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1 Introduction
1.1

Purpose of policy
Sussex Partnership NHS Foundation Trust (the Trust) is committed to the safe and
effective administration of Electroconvulsive Therapy (ECT). Contained within this
principle are the following aims:
•
•
•

To establish a standardised approach to delivering ECT within the Trust which is
compliant with the standards set by the Electro-Convulsive Therapy Accreditation
Service (ECTAS) and operates within the legal parameters associated with ECT.
To support service users and carers in their decision making regarding ECT and
during the treatment process.
To promote understanding of the use of ECT amongst clinicians within the Trust

As certain details may vary between each ECT clinic, please see local ECT protocols for
arrangements such as named personnel, start times, location of clinics, outpatient
arrangements, contacts for advice etc.
1.2

Definitions
Electro-Convulsive Therapy – commonly abbreviated to ECT - is a well-established
treatment that has been used in mental health practice for over 50 years. It involves the
passing of an electrical stimulus across the brain creating a controlled seizure. This
results in promoting symptomatic relief from a range of psychiatric diagnoses, especially
severe treatment resistive depressive illnesses, psychotic depression and catatonia
associated with depression.

1.3

Scope of policy
This policy is intended for use in all areas of the Trust where ECT treatment is
administered. This policy is relevant to all professional disciplines who are involved in
the administration of ECT treatments. In addition, individual ECT clinics will have local
protocols relating to referral process, start times, personnel etc.

1.4

Principles
The principle is to ensure that ECT is administered safely and is accessible to
individuals who may benefit from ECT treatment. It must be patient centred,
demonstrated by the flexible delivery of ECT treatment to individuals on an inpatient or
outpatient basis. ECT is a treatment option that should be available for individuals when
there has been limited or negligible response to other treatment or interventions, or
when their illness threatens life, by way of severe self-neglect or suicidal intent.

2 Policy Statement
Policy compliance will ensure that the standard of administration of ECT is both safe
and compliant with the standards required by ECTAS. All professional disciplines
involved in the administration of ECT treatments must ensure that their skills and
knowledge base are kept up to date.

3 Duties
3.1

Duties of the Trust-wide ECT Lead Manager
The Trust ECT Lead manager has responsibility for strategic oversight and
development, maintenance and financial acuity of the ECT service. He/she has
responsibility for ensuring that all ECT clinics within the Trust are accredited by ECTAS
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and that feedback is provided to the Trust Board. In addition, he/she will ensure that
local audits take place annually to ensure ongoing high standards of practice. He/she
will ensure that all clinic staff have access to the required training to maintain their
required competencies, through a designated training budget for ECT.
3.2

Duties of the Trust Wide ECT Forum
The group consists of Managers, Consultant Psychiatrists (Local ECT Leads), Lead
Consultant Anaesthetists, Modern Matrons and ECT Nurse Coordinators from the Trust.
•
•
•
•

Co-ordinate and monitor the implementation of NICE guidelines and ECTAS
standards relating to the provision of ECT.
Ensure professional standards are met.
Disseminate good practice and learning that result from audit and effectiveness
projects relating to ECT.
Ensure all staff are involved with National and local networks relating to ECT.

Reporting:
The group reports to the Practice and Cost Effectiveness Domain.
3.3

Duties of the ECT Consultant Leads.
• To deliver a high quality ECT service. To develop and coordinate local services in
collaboration with all key directorates, principally WAMHS and OPMHS and ensure
compliance with policy, within the local area.
• To collaborate with the Governance Support Team in auditing practice in respect
of ECT.
• To develop local protocols at their designated site, in line with ECTAS standards
(see appendices), including information for service users and carers
• To provide liaison, advise and regular training of senior psychiatric colleagues and
referrers to the clinic.
• To provide training to all local trainees on the safe and effective use of ECT. (GP
trainees will require introduction to theory and practice, Psychiatric trainees should
attain full competencies as set by Royal College of Psychiatrists – see appendix)
• To ensure maintenance of competencies of ECT Lead Consultant as set by Royal
College of Psychiatrists, through regular attendance at College training days (see
appendix)
• To participate in the ECT Trust-wide Forum as required, ensuring that any relevant
issues are reported to the ECT Lead Manager.

