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1. Evidence for efficacy and treatment modality 

DSM melancholic features are unreliable predictors of ECT response: a CORE publication. Fink M et al. September 2007. J of ECT;23:139-146

Contrary to expectations this multi-hospital collaborative study of 489 patients between 1997 and 2005 failed to show any correlation between melancholic symptoms and response to ECT

Data management and design issues in an unmasked randomised trial of electroconvulsive therapy for relapse prevention of severe depression: the Consortium for Research in Electroconvulsive therapy trial. Rasmussen K et al. December 2007. J of ECT;23:244-250.

Another report from the CORE multi-hospital study, this time describing the methodology and difficulties faced in a long term study of relapse prevention after ECT. These include: being unable to blind raters, difficulty recruiting depressed patients into a long-term study, undertaking a long-term study of a treatment that causes memory impairment and  enrolling patients to receive a treatment associated with stigma. 

2. Safety and cost-benefit analysis

Anticonvulsants during electroconvulsive therapy: review and recommendations. Sienaert P & Peuskens J. June 2007. J of ECT;23:120-123. 

The authors undertook a MEDLINE search for 1985-2006 and concluded that there was no published evidence that suggested a combination of anticonvulsant drugs and ECT either caused increased side-effects or altered outcome. At the time of publication there had been no randomised prospective studies reported.

Monitoring electroconvulsive therapy by electroencephalogram: an update for practitioners. Scott A. July 2007. Adv in Psychiatric Treatment, vol 13,298-304.

An update on the latest published research on prolonged seizure activity at ECT together with practical tips on assessing the EEG in the clinic. It is not yet possible to examine an individual tracing and make accurate predictions about outcome but the quality of EEG tracings may add to decisions about treatment modality. 

Serum sodium does not correlate with seizure length or seizure thereshold in electroconvulsive therapy. Rasmussen K, Mohan A, Stevens S. September 2007. J of ECT;23:175-176

A study of 207 patients, some of whom had mild abnormalities relating to hypo and hypernatraemia. The numbers were not statistically significant but the authors conclude that whilst it is preferable to correct any biochemical abnormalities that minor changes in serum sodium level did not affect the seizure threshold or seizure length. 

3. Side effects of ECT

Changes in everyday and semantic memory function after electroconvulsive therapy for unipolar depression. Schat et al. September 2007. J of ECT;23:153-157

Both types of memory were assessed in 96 patients before and after treatment and at 3 and 12 month follow-up. A small, reversible decrease in everyday memory function is influenced by age and electrode placement. Likewise influenced, semantic memory showed a fluctuating course towards recovery and a demonstrated improvement at follow up was greater in the older patients. However there were some longer lasting effects detected at 12 month follow up after bilateral ECT

4. Mortality and suicide rates

5. Guidelines, audits and rating scales

Electroconvulsive therapy: the practice and training needs of referring psychiatrists in the United Kingdom and Republic of Ireland. Blaj A, Worrall A, Chaplin R. June 2007. J of ECT;23:78-81.

Questionnaires were sent to 490 prescribing psychiatrists to determine their knowledge about the consent process and practice at ECT. Examples of positive and negative comments are given. The conclusion was that the quality of information could be improved in both content and form paying particular attention to written information and the possibility of long-term cognitive side effects.

A questionnaire survey of ECT practice in Australia. Chanpattana W. June 2007. J of ECT;23:89-92.

There was an 83% response rate to this first national survey of ECT in Australia between 2002 and 2004. Rate of use averaged 38 persons per 100,000 population per annum but with significant regional variation. Average length of course was 8.5 treatments and the major characteristics of ECT practice are reported as similar to those in the United States. 
All-cause mortality among recipients of electroconvulsive therapy. Munk-Olsen et al. British Journal of Psychiatry (2007),190,435-439.

The cause of death of 783 patients who had received ECT over a 25 year period was analysed. Patients who had received ECT had a lower overall mortality rate from natural causes but a slightly higher suicide rate, especially in the first 7 days after treatment. 

6. Attitudes and opinions

The influence of name on the acceptability of ECT: the importance of political correctness. Andrade C & Thyagarajan S. June 2007. J of ECT,23:75-77.

The authors set out to determine how attitudes to ECT are influenced by what ECT is called. They interviewed 125 lay people and preferences were as follows: ‘electrostimulatory therapy’ – 53%; ‘electroshock therapy’ – 38%; electroconvulsive therapy’ – 9%. The authors suggest changing the name to emphasize its stimulatory effects and downplay parallels with epilepsy. A form of words to explain the treatment is offered.

