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‘_h MILESTONES

= Pre-1990: Little known about attitudes, practice

« Reasons: Problems related to communication, travel,
annual meetings

= 1990: National Workshop on ECT

» First of its kind, >150 participants (IPS strength, 938)
=« Wide variations apparent in attitudes and practice
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i MILESTONES

= 1991-92: Survey of the practice of ECT in India
= Shocks and surprises

s 1993: Chart review on unmodified ECT
= 1995: Rejoinder to the above

= 2000: First prospective study on unmodified ECT
= 2005: Second survey of ECT in India
= 2010: Second prospective study on unmodified ECT

= 2012: First position statement and guideline on
ECT
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RELATING TO THE ADMINISTRATION OF ECT

A.K.AGARKAL®, CHITTARANJAN S\Nomos’ ’

M.VENKATASWAMY REDDY™.

qucmemmmr M e, !amnnga\'mm AR nynm’vm.\ @ik SaR, wus made (o ald mwcical members
of the Indion Psychiatnic Society whose addresses wese knema; 263 (28.8%%) respondiad. This puper,
the first in 4 series that presents the resulis of the sunvy, provides demographic data on i respondenis
and covers issues relaiing to the adniinisiration of ECT. Specific isswes discwssed inclnde e ECT
personnel, locotion of the ECT focility, centain ECT prescription panemy, psychiatrisispaticnt interac-
tions on suggestion of ECT, pre-ECT investigwions, frequency of admivisiration of ECT, use of
regressive ECT and mainienonce ECT, length of the ECT cowre across diognnses, and use of
prychotropic drigs in refaiion io the ECT conrse.

— R— ——— —

The cffcct of regional variation on the | Over 30 such surveys have been conducted and
practice of clectro-convulsive therapy (ECT) ) published, chiclly lrom Nonth Amcrica and
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THE PRACTICE OF ECT IN INDIA: I1. THE PRACTICAL
ADMINISTRATION OF ECT.
CHITTARANJAN ANDRADE, A K AGARWAL, MVENKATASWAMY REDDY

SUMMARY
A questioresaire on ECT, tapping atsinedes, opvmsons and iaage, was malled so afl medical members of the Indian

Paychiatric Society whose addresses were bnovwn; 263 (28 8% ) responded. Thix
praciical adwinistrotion of ECT. Specific isswes discucsed are the

presents the resulis of the swrvey, describes the

paper, fae yecond in ¢ scrves that

avaelatelity of a cerdiopulmonary resuscitoton bit, ECT premedication. the ECT device, cerinn aspects of ECT
stamwlation, the electrode plocement during ECT, edmmatretion of multiple ECT during a trmgle resiment 3¢ 2300m
ond momtormg of the seviwre durdlion 1 15 concluded thal, ix many regpects, the procticol adeimeiration of ECT
n India m sbaplimal,; firther research s reguired in cerfan areas

INTRODUCTION

Al the Nationa! Symposiem on Electmoconvulsive
Therspy (ECT) bebd 3t the Natwonai Instinute of Mental
Health and Neurceciences in (ktober 1990, i became
sppereal thar there was coasidersble variation smoagst
Indian psyCx Mnss in sitedes, CONSEPLS 3nd Pracuce in
redution 10 the field. A survey of the madical membenship
of the Indian Psychiatric Society (IPS) was therefore con-
ducted 10 obtaie 30 extensive datshase on ECT, covering

openions, Mutudes and peactice. It was hoped 1hat the

asalysis compuser peogrammes.
RESULTS

Of the 938 psychiatrists 50 whom the quesionnal m had
been mailed, 263 responded; 25 quitticanaires were
returned by the postal depariment marked adceesscs -
known. The response raic was thecfore 263913, o
8% While tye 10wl sarnple size was 263, much Gif-
ference in siual Sample Size across variables was ob-
served This was becaose of Inadverent omssions in the