3.4 Duties of Nurse Co-ordinator
The Nurse co-ordinator is responsible for the smooth running of the ECT clinic on a day to
day basis. This includes;
- Booking in patients in advance and liaising with wards about preparation of the
patient.
- Timing the arrival of patients to the unit to ensure waiting is kept to a minimum
- Ordering and stocking of drugs and equipment
- Checking equipment before each session and regular maintenance of equipment
- Pre-treatment check of physical status and documentation as per ECT Care
Pathway/Treatment Pack
- Keeping detailed records of treatments in order to facilitate regular audit, including
provision of data to ECTAS team
- Maintaining competencies through regular training and attendance at Royal College of
Psychiatrists events/ECTAS nurse training and NALNECT events.
- Maintaining ILS training
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-

Liaising with the anaesthetic team with regards to clinic times/closures/emergency
treatment/patient numbers

4 Procedure
4.1

Consent for ECT
Before ECT is given, the doctor in charge of the patient’s treatment (the Responsible
Clinician/Consultant Psychiatrist or Deputy) should assess the patient’s capacity to
consent. The current legal test of capacity holds that an adult has capacity to consent
(or refuse consent) to medical treatment if he or she can:
• Understand the information given to them in an appropriate format
• Retain the information long enough to be able to make a decision
• Weigh that information available to make the decision
• Communicate their decision
(Please note that for children, special safeguards apply. See 4.16)
When providing the information the doctor must ensure that the individual can:
• Understand what the medical treatment is, including ECT and the anaesthetic
given, its purpose and nature and why it is being proposed.
• Understand its principal benefits, risk and alternatives.
• Understand in broad terms what will be the consequences of not receiving the
proposed treatment.
• Retain the information for long enough to make an effective decision.
• Make a free choice, free from pressure.
• Communicate their decision by any means possible
Every patient should be given written information in the form of the local Patient
Information Leaflet (translated into an appropriate format or language where necessary).
Relatives may also need to be included in the process, especially if the patient is
severely unwell and has problems concentrating or retaining information. It is important
to ensure that patients understand that their consent can be withdrawn at any time
despite the consent form having been signed. Patients should be made aware of how to
tell staff of their change of mind. The continuation of consent during the course should
be verbally checked before each treatment and the outcome recorded.
The patient usually consents to an agreed number of treatments, such as twelve
treatments. Further treatments beyond this would require another written consent from
the patient.
For patients detained under the Mental Health Act or subject to supervised Community
Treatment, and for those aged under 18, the Sussex Partnership Procedure ‘Mental
Health Act 1983 part 4 Section 58 and Section 58a and part 4a Supervised Community
Treatment – Treatment requiring consent and / or a second opinion’ should be read in
conjunction with this policy. The Trust’s policy on the Mental Capacity Act should be
consulted with regard to patients lacking capacity to make decisions regarding receiving
ECT.

4.2

ECT without Consent
(Also see Trust Policy on Capacity and Consent to Treatment)
There are three situations in which consent may not have been obtained.
•

The patient has the capacity but chooses not to consent.
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•
•

The patient lacks the capacity to consent and is refusing treatment.
The patient lacks capacity, but does not actively refuse treatment. This includes
the moribund/emergency patient.

a) The patient has capacity but chooses not to consent:
In this situation if the patient has capacity to refuse, ECT cannot be given. This includes
those detained under the Mental Health Act or subject to Supervised Community
Treatment (SCT). (Ref. MHA Code of Practice) For those under 18 years of age, special
rules apply (see Section 4.16).
b) Patients who lack capacity and refuse treatment:
In this circumstance, a patient says no but is sufficiently mentally ill to prevent a proper
understanding of what is being proposed and why. In these situations it is usually
appropriate to use the Mental Health Act, where all of the necessary criteria are met.
When emergency or urgent treatment is required, ECT may be given under Section 62 of
the Mental Health Act and following this the Care Quality Commission will appoint a
medical practitioner (SOAD) to assess the detained patient and consider authorising a
plan for ECT treatment.
Medical practitioners appointed by the Care Quality Commission can usually attend
promptly and repeated use of Section 62 will not ideally be required.
IMPORTANT! Once patient regains capacity to consent, ECT can only continue if patient
consents and signs the necessary ECT Consent documents (regardless of MHA status).
c) The patient lacks capacity, but does not actively refuse treatment:
In this situation the patient is sufficiently cognitively impaired to prevent a proper
understanding of what is being proposed and why, but does not indicate any
unwillingness or refusal to accept treatment, including unconscious/catatonic patients.
The first thing to consider when patients lack capacity is whether or not it is possible to
treat the patient to enable him/her to regain capacity and then make an informed choice.
If the patient does not regain capacity, a ‘best interest’ decision will be needed. In
reaching this decision, the responsible clinician in conjunction with the clinical team
responsible for treating the patient should consider:
•

The views of the patient when they had capacity.