The effects of an education and training program on attitudes to electroconvulsive therapy. Oldewening K et al. June 2007. J of ECT;23:82-88.

This study, involving 94 health care students, found that attitudes to ECT improved following a hospital based education-training programme.

Patients who inappropriately demand electroconvulsive therapy. Rasmussen K & Lineberry T. June 2007. J of ECT;23:109-113.

The authors report 5 case studies of patients whom they consider to have a primary or secondary gain motivating continued dependence on ECT. They offer guidance on alternative management strategies. 

A questionnaire study of patients’ experience of electroconvulsive therapy. Myers D. September 2007. J of ECT;23:169-174.

148 (51%) responses were received following a questionnaire sent to those having ECT at a UK hospital between 1995 and 2002. The conviction that side-effects persisted was thought to be related to current depression and inversely to age but not to the number of ECTs stimulations given. Treatment given without informed consent was associated with a relatively unfavourable view. The author emphasises the importance of listening to the patients’ viewpoint. 

Consent to ECT:patients’ experiences in an Irish ECT clinic. Rush G, McCarron S, Lucey J. January 2008. Psychiatric Bulletin;32,15-17.

This postal survey (57% response rate from a total 89 patients) reports a high level of satisfaction with the consent process at ECT. This was attributed to a low rate of coercion associated with support and adequate verbal and written information given pre treatment.

Nurses’ knowledge of and attitude to electroconvulsive therapy. Wood H, Chambers M, White S. December 2007. J of ECT;23:251-254

This questionnaire study of the attitudes of 211 nurses found that there was a highly significant relationship between knowledge and positive attitude to ECT. The authors suggest that nurses should gain experience early in their careers.

Patients’ and their relatives’ attitudes toward electroconvulsive therapy in bipolar disorder. Virit O et al. December 2007. J of ECT;23:255-259.

The attitudes of 70 bipolar patients and their relatives were explored by this group from Turkey. Treatment was given three times a week using bilateral electrode placement and sine-wave electricity. The majority of respondents felt that they had not received adequate information but despite this were satisfied with the outcome. The most commonly reported side-effect was memory loss.

Knowledge of and attitudes towards electroconvulsive therapy of medical students in the United Kingdom, Egypt and Iraq: a transcultural perspective. Abbas M et al. December 2007. J of ECT 23;260-264.

Another study of attitudes to ECT confirming that improved working  knowledge and experience results in a more positive attitude. 

Patients’ views on the quality of care when receiving electroconvulsive therapy. Kershaw K, Rayner L, Chaplin R. Psychiatric Bulletin (2007),31,414-417.

A questionnaire on quality of care was completed by 389 patients who had received ECT at accredited clinics in England and Wales between 2004 and 2006. Results showed a 65% or more satisfaction rating for member clinics. Least positive scores related to the fabric of the facilities and being introduced to clinic staff prior to treatment. 

7. Anaesthesia for ECT 

Propofol and methohexital as anaesthetic agents for electroconvulsive therapy: a randomised, double-blind comparison of electroconvulsive therapy seizure quality, therapeutic efficacy and cognitive performance. Geretsegger et al. December 2007. J of ECT;23:239-243

This was a study of 50 patients randomised to receive either propofol or methohexitone for ECT. Propofol resulted in a significantly lower  increase in blood pressure with a tendency to a shorter seizure duration and also  improved cognitive performance immediately after treatment. There was no difference in seizure quality and no detected difference in outcome with respect to efficacy. 

8. Side-effects of antidepressants

9. Mechanisms of ECT action

Metabolic correlates of antidepressant and antipsychotic response in patients with psychotic depression undergoing electroconvulsive therapy.  McCormick L et al. December 2007. J of ECT;23:265-273.

Positron emission tomography was used to assess cerebral glucose metabolism in ten subjects before and after a course of ECT. Antidepressant efficacy was associated with increased metabolism in the left subgenual anterior cingulated cortex and the hippocampus. Reduction in antipsychotic symptoms was associated with increased metabolism in the left hippocampal region. 

CREB binding and activity in brain: regional specificity and induction by electroconvulsive seizure. Tanis K, Duman R, Newton S. 2008, Biological Psychiatry (in press) 

The group looked at cyclic AMP response element binding (CREB) receptor sites in the rat brain and conclude that CREB is an important mediator of the biological responses to electroconvulsive therapy seizure. Also that such studies play an important role in understanding psychiatric and cognitive function.

10.  Other Physical Therapies