compiction of the questonnaire by the respondens, if-



Indian J. Pxvchiar, 1997, 39 (1) 54460

INDIAN PSYCHIATRISTS' ATTITUDES TOWARDS
7 ELECTROCONVULSIVE THERAPY

AK. AGARWAL & CHITTARANJAN ANDRADE

ABSTRACT

A questionnaire on ECT, lapping attitudes. usage and experience, wax mailed (o all mwedical members
of the Indvant Psvchiatric Sociel whase addressex were known, 263 (28 836 of 913 psveliairists respemidie!
This paper deseribes Indian povehialrists altitndes lowards ECT. | glohal attitirde jovourmg the ireahaent
was exprexsed by 81 3% of respomdents. The puschiotrists consadered thol for many patients ECT uy be the
safext, chvapest and most ¢ffectiive treatiment (79.8%), disagrecd thot ECT should be weed as a last resort
(AR 4%%) aned disagreed that deags e nrade ECT obsodete (51%%). Witie many (3419 oplined thet wse of
ECT shimilef he cortanifed, few (5 3% comvidderve! thot ECT Sowld by abondumed - in fact, most resposdienia
(86, 3% sated that comprehenave povchiorrie cove drandd inclinle ECT services A meed was expressed for
cxplicts Quthdeltmes for proper we of KCT (77250 Conglieting opentons were expresivd ahout the e of FCT
by chitfelrenr, Moy poveisiarnsas (8260 thowghit that KCT map procince subily broin domage,: mevertheless of
those aclively somg LCT X092 gxpressea willingness to recelve ECT themselves, if indicated

Kev Wardy : Amitudes. ECT. Indio, pewehiatrisix



Chittaranjan
Andrade

i 1991-92: The first ECT survey

= Agarwal et al, 1992; Andrade et al, 1993; Agarwal and Andrade, 1997

= 215 ECT practitioners among 263 respondents out
of 938 surveyed.
= 13.4% of patients treated with ECT.
= No pre-ECT investigation in >40% of cases.

= 24% did not know what stimulus they were
administering

30% preferred to administer unmodified ECT
= Only 44% always administered modified ECT
= Only 45% never used glissando
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i 1991-92: The first ECT survey

= Contd.

= Only 34% never used manual timing of stimulus
duration

= Only about 5% practice of unilateral ECT

= About 25% administered >1 ECT per session.
= 81% did not monitor the seizure

= /7% expressed the need for explicit guidelines
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i THARYAN ET AL (1993)

= Retrospective chart review, 1980-1990
= 1835 patients, 2002 courses of ECT = 13, 597 ECTs
= 98% unmodified ECTs

= 11 patients with compression fracture of vertebral
bodies, 1 case of scapular fracture

= In 6 patients, ECT was continued with modification
= Conservative management, uneventful outcomes

= No long term problems in the cohort

= X-rays not routinely obtained in all
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UNMODIFIED ECT: ANOTE OF CAUTION
Sir,

1 read with interest (the anticle on vnmodified ECT

of Tharyan < & (1993) and the debate on Lhe subjeal
(Gangadhar & Janakiramaiah, [99%; Tharyan ¢l ai,
1994). There is one crilically :/mportant issue that
#ppcans 1o have been overkooked in the evaluation
of unmodified ECT. This issue is the occurrende of
subclinecal spmal fraciures.

Present day practsjoners and advocates of un-
modified ECT in India may de unaware that thal
fracturcs, panicularly of (he spine, ocour \n upto
dO% of exzmined cases when convulsions are un-
modified(Fak, 1979). In most studies, the incidence
was 20%-30% and was highcr in malcs than w
females (Pilis, 1982). Thercfore, before the advent
of the modified procedure, medicolegal considera-
ons necessiated routine pee-ECT X-Rays of th
dorsa’ spine (Abrams, |983). This is why modilied
CCT, introduced over four decades ago, has become

tha mcsns talss: lyancmmrnes ot al 1Y Amuslivun

10
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MUSCULOSKELETAL MORBIDITY WITH UNMODIFIED ECT
MAY BE LESS THAN EARLIER BELIEVED

CHITTARANJAN ANDRADE, KIRAN RELE,
R. SUTHARSHAN & NILESH SHAH

ABSTRACT

Official guideings for the practoe of éléctroconvulisive therany (ECT) recommend routine
saizure modficalion (9 mwemize muscuioskeielal compicalions. nevertheless unmodified ECT
continyes to be admmistered in India We thovelore assesced musculosieietal morbwhty with
unmodded ECT with paricuiar re'erence 10 the devetonment of vertebrdl fraclures and backache
Xorays of ine thoreco'umbar spine were reulinaly odtamed before end after & course of 6 ECTsin 50
censecufive schizophrénic pabenis redenmg vnmodied Smusodal wave treaiment

Backache was raporfed by 52% of patems. the symplom was sevive ) 14% . Severs backache
deveioped early ourmny the ECT course and wag comencnes in olger patents Gendar, haight and
weigh! Ihd NI pradict arther presence or saventy of backache One patient expenenced a veriebral
fracture wivch was ol considered senous ™S Conlrasis with the 20-49%, ncdence of adverse

11
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"™ 2000: UNMODIFIED ECT:
‘L PROSPECTIVE STUDY

= Andrade et al, 2000

= Prospective observational study of 50 consecutive
patients receiving 6 unmodified ECT, each.