•

Any advanced decisions to treatment and LPA which may be in place.

•

The views of the patient’s next of kin/carers.

•

The view of the named Deputy for patients subject to the Court of Protection.

•

The views of the Office of the Public Guardian and the Public Guardian if appointed.

•

The views of the Independent Mental Capacity Advocate.

•

Gaining a second opinion from a colleague.

If ECT is still indicated following a documented ’best interests’ assessment, it is possible
to administer ECT under the Mental Capacity Act. However, if any form of refusal or
reluctance is present (which may fluctuate), then it is advisable to apply the MHA.
The patient’s capacity to give informed consent should be assessed following each ECT
treatment and should capacity return, the patient will be supported in making an informed
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decision about the continuation of ECT, before the next treatment. If capacity has been
regained, a signed ECT Consent Form is necessary.
4.3

Preparation of Patient prior to ECT
It is essential that each patient is prepared fully before ECT in order that the procedure is
safe, the risks kept to a minimum and patients’ concerns alleviated as much as possible.
Every part of the ECT preparation documentation must be completed in full by the doctor.
(Pre-treatment documents on Carenotes. Please contact ECT nurse for further
clarification)
If any abnormalities are found on physical examination, investigations or anaesthetic
history, these should be discussed prior to the treatment with the anaesthetist involved in
ECT. (See local protocol for details of anaesthetic contacts)
The responsible practitioner should consider temporarily withholding or reducing the dose
of any medication that may interfere with the seizure threshold; also those that may pose
particular risks with regards to toxicity. If there is doubt regarding medication treatment,
this should be discussed with a medical member of the ECT team and /or with the
pharmacist.
A maximum of two ECT treatments should be prescribed at any one time. This is so that
the clinical status and side effects can be monitored at weekly intervals before deciding to
continue with further treatments.
Patients should be ‘nil by mouth’ for at least six hours prior to treatment apart from small
sips of water to allow essential medications to be taken. (See local protocol for further
details of anaesthetic policy)

4.4

Practical Arrangements
Responsibility for transport and for informing the ECT Co-ordinator of any changes lies
with the Ward Team (or the Team Secretaries in the case of Outpatients).
Before arranging transport, the patient should be scheduled in to the ECT clinic by liaising
with the ECT nurse co-ordinator. (Please see local guidelines on specific transport
requirements)
A qualified registered nurse will accompany inpatients. This nurse should be known to the
patient, well informed regarding ECT and updated annually in basic life-support skills. The
nurse escort should also be fully aware of the legal status of the patient and should
ensure that all necessary documents are available for the ECT team.
The decision to use increased numbers of escorts rests with the referring clinical team, for
example when transporting patients with disability or with high levels of distress.
Patients receiving ECT as outpatients should be accompanied by a carer / family
member. This carer / family member should be made aware of all the implications of ECT
treatment by the referring clinical team, and should be supplied with contact details of the
ECT team. They should be given all necessary information on their responsibilities and
who to contact in an emergency. (See appendix- Outpatient ECT Policy)
Once in the ECT suite, the escorting nurse may be asked to assist the ECT team by
doing pre-anaesthetic observations and helping with mobilising the patient.
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Following recovery, the decision about fitness to return to the ward or to home rests with
the anaesthetist, in conjunction with recovery staff and/or ECT co-ordinator.
4.5

