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1. Evidence for efficacy and treatment modality 

Open trial on the efficacy of right unilateral electroconvulsive therapy with titration and high charge.  Rosa M A et al. December 2006. J of ECT:22:237-239

This was an open study of 30 patients who were given right unilateral ECT at 6 times seizure threshold. Changes in pulse frequency were used to increase the total charge delivered. There was a clinical improvement in 53.3% of patients as evidenced by a 50% reduction in Hamilton Depression Rating Scale. 4 of the 7 non-responders who subsequently received bilateral ECT responded to this treatment. The authors suggest beginning with RUECT and switching to BECT if no response is achieved.

2. Safety and cost-benefit analysis

All-cause mortality among recipients of electroconvulsive therapy. Munk-Olsen T et al. Brit J of Psychiatry (2007), 190, 435-439.

This was a register-based cohort study of cause of death for all people who had been admitted to a psychiatric hospital from 1976 – 2000. 783 deceased people had received ECT, 5781 had not. Patients who had received ECT has a lower overall mortality rate from natural causes but a slightly higher suicide rate, especially within the first seven days after the last ECT treatment. 

3. Side effects of ECT

The prevalence of prolonged cerebral seizures at the first treatment in a course of electroconvulsive therapy. Whittiker R, Scott A, Gardner M. March 2007. J of ECT; 23:11-13.

The group carried out EEG monitoring of 100 consecutive patients undergoing ECT. 95 EEGs were available for study. Two prolonged cerebral seizures lasting more than 120 seconds were detected (2%) (the UK definition of prolonged seizure is one lasting more that 120 seconds). One of those was associated with a prolonged motor seizure. 

Subjective evaluation of the therapeutic and cognitive effects of ECT. Berman et al. March 2007. Abstracts ACT/ISTS Scientific program. J of ECT; 23:56. 

This was a prospective naturalistic study of 333 patients undergoing ECT for major depressive disorder who had completed pre and post treatment cognitive evaluation. Patient experience depended on assessment method. Direct questioning about global impact revealed more negative views; these were associated with objective measures of ECT’s effect on memory.

The cognitive effects of electroconvulsive therapy in community settings. Sackeim H et al. Neuropsychopharmacology (2007) 32, 244-254.

This was a large prospective study of 347 patients from 7 different centres. Cognitive testing was carried out before ECT, shortly after and again at 6 months post treatment. Most cognitive parameters were improved at 6 months follow up but for those that were not, differences in technique were more important than patient characteristics. Sine wave stimulation and bilateral electrode placement resulted in more severe and persistent deficits. There was no comparable non-ECT group, 

4. Mortality and suicide rates

5. Guidelines, audits and rating scales

What does Star*D tell us about ECT? McCall WV. March 2007. J of ECT;23:1-2.

This editorial describes the conclusion of a large (n=3671) study, funded by the NIMH, of antidepressant treatment for major depressive disorder. The results indicate that there is no point going on past three failed antidepressant trials, so the suggestion is that ECT should be tried early in any treatment algorithm.

Belling the cat: ECT practice standards in the United States. Fink M & Kellner C March 2007. J of ECT; 23:3-5. 

An editorial calling for standardisation of training, fabric and practice in the delivery of ECT in the United States. The authors describe the two successful models operating in the UK.

Monitoring electroconvulsive therapy by electroencephalogram: an update for ECT practitioners. Allan Scott. July 2007. Adv in Psych Treatment, vol13,298-304.

This article is a practical guide for practitioners and gives helpful hints on determining seizure end-point. Also discussed is the evidence (or lack of) for the suggestion by machine manufacturers that adequacy of treatment can be assessed by EEG characteristics. 

6. Attitudes and opinions

Perspectives of patients and relatives about electroconvulsive therapy: A qualitative study from Vellore, India. Rajkumar A, Saravanan B, Jacob K. December 2006. J of ECT;22:253-258.

Confirmation of the complex issues surrounding the giving and retaining of information and the quality of the consent process from these authors who interviewed 52 patients and their relatives before and after ECT. There were significant differences in perception between patients and relatives and between voluntary and detained patients. More than half of recipients were not aware of the details of treatment but were not unhappy about receiving ECT. There was no significant difference between clinicians’ and relatives perceptions of benefits and side-effects. 

Patients attitudes to electroconvulsive therapy. Rush G, McCarron S, Lucey J. June 2007. Psychiatric Bulletin, 31,212-214. 

A questionnaire was posted to 89 consecutive patients who had received ECT treatment. There was a 57% response. 88% said they would consider having ECT again and 71% reported at least a modest improvement in symptoms. 60% reported continuing memory impairment at an average 17 weeks post treatment. The standard treatment given was with a brief pulse machine, bilateral electrode placement and estimating dose according to sex and gender. 

7. Anaesthesia for ECT 

Cardiovascular effects of anaesthesia in ECT: A randomised, double blind comparison of etomidate, propofol and thiopental. Rosa M et al. March 2007. J of ECT; 23:6-8. 

30 patients were randomised to receive one of the study anaesthetic agents for ECT. The results showed that etomidate, propofol and thiopental were associated with similar cardiovascular effects. 

Blood pressure before and after electroconvulsive therapy in hypertensive and nonhypertensive patients. Albin S, Stevens S, Rasmussen K. March 2007. J of ECT 23;9-10.

This was a case note review of 47 patients, 20 with hypertension and 27 without hypertension, selected because they did not have any medication changes in association with their course of ECT. The authors acknowledge that increased BP during treatment is more likely in patients with hypertension. However the average change in BP for both groups after the ECT treatment was finished was a decrease of 3 mmHg systolic and 2mmHg diastolic. 

8. Side-effects of antidepressants

9. Mechanisms of ECT action

10.  Other Physical Therapies
Concomitant use of vagus nerve stimulation and electroconvulsive therapy for treatment resistant depression. Burke M & Husain M. September 2006. J of ECT;22(3):218-222. 

A report on 14 patients who received both treatments. The authors suggest that both treatments can be use safely and effectively, either sequentially or concurrently. 

Adjunctive fast repetitive transcranial magnetic stimulation in depression. Anderson I et al. June 2007. Brit J of Psychiatry, 190,533-534.

29 patients were divided into two groups receiving sham or real rTMS for the treatment of a major depressive episode; the majority of patients had been resistant to treatment with antidepressant drugs. Improvement was noted in 55% receiving active treatment compared to 7% receiving sham treatment. The authors acknowledge that numbers were small but think this type of rTMS might be worth further study. 

