(1):30-31. 

The author outlines the history of use of ECT in several countries including the UK, USA and Thailand. He challenges the views of the National Institute for Clinical Excellence (NICE) and calls on the Royal College of Psychiatrists to address the critics of ECT in the UK.

7. Anaesthesia for ECT 

8. Side-effects of antidepressants

9. Mechanisms of ECT action

Long-term follow up in depressed patients treated with electroconvulsive therapy. Johanson et al. J of ECT 2005;21(4):214-220.

This was a study of ten patients who underwent neurophysiological measurements with regional cerebral blood flow and EEG before the first ECT, 6 months later and after approximately 1 year. The authors found a lower, but not significant, bilateral cerebral frontal flow compared to controls at one year follow up. Eight patients had a normal EEG.

Electroconvulsive seizures induce angiogenesis in adult rat hippocampus. Hellsten et al. Biological Psychiatry 2005;58:871-878.

This paper describes animal model experiments using convulsive stimulations.  The authors postulate that the beneficial effects of ECT result from increased vascularisation of the hippocampus.

Non convulsive seizures in electroconvulsive therapy: further evidence of differential neurophysiological aspects of bitemporal versus bifrontal electrode placement. Teman P et al. J of ECT 2006; 22(1):46-48.

This article discusses the possible reasons for the different rates of non-convulsive seizures seen with different types of ECT and postulates that bifrontal ECT is more likely to generate non-convulsive seizures localised to the frontal lobes. 

10.  Other Physical Therapies