Environmental and staffing considerations
ECT should only be administered in an area specified for its use.
In exceptional circumstances, e.g. when a patient is too ill to travel to the ECT suite, the
treatment may be given in another area (such as within operating theatres) provided that
all ECTAS Level 1 Standards can be met and Anaesthetic Standards are also met. Once
the patient is well enough to travel to the designated ECT suite, transport and escort
should be arranged as normal.
The Treatment area is equipped with oxygen, suction, defibrillator, ECG monitor, NIBP
(non invasive blood pressure monitoring), pulse-oximeter, capnograph and the necessary
anaesthetic equipment. The area is also equipped with tipping trolleys which have
collapsible safety side rails and brakes.
The recovery area is specifically designed and also equipped with oxygen, suction, NIBP
and pulse-oximetry. It is essential that the recovery area is accessible to the treatment
area so that medical assistance can be summoned in an emergency.
There is a second ambulant recovery area which contains comfortable seating and
refreshment facilities. (See ECTAS standards for detailed requirements)
Medical Staff in the treatment room should consist of an Anaesthetist and a Psychiatrist
trained in ECT administration. In addition there should be a trained Operating
Department Practitioner and/or Anaesthetic Nurse plus a trained Mental Health Nurse
(usually the ECT Co-ordinator). Recovery staff must be fully trained in care of the
unconscious patent. In the case of Registered Nurses (Mental Health) carrying out this
role, regular training and updating from general theatre staff is essential, as is Advanced
Life Support training.
The following medications are kept in the treatment area:
A variety of induction agents, muscle relaxants and emergency medications needed to
treat any other unwanted autonomic, cardiovascular, respiratory or neurological effects.
This list must be agreed with local anaesthetic department. Dantrolene and sterile water
must be available within five minutes of the ECT clinic.
The Operating Department Practitioner is responsible for checking the anaesthetic
equipment and medication supplies
The ECT machine should be capable of delivering a wide range of doses and have
integral EEG monitoring facilities.
The ECT nurse/coordinator is responsible for checking that the ECT machine is kept
maintained and serviced as per manufacturers guidelines and is responsible for ordering
medications and ensuring the ECT rooms are kept clean and safe from risks.
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4.6

Practical administration of ECT including stimulus dosing technique
Once the patient arrives in the ECT suite, the pre-operative checklist is completed by the
nurse who also ensures that the patient empties their bladder, removes jewellery and
prosthesis and places objects in a safe place. If religious symbols or jewellery are worn, it
may be possible to allow the patient to wear these throughout the process, providing they
do not interfere with safe treatment.
All ECT documentation is checked by the ECT nurse and discussed with medical staff as
necessary.
The patient is asked if they are still wishing to consent to treatment and the appropriate
section of the consent form is completed (usually by the ECT nurse/coordinator).
The patient is escorted from the waiting area to the treatment room and introduced to the
treatment team. Once on the trolley, shoes are removed as are spectacles and false
teeth, just prior to anaesthetic induction.
Before induction the anaesthetist explains the procedure then inserts a cannula for the
administration of short acting anaesthetic and muscle relaxant. The Anaesthetist will
make the decision regarding anaesthetic agents on the grounds of clinical status and
after discussion with the Psychiatrist, bearing in mind that some medications may
increase seizure threshold significantly.
The Psychiatrist (either Consultant/Associate Specialist or medical trainee under
supervision) checks the clinical records and essential documents and then determines
the dose of electricity to be administered. The stimulus dose titration method is employed
as follows;
If the treatment is taking place in the middle of a course of ECT, the previous record will
give a guide as to the dose required (the dose should be around 1.5 x the seizure
threshold in bilateral ECT and at least 4-5 x the threshold in unilateral ECT). However if
this is the first treatment the seizure threshold will need to be determined by the treating
team, through dose titration. Many factors can affect the dose required, such as age,
dehydration and medication. (See appendix- Dose Titration schedule)
If given stimulus fails to induce seizure, the electrical dose is increased to the next level
until an adequate seizure is produced. The aim is to produce a seizure lasting between
15-50 seconds, recorded by EEG (or 10-40 seconds on motor seizure observation).
However, some patients recover with short seizures, so clinical improvement / side
effects / post-ictal suppression index and EEG appearance should all be taken into
account. (The induction agent Propofol is likely to reduce seizure length significantly.)