= Routine pre-, intra-, and post-ECT X-Rays

= Only 1 patient had a (minor) vertebral
fracture.

= Treatments were benzodiazepine-modified.

12
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A The Dilemma of Unmaodified Electroconvulsive Therapy
Chittaranjan Andrade, M.D.; Nilesh Shah, D.EM, M.D., DNB.;

and Prathap Tharyan, M.D., M.R.C.Psych.

Eheuozmm theragy (ECT) ws wtrodced
1938 11 vt e 12 wiaeh aahadepmesians and stps v Chotet
fougs were naknown ¥ Today, ever 6 decadies lner. de-
e the vvmlanlay of o barge pamabet of g vchophumma-
colopt speats fox the neatment of depresiaon sad oy
ehotn, ECT remiaess an unpormans wethod of treatinent 1o
pychomry This 1 decame ECT can be Mo savmg o can.
1ot veOi8al or otherwise weverely disnarbed patiess
becamie £ i of excephonal benelit 10 paneats Wi pav.
hont depresicn.” 20d Decamse & (a0 be therapesnc™ s
well as peophiytactis’ i patieans who G0 oot respond 10
HOLeprean o Mty choas Grags

Winle depresnon 15 the prumary mécanon for BCT
O treamnent vy also be wiefll for patents with severe
or dug ooty whizoptuessa™ or masa' ECT s
2lsd Been (wacommonty) wmed with varvieg degrees of
wooess S expenamental mdcations wxh as Sl
P s Geeae obsesvuvecompaluve Gnocder tar.
Gve dvipesa, pewroleptic maligrant cyndiome, sefinc.
100y epiepey. and ofier dsordens

ECT resudy o comtnal. elececencepbalogapducally
recotdable seitwre aad o pergpbeal viveally sppacest
comvulion There 1 an encnmsous body of lenntue oo
the sevetbodlopial effecn of ECT Wiale we 40 000 know
ot Cermmn whach effects medinte the therapeutd s0ns
of e wentment, we 40 know Ot ECT remnins effecnve
even of Be genpheral comulin i abalished " b ot
if De comtal serzmee 1 imlebeied © Thesefore. ofform w0
Antepire the pergher sl coovulnirn were minde »s ealy s
19407 yuccamy bodohoe modifind ECT, Dowever. was oot
descrbed wenl 1942

DISAIVANTALES OF INNODIFIED ECT

Wy wosld chsscians waee 19 moddy ECT by sbolub.
g e perphenl coovaluon® For one, the comvulucn
looks bartanc aed eacomrapes O mivth Bat ECT w2 bar
baw weammest < Mose wmporaatly, Western esearch
conducd durmg O 19405 and 15705 sugpend Dot the

coavulucn i Mmsociated wih o approxamately 0% %
A% vk of mnitiele (mwan = 7 20 4 e lmiral veets,

13
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2005: SURVEY OF ECT IN

i TEACHING HOSPITALS

Chanpattana et al, 2005

ECT available in 66 of 74 responding institutions
Brief-pulse ECT available in only 30 institutions
Unilateral ECT rare

About half the patients received unmodified ECT
EEG monitored in only 8 institutions

14
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ORIGINAL STUDY

The Safety and Efficacy of Benzodiazepine-Modified
Treatments as a Special Form of Unmodified ECT

Nilesh Shah, DPM, MDD, DNB,* Sarika Mahadeshwar, MD, T Savita Bhakta, DPM.§ Makesh Bhirud, MD.§
Praveen Fernandes, MD, || and Chintaranjan Andrade, MDY

Background: Musk reloaes rodwe maoscdodelond mordelin
with cecsocomulave therapy (FCT) bat nead 1 be admnidarad sndor
gereral ancvBienia The sdeesivntion of sncolbes i 15 ol Al oo
sbie for paticnts peescnibad ECT. Comseguantly, usiod fiod ECT is wil
widely peactoad. opecally in dnveloping cowtres

Methods We prospectively assemed muscuoshelend marbidey »
comecutng puterts who reconed urmod ficd birmpoeal BCT dunag »
pant or the whok of ther ECT course. All patcnt weore provaatod wik
® iovwvenos hmaodazepne (ally darcpam, 19 mg) » ol
wdaton, anvodyws, sod lmaad shelctal ek redauton. Antcropos-
e nd Jenad dagid voans of the tharmoedumbar qung wesy odaned
akor O et sremod Nad treasent

Results: Fftyain poterts aged 11100 49 years and with & mcan body
wass mda of 230 recenved a vl of 160 (mean, 29) smedfied
POTe Thare was sgnifcans sacraton of peychopathology ratngs

Jectrocomvulsive @erapy (ECT) Is i imponant wrestment in
psychusry becasse it cam be Itfe-:mng o catatonc, suiodal,
o otherwise severcly davarbad paticrns' h:aw of its partic-
ular efficacy mmnu with mthooc depression”’ and because
of it Senpoetict adpmph,bax potcntial i patcats who
reqond pooely to antalcpecnsant of antipey chotic drugs
Electrocomulsive therapy mduces solzure activity in thc
henis this centrl seuee is cnmcal 10 s herapeuie actions.”
Ehctrocomwlsive therapy is also associated with comulsive
mevemants of the body; Bis penpheral mmm is aosthetically
usplcasant aed (rredevast o thenpouss” '’ The periphersd
siare, m Bet, was repontad 1o be associated with a 200 w 40%
risk of sebclinical comprossion fractures of vertebeal bodies'* '
md wih nsks uch as dislocaton of joints, muscle Bber o
hgament lears, candan: arrhythasias, aspiration of socrctons ok
the resniratory eract. Bessorrhaee of varions sites. and anvietv.'*

15
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COMMENTARY

Variations on a Theme of Unmodified
Electroconvulsive Therapy

Science or Heresy?

Chittaranjan Andrade, MD

ECT 20000 1011

Inuzull.pm study of 40 consecutve pationts who eoenved a course of 6 wmmoddiod ¢l
woconyvulsyve (ECT) treotments, moatine radiokogical assesssnents idensifiod oaly 1 patient 10
have evperienced 3 (minoe, wbcBnical) verichenl Sacture.’ In anofher small, prospective study of $6
comsecutive pationts who recesved a mean of 2.9 unmodified ECTs as part of ther ECT course, routne
dpml adobgical sscwments demormimiod that no paticst cxpereacad asy spenal compicaton.”
These finfings coetast shaply with hstoncal dats of & 2P w0 40° nsk of doesal spane vencbed
body compeessicn Factares with unmeodified BCT."* Many potiont- and procodure-rebted masons
were proposed foe the apparent safety of wnmodified ECT in these 2 secent sudies’ = sl frame, and
hooce lossar viokenoe of musoulr contmction; youth, and henco an absonce of rek of ostooporosis
ad physical resrints, nd henoe bossar viger of mescular movoments,

Two ofher reasons were a0 proposed * One was that & lower dlecerical charge predigposes o a
boss vigorows comvuluon, and the other wis that promoedication with s stzivenows benvodiwepne
results 8 muscle relavason that mimics periphenal sarere modfication. Ia & sones of it expens
meats oo the selaure effects of differcasly constmated ECT sl we found thae sumulus charge
but no ofer stimulus variable significanty pralictad B nsk of spiml Factuce with usmaddicod

16
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2010: UNMODIFIED ECT:

i PROSPECTIVE REPLICATION

Shah et al, 2010

Prospective, observational study of 56 consecutive
patients who received an average of 2.9
benzodiazepine-modified ECTs

X-Rays obtained routinely after ECT
2 cases with old spinal fractures
No fracture during the current course

17
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"™ NEW INDIAN MENTAL HEALTH

i ACT

= Proposed changes included prohibition of
unmodified ECT and ECT is children and

adolescents.

= Resulted in the development of a position
statement and guideline on unmodified ECT.

