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10 Myths about ECT

Dimitry Francois, MD, FAPA, and Elaina DellaCava, MD

s evidence supporting the use of

electroconvulsive therapy (ECT)

to treat patients with depression
and other psychiatric illnesses contin-
ues to grow, myths about this treatment
persist. In light of these myths, patients
might be reluctant to receive ECT. As cli-
nicians, we need to educate patients about
the safety and effectiveness of this treat-
ment. Here are 10 of the most commonly
held myths about ECT, and why each is a
misconception.

1. It is a barbaric treatment. ECT is con-
ducted in a controlled medical environ-
ment, either during a hospitalization or as
an outpatient procedure, by a team con-
sisting of a psychiatrist, anesthesiologist,
and nurse. Patients receive a short-acting
intravenous anesthetic to ensure that they
are unaware of the procedure, and a muscle
relaxant to help prevent physical injury.
Vital signs and brain waves are monitored
throughout the procedure, which typi-
cally lasts 15 to 20 minutes. Patients remain
relaxed, are unaware that they are having a
seizure, and experience no pain. Following
ECT, the patient is taken to a recovery area,
where he or she is closely monitored as the
medications wear off.

2. It causes brain damage. Studies using
MRI to look at the brain before and after
ECT have found no evidence that ECT
causes negative changes in the brain’s
structural anatomy.! To the contrary, there
is evidence that there is neuroplasticity in
the brain in response to ECT, and the neuro-
trophin brain-derived neurotrophic factor
also may be increased.*?

3. It causes permanent memory loss.
ECT can result in both anterograde and
retrograde memory impairment; however,
anterograde amnesia typically lasts only
days to weeks. Retrograde amnesia is much
less common, but when it occurs, it tends
to be loss of memory of events that took
place in the weeks leading up to and during
treatment. Using an ultrabrief (as opposed
to standard brief) pulse, as well as right
unilateral (as opposed to bilateral) electrode
placement, substantially reduces the risk of
cognitive and memory adverse effects.*

4.1t is a treatment of last resort. Typically,
ECT is used for patients who have not
responded to other interventions. However,
ECT can be used as a first-line treatment
for patients if a rapid or higher likelihood
of response is necessary, such as when a
patient is suicidal, catatonic, or malnour-
ished as a result of severe depression.’

5. It only works for depression. Evidence
shows ECT is efficacious for several psychi-
atric conditions, not just unipolar depres-
sive disorder. It can effectively treat bipolar
depression, mania, catatonia, and acute
psychosis associated with schizophrenia
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and schizoaffective disorders.® ECT also has
been demonstrated to be effective in acute
and maintenance treatment of Parkinson’s
disease.”

6. It is not safe. Death associated with
ECT is extremely rare. A recent analy-
sis estimated that the rate of ECT-related
mortality is 2.1 deaths per 100,000 treat-
ments. In comparison, the mortality rate
of general anesthesia used during sur-
gery has been reported as 3.4 deaths per
100,000 procedures.® Evidence also sug-
gests ECT can be safely administered to
patients who are pregnant.’

7. It cannot be given to patients with epi-
lepsy. There are no absolute contraindica-
tions to using ECT for these patients. Most
patients with epilepsy can be successfully
treated with ECT without requiring an
adjustment to the dose of their antiepileptic
medications."

8. It will change one’s personality. ECT
has not been found to cause any altera-
tions in personality. Patients who are treated
with ECT may describe feeling more like
themselves once their chronic symptoms of
depression have improved. However, ECT
has not been shown to effectively treat the
symptoms or underlying illness of personal-
ity disorders, and it may not be an effective
treatment for depression associated with
borderline personality disorder."

9. Its success rate is low. ECT has the high-
est response and remission rates of any
form of treatment used for depression.
An estimated 70% to 90% of patients with
depression who are treated with ECT show
improvement.'

10. It is a permanent cure. ECT is not likely
a permanent solution for severe depression.
The likelihood of relapse in patients with
severe depression who are helped by ECT
can be reduced by receiving ongoing antide-
pressant treatment, and some patients may
require continuation or maintenance ECT.?
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