4.7

Management of Failed or Inadequate Seizures
If patient fails to have a seizure or has too short a seizure:
•
•
•
•
•

The patient is ventilated with oxygen.
The machine is reset at the next highest level (according to dosing schedule)
In the case of a missed or failed seizure wait for 30 seconds (to allow for possible
delayed seizure before the patient is re-stimulated).
In the event of a partial or aborted seizure then wait for 60 seconds before
continuing, (refractory period) but only with agreement from the anaesthetist.
Up to three stimuli may be given per session but the anaesthetist may wish to give
more induction agent.
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•

4.8

After the clinic, the ECT treating team review the factors which may have
contributed to a raised threshold, incorporating ECT handbook guidance.
Management of prolonged seizures

A seizure lasting two minutes or more should always be terminated by the use of an
appropriate anticonvulsant agent. EEG monitoring is particularly useful in these
situations. Once the seizure has been terminated, factors which may have reduced the
seizure threshold should then be reviewed.
4.9

Documentation of treatment
After a treatment has finished, the Psychiatrist documents the machine settings, the dose
delivered and the type and length of seizure, then recommends the dose settings for next
treatment and signs treatment document. The Anaesthetist records the name and
dosage of the induction agent and muscle relaxant used, the vital observations recorded
by monitoring equipment, and any adverse events noted - preferably on a form identical
or similar to the standard surgical anaesthetic form.

4.10 Monitoring of patients between ECT treatments
During a course of ECT it is the responsibility of the referring clinical team to monitor the
effects of the treatment on their patient at least once weekly. This should be recorded in
the clinical notes and on the ECT prescription sheet, and should include the clinical
status/symptomatic response and any cognitive side effects.
There should be a record of subjective memory problems and an objective measure of
orientation and memory. It is good practice to ask specifically for any personal or
autobiographical memory loss. Any problems should be communicated to the ECT team
and any changes in medication should also be communicated before the next treatment.
This is essential as it may require changes in the stimulus dosing/ or change in the
electrode placement.
4.11 Discontinuation of ECT
Courses of ECT vary in length according to the response. Some patients need more
treatments for a full recovery, some need less. It is important to remember that more than
twelve treatments require renewed patient consent and recording. It is the responsibility
of the Responsible Clinician (or Deputy) to decide when the ECT course finishes and at
that point the care plan should be reviewed. There is no evidence to suggest that giving
extra treatments once the patient has recovered has any impact on the length of
remission.
4.12 Continuation / maintenance ECT
Occasionally a patient may require a prolonged course of ECT if maintenance medication
or other forms of treatment fail. In this situation the intervals between ECT treatments
may be gradually increased to reduce unwanted side effects (for example fortnightly ECT
and moving on to monthly ECT). Initially, the ongoing treatment is termed "continuation
ECT". As a rule, monthly ECT is termed “Maintenance ECT” (mECT). Although mECT is
outside the NICE guidelines it may be necessary for some patients. In this case it is
good practice to explain this to the patient, to ask for a second opinion from a colleague
and to document the rationale for the continuation of ECT. Maintenance ECT should be
reviewed on a regular basis by the referring psychiatrist and consideration should be
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given to stopping the mECT and continuing with a robust medication regime. In all cases,
after 6 months, a new consent form is required to ensure the patient understands the
risks, benefits and alternatives to mECT. (See appendix).
4.13 Medication considerations during ECT
It is usually necessary to continue pharmacological therapy during the ECT course to
prevent relapse following ECT. However, certain medications will affect the seizure
threshold (such as benzodiazepines, or anticonvulsants used as mood stablisers) and
some pose toxicity risks (such as Clozapine and high serum levels of Lithium). Some
medication may need to be withheld the night before ECT and the morning of the
procedure (such as most psychiatric drugs) but some are advisable to give on the
morning (such as cardiac medications and PPI's). As the list is long and individual
situations differ, please discuss in detail with the ECT consultant and the consultant
anaesthetist before ECT starts.
Where advised, some patients may require monitoring of plasma levels during courses of
ECT. Where anticonvulsants are used as mood stabilizers this may affect seizure
threshold and this needs to be taken into account during dose titration. However, when
anticonvulsants are used for control of epilepsy, they should be continued throughout
ECT as any reduction in dose or discontinuation can result in a very low seizure
threshold. If there is doubt about any medication and interaction with ECT, these
concerns should be discussed with a medical member of the ECT team, anaesthetist or
pharmacy team.
4.14 Medication maintenance following ECT course
Most patients undergoing ECT will have a severe disorder and are at high risk of relapse.
It is therefore important that continuation treatment is planned with doses of medication
known to be therapeutic. This will usually need to be continued for at least six months
after ECT. Treatment regimes usually need to be vigorous and may
involve
augmentation strategies. It is unlikely that medication which failed before ECT will be
effective after ECT. Please discuss maintenance medication with the ECT team who
have experience of treatment resistant depression.
4.15 ECT and the Elderly frail
Age itself is not a contraindication to ECT. In fact, the type of depression suffered by
older people may be particularly responsive to this treatment. However, older people
have higher rates of co-existing medical problems and may need special precautions
before general anaesthesia is given. Always discuss any medical conditions with the
anaesthetist prior to start of treatment and take advice on how to optimise the patient’s
condition. If elderly patients are dehydrated, arrangements can be made to give IV fluids
within the ECT clinic, where appropriate.
4.16 ECT in Children and Adolescents (people under 18 years)
No child or young person under the age of 18 years, whether an informal or detained
patient under the MHA, may be given ECT without the approval of a Second Opinion
Appointed Doctor unless it is an emergency, even if they consent to it. (Mental
Health Act Code of Practice, page 341).
Consent requires specific attention; parent and child should be involved wherever
possible. If the child is under 18 years of age, authorisation from a Court and a second
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opinion from Second Opinion Approved Doctor (SOAD) is required, unless it is an
emergency.
This will also be the case for young people of 16 or 17 who are not detained. The
treatment can be considered under the Mental Capacity Act (provided it is not necessary
to deprive the young person of liberty). A SOAD certificate will still be needed, unless it is
an emergency.
Due to a number of reports of increased length of seizure and post ECT convulsions,
clinicians are advised to stop all non-essential medications during the course of ECT.
Stimulus dosing should take into account the lower seizure threshold in young people.