= Ratified by:
= Indian Psychiatric Society
» Indian Association of Biological Psychiatry
= Indian Association of Private Psychiatry
= Andrade et al, 2012

18



Position statement and guidelines on unmodified electroconvulsive therapy

‘ Chittaranjan Andrade, N. Shah, P. Tharvan, M. S. Reddy, M. Thirumavokarasu, R. A. Kallivavalil,
R. Nagpal, N. K. Bohra, A. Sharma, E. Mohandas
Induxn Assocsanos of Private Pyyclusery Tank Foree ca ECT, India

Backgremnd: In modern day psvchuatie practice, it is assumed as 2 matter of fact that when electiocomuluave therapy
(ECT) 1s admunistered, 22 wall be adnuacsviered under xoesthesia and with succinylcholine (oe sts equivalent) modificanon.
Yet, as varveys mdicate, there 15 conuderable practice of uamodified ECT m developing countnies and. to 3 small extent,
w0 the developed world as well

Materials and Methods: Thiy document exammoes lustoncal and recent literature on the geograplucal practice,
phiysiology. efficacy, and adverse effeces of unmodified ECT. Parncular anention 15 pasd 10 muosculoskeleeal nsks.
Results: Although almost all the reseasch s of poor methodologcal guality, theye 1 & good reason 10 accept that
unmodified ECT w assoczated with a wide range of adverse comsequences. umportant among whach are nussculoskeletal
comphicancas, pre-ECT amcety. and post-ECT confisscns However, st appears from recent data that these nsks are
not as lacpe as Bevtoncally portraved Posubly explamations are vuggested. with seinse modificatson uang parenteral
benzodiazepanes s a special possabilicy.

Conclusions: Under excepticaal e cammvtances, W ECT n strongly indicated and sexnure modification with waccan ke holuse
s not feassble, uomnodified ECT, especially benzodsazepine-modified ECT, may be a viable optson. A detaaled set of

recomunendations for such use of unnmodified ECT i proposed alomg with secessasy checks and balances. Thas documess
hat hewn anrronwd b the Indon Porrhatrnie Soviser  the Indan Acavaton of Ricdoawal Pavhstry and the Tndian

19
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" POSITION STATEMENT ON
‘L UNMODIFIED ECT

Chittaranjan Andrade, MD
Professor in Psychopharmacology

National Institute of Mental Health and Neurosciences
Bangalore, India

20
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i PRELIMINARY COMMENTS

= Medicolegal and statutory
seriousness of the subject

= How this document was
prepared

=« Literature sourced in original
and read completely

21
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i SECTIONS: 1

s Mission

s Definitions:

= Muscle relaxants, anesthesia, unmodified ECT, modified
ECT

= Note on the introduction of modified ECT
= Note on the range of seizure modification with scoline

= The practices of unmodified ECT across the world
= India

= Other parts of the world, including the West
= Reasons for continued practice

22
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SECTIONS: 2

= Current guidance regarding unmodified ECT
= Viewpoints
= Guidelines (APA, RCP, India)
= WHO, WPA
=« Legal

= Critique of data

= Clinically relevant physiology of unmodified ECT
= Seizure threshold
= Hemodynamics
= Vigor of convulsion and modulators thereof [etc.]

23
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‘_h SECTIONS: 3

= Disadvantages and risks of unmodified ECT

Pre-ECT anxiety

Bleeding from various sites

Dental complications

Injuries to muscles, ligaments, joints, long bones
Backache and vertebral fracture complications
Post-ictal confusion

Aesthetics

(Cognitive impairment and other complications, including
death)

24
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‘_h SECTIONS: 4

» Vertebral complications of unmodified ECT
= Evaluations of literature
= Examination of individual studies
= Modulators of risk
= Clinical implications of fractures
» Possible benefits of unmodified ECT
= Risks with anesthesia
= Risks with succinylcholine
= Greater efficacy??

STl <X

25
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i SECTIONS: 2

s Putting unmodified ECT in perspective
= Comparisons with other medical/surgical procedures
= Issues related to infrastructure and emergencies

= Summary

= RECOMMENDATIONS

= Examples of circumstances in which the administration
of unmodified ECT may be considered reasonable

s References

26
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‘L DEFINITIONS (excerpts)

s Unmodified ECT is the administration of ECT
without a muscle relaxant.

= Administration of anesthesia without muscle relaxation
is not modified ECT.

» Comment:

»« Modified ECT ranges along a continuum of partially to
fully modified treatment.

27
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i GEOGRAPHICAL PREVALENCE

= Unmodified ECT has been reported from:
= Nigeria, Uganda, Malawi
= UK, France, Spain, Russia
= Japan, Turkey, China, Thailand, India

= In one year during 2001-2003, 129,906
unmodified ECTs were administered to 22,194
(56%) patients at 141 (55%) instititutions in 14

(610/0) of 23 countries in Asia (Chanpattana et al, J ECT
2010).

= No epidemiological sequelae

28
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i PREVALENCE IN INDIA

= In 1991-92, only 44% of ECT practitioners

invariably admlnlstered modified ECT (Andrade et al,
1JP 1993).

= In 2001-02, only 44 (67%) of 66 teaching
hospitals offering ECT administered modified
treatments. An estimated 10, 324 (52%) patients

received 52,450 unmodified ECT at 33 institutions
(Chanpattana et al, J ECT 2005).

= No epidemiological sequelae

29



Chittaranjan
Andrade

REASONS FOR CONTINUED
iPRACTICE OF UNMODIFIED ECT: 1

= Lack of anesthesiological support
= Absence of infrastructure and funding
= No qualified anesthesiologists
= Anesthesiologists monopolized by surgeons
« ECT insufficiently remunerative to anesthesiologists

= Urgent need for ECT
= And lack of time for anesthesiological clearance

30
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REASONS FOR CONTINUED

ﬁPRACTICE OF UNMODIFIED ECT: 2

(contd.)

Contraindications for anesthesia
Contraindications for succinylcholine

Lack of accessible veins for i.v. injection
Unaffordability of anesthesiological support

Many or all of the above may constitute
justifications for unmodified ECT in special
circumstances described later in this document.

31
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"™ CURRENT GUIDANCE ON
i UNMODIFIED ECT

= APA (2001), RCP (2005) guidelines on ECT:
Modified ECT the de facto norm.

= WPA (2004): Unmodified ECT in exceptional
circumstances, only (based on Andrade et al, 2003).

= WHO (2005): The practice of unmodified ECT
should be stopped.

= High Court of Bombay at Goa (1998): No
strictures placed on unmodified ECT

32
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GENERAL COMMENTS ON
i UNMODIFIED ECT DATA

= Much of the data is historical
= Much of the data was unsystematically collected
= Very little data from comparative studies

= We do not know to what extent the issues
attributed to unmodified ECT are actually due to

= Nonspecific consequences of ECT rather than the lack of
modification.

= Consequences of the unmodified ECT environment

33
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" PHYSIOLOGY OF UNMODIFIED

i ECT

= More vigorous, longer lasting convulsion
= Intensity dependent on the ECT stimulus dose

= Lower seizure threshold
=« Implications for stimulus dosing.

= Less peripheral pooling of blood
= Possibly higher/more sustained blood pressure surge

= Decreased oxygen saturation during the seizure
= No biochemical evidence of tissue damage

34
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i RISKS WITH UNMODIFIED ECT

s [Ncreasec
s [Ncreasec
s [NCreasec

m Increasecd
= Principa

s INCreasec

pre-treatment anxiety

ris
risS
ris

K of bleeding from various sites?
K of dental complications?

K of musculoskeletal complications

ly spinal fractures

risk of post-ictal confusion

= Visually unaesthetic

= (No data on cognitive adverse effects, death etc.)

35
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T MUSCULOSKELETAL COMPLICATIONS:
i Historical literature

= There is a 20%-40% risk of spinal fractures with
unmodified ECT
= Risk more in young, old
= Thoracic spine D4-D6 most commonly affected
= Compression fractures most common
= Mostly occur early during the course
» Usual symptom is backache but may be asymptomatic

= No long term sequelae

= Lingley and Robbins (1947), Meschan et al (1950), Dewald et al
(1954),

36



Historical literature: Absence of
i musculoskeletal risk

= Caplan (1946) described the administration of
1183 unmodified ECTs across 3-17 months to 25
patients. Routine X-Rays obtained before and

after ECT identified no case of vertebral fracture.

37
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‘L RECENT STUDIES

= Tharyan et al (1993)
= Andrade et al (2000)
= Shah et al (2010)

38
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POSSIBLE FACTORS
‘_L PROTECTING AGAINST INJURY

= Young age (no osteoporosis)
= Slim frame (less muscle mass)
= Lower electrical dose

= Physical restraints

= Benzodiazepine modification

39
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"™ UNMODIFIED ECTs:
i THEORETICAL BENEFITS

= NO anesthesia-related adverse effects and risks

= No succinylcholine-related adverse effects and
risks

= ? Higher efficacy associated with higher
electrical doses relative to the seizure threshold

40
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PUTTING UNMODIFIED ECT
‘L INTO PERSPECTIVE: 1

= Visually unaesthetic appearance:

« Cardioversion, cesearean section, orthopedic procedures
etc are also visually unaesthetic.

s Seeming dangerousness:

= Open-heart surgery, neurosurgery, orthopedic surgery
and other procedures can leave patients with well-
defined, permanent vulnerabilities.

41



Chittaranjan
Andrade

PUTTING UNMODIFIED ECT
i INTO PERSPECTIVE: 2

s Medical parallel: The use of suboptimal medical
and surgical practice

= In emergencies

= In circumstances in which training and infrastructure do
not permit the ideal.

= Whereas suboptimal practice is undesirable, it has

long been recognized that there are circumstances

in which suboptimal practice is better than no
intervention.
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i SUMMARY

= Unmodified ECT is associated wit

h greater clinically-

relevant risks than modified ECT. The most important risks

are musculoskeletal in nature.

= Unmodified ECT is widely practised in the developing world,

and it is unlikely that this practice

will soon stop.

= Two small prospective studies with a pooled sample size of
106 patients suggest that benzodiazepine-modified ECT

carries far lower risks of orthoped
morbidity than the risks describec

ic and general medical
in the historical studies.

= Epidemiological and longitudinal ¢
unmodified ECT is dangerous.

ata do not indicate that
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i RECOMMENDATIONS: A

s Basec
s Basec

s Basec

on literature
on prudence
ONn Cconsensus
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i RECOMMENDATIONS: B

= Medical parallel: The use of suboptimal medical
and surgical practice

= In emergencies

= In circumstances in which training and infrastructure
do not permit the ideal.

= Whereas suboptimal practice is undesirable, it

has long been recognized that there are

circumstances in which suboptimal practice is
better than no intervention.
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i RECOMMENDATIONS: C

= Some recommendations may seem impossible to
comply with
« E.g. Obtaining a second opinion
= E.g. Obtaining a dental opinion in patients at risk

= E.g. Obtaining X-Rays before and after the ECT course
in emergency settings or settings where the
infrastructure does not exist.
= These recommendations are nonetheless made to
represent the ideal, not the mandatory.
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‘L RECOMMENDATIONS: 1-2

= 1. Unmodified ECT should not be practised as a
routine form of treatment.

= 2. Unmodified ECT should be administered only on
a case by case basis
= When ECT is strongly indicated
= When the benefit clearly outweighs the risks
= Document indication and the risk-benefit analysis
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i RECOMMENDATIONS: 3-4

= 3. Wherever possible, the strong indication for ECT
should be confirmed by a second psychiatrist. If

this

cannot be done, the reasons should be

documented.
= 4. In conducting the risk-benefit analysis referred

to a
adu
adu

ove, it should be kept in mind that young
ts, male patients, muscular patients, old

ts, and those at risk of osteoporosis may be at

an increased risk of spinal fractures with
unmodified ECT.
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i RECOMMENDATIONS: 5-6

= 5. Care should be taken to consider excluding
patients at special risk.

= E.g. patients with musculoskeletal disorders or
uncontrolled hypertension.

= 6. Legally-valid informed consent for ECT should
include a case-specific paragraph on the risk-
benefit analysis of unmodified ECT.

= The consent form should also specify how many
unmodified ECTs are likely to be administered.

« If this number is exceeded, the patients should be re-
consented for the additional treatments.
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i RECOMMENDATIONS: 7-9

= /. Ideally, a dental opinion should be obtained
before unmodified ECT.

= 8. Ideally, anteroposterior and lateral radiological
views of the thoracolumbar spine should be
obtained before unmodified ECT to assist in the
interpretation of X-Rays that might later be

indicated.

= 9. Verbal reassurance and support should be
provided to reduce pre-ECT anxiety; if required, an
oral anxiolytic can be administered, 1-3 h before
ECT.
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i RECOMMENDATIONS: 10

= 10. Although there is no RCT evidence in support,
it could be prudent to administer diazepam 10 mg
intravenously about 2-3 minutes before
unmodified ECT
= T0 reduce acute anxiety
= To induce somnolence

= To reduce awareness of anxiogenic parts of the
procedure

= 10 effect limited skeletal muscle relaxation
= To reduce the risk of post-ECT confusion.
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i RECOMMENDATION: 11

= Second-line alternatives to i.v. diazepam:
= Oral diazepam, 1-2 h earlier
= Oral/parenteral midazolam
= Sedating but nonanesthetic dose of short-acting
anesthetic agents

= Indication and use depend on local circumstances
and contraindications
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i RECOMMENDATION: 12-13

= 12. Use appropriate mouth guards and mandible
support to minimize dental risks during the tonic-
clonic phase of the unmodified seizure.

= 13. Use belt, sheet, and/or manual restraints to
minimize limb and trunk movements, and hence
the violence of the convulsion. The restraints
should be applied over the upper body and arms,
the hips and forearms, and the knees.
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i RECOMMENDATION: 14-16

= 14. No data available on unilateral vs bilateral ECT;
prefer bilateral if an emergency and if BDZP-
modified.

= 15. Ventilate with 100% oxygen using a face mask.

= 16. Avoid subconvulsive stimulation but also avoid
conventional doses which may be suprathreshold.

= Suprathreshold doses increase the risk of fractures, post-
ictal confusion, cognitive impairment

= However, when BDZP are administered, conventional
doses will be necessary.
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i RECOMMENDATION: 17

= 17. After each unmodified ECT, patients should be
clinically assessed, investigated, and managed,
wherever indicated, for adverse outcomes.

= Especial attention needs to be paid to possible postictal
confusion, conjunctival bleeding, oral bleeding, loosening
of teeth, backache, spinal tenderness, or other
musculoskeletal problems.

= Document assessments even if negative.

= Re-evaluation and re-document the risk-benefit ratio as
necessary, before continuing with unmodified ECT
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i RECOMMENDATION: 18

= 18. The experience of each treatment should
guide the practice of the next.
=« For example, if monitoring discovers an unacceptably
high surge in systolic blood pressure during ECT, oral

metaprolol or amlodipine, or other suitable
interventions, may be administered about 2 h before

subsequent ECTs.
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i RECOMMENDATION: 19-20

= 19. Ideally, at the conclusion of the ECT course,
anteroposterior and lateral X-Rays of the
thoracolumbar spine should once again be
obtained to check for skeletal complications.

s 20. At the conclusion of the unmodified ECT

course, the risk-benefit experience with
unmodified ECT should be carefully documented.
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‘L RECOMMENDATION: 21

= 21. At the conclusion of the series of unmodified
ECT, patients should be continued on maintenance
pharmacotherapy or maintenance ECT, as they
might have, had they received a course of modified
ECT.

= In this as in all regards not addressed above, the
practice of unmodified ECT should ideally be the
same as that with modified ECT
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citaranian Fxamples of circumstances in which
i the use of unmodified ECT may be

considered reasonable: 1

= A clinical emergency indicating ECT (e.g. major
depression with strong suicidality; medically
uncontrolled violence in mania or schizophrenia) and
any of the following:
= a) Unavailability or unaffordability of facilities for anesthesia
= b) No time/opportunity for anesthesiological attendance or clearance
= C) Absence of fitness for anesthesia as judged by an anesthesiologist

= d) Contradindication for the administration of succinylcholine
(e.g. burn injuries, organophosphorus poisoning,
pseudocholinesterase deficiency) and unavailability of facilities for
administering nondepolarizing muscle relaxants.
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citaranian Fxamples of circumstances in which
the use of unmodified ECT may be
i considered reasonable: 2

= A non-emergency in which ECT is strongly indicated (e.g.
severe depression, mania, or schizophrenia; psychotic
depression, severe catatonia; refractory psychiatric illness;
maintenance ECT associated with refractory illness)
combined with (a) or (b) below.

= There should also be strong reasons to believe that ECT
would offer benefits far greater than those possible with
medications, and that the delay in or denial of ECT would
harm the patients and/or family.

= a) Unavailability or unaffordability of facilities for modified
1ICEC'I] in the treating clinician's facility or in nearby psychiatric
acilities .

= b) Absence of fithess for anesthesia or contradindication for
the administration of succinylcholine.

60



Chittaranjan
Andrade

CURRENT STATUS: 1

= ECT is widely available in certain pockets.
« E.g. Maharashtra, Gujarat, Karnataka

= ECT is virtually unavailable in certain pockets.

« E.g. Kerala, West Bengal

= Pockets of obsolescence persist.

= Sine wave ECT
= Unmodified ECT

= Bilateral ECT is almost universal.
= M-ECT is rare.
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i CURRENT STATUS: 2

= Reasons for decreasing trends in the use of ECT:
= More psychopharmacological options
= Shift to office-based practice
=« Unavailability of anesthesiologists
= Increased costs
= Education and public attitudes
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i FUTURE PLANS

= Development of:

= Situation-specific standard operating procedures for
ECT

= Position statement and guideline on ECT for children
and adolescents

= Privileging for ECT
= On-site audits
= Formation of a national society??
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= That’ s it, folks;
thanks for listening!
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