4.17 ECT and Pregnancy
ECT can be given to pregnant patients. Always discuss risks and benefits with the
patient and ensure consent is fully informed. Consideration for the use of ECT must
include the opinion of the treating obstetrics team and foetal monitoring should be in
place during ECT treatments. The ECT anaesthetist’s opinion should also be sought
prior to treatment.
4.18 Outpatient ECT
Wherever possible, patients should be admitted to hospital during an ECT course to
ensure careful preparation and monitoring. However, patient choice should be
considered and in certain circumstances outpatient ECT can be given. Please refer to
outpatient ECT protocol. (See appendix)
4.19 Choice of Laterality
This should be discussed with the patient at the consent stage wherever possible.
Bilateral treatment is the most effective and most often used when rapid improvement is
needed and in severe or life-threatening illness. However, unilateral treatment may be
associated with fewer cognitive side-effects. Patient choice should be taken into account
where possible. The non-dominant hemisphere should be established if unilateral
treatment is being considered.
4.20 Follow-up
Within a few days of the ECT course finishing, the patient should be assessed for
cognitive side effects and a follow-up treatment plan established. Cognition should be
checked at 1 or 2 months after the course of ECT using the MMSE and clinical questioning
for autobiographical memory loss. A robust maintenance medication regime should be
considered (see above).

5 Development, consultation and ratification
The Trust-wide ECT Forum was consulted in the writing of this policy, and service user
feedback has been taken into account.
The policy has been ratified by the Policy and Practice Forum.
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6 Equality and Human Rights Impact Assessment (EHRIA)
An equality and human rights impact assessment has been completed.

7 Monitoring and Compliance
Mental Health Act Administration will be responsible for continual recording and
monitoring of compliance with the MHA policy in respect to detained patients receiving
ECT. Any treatments completed under MCA will be regularly monitored and auditd by the
ECT team.
The ECT management lead, through the Trust-wide ECT Forum will be responsible for
gathering annual data on number and characteristics of patients receiving ECT and
comparing this data against local demographic data for the population served as well as
ECTAS national data.
The managers of each ECT unit will monitor characteristics relating to EHRA and report
as necessary to the Trust-wide ECT Forum.
Infection Control Audits are completed annually in all ECT Departments.

8 Dissemination and Implementation of policy
In-house ECT Awareness Training is being provided to multi-disciplinary teams
in respect to the implementation and information requirements of Trust staff.
The policy will be posted on the Trust website and staff notified through the weekly Trust
bulletins

9 Document Control including Archive Arrangements
The Trustwide ECT Lead Manager is responsible for the recording, storing, controlling
and updating of documents detailed in this policy.

10 Reference documents
ECTAS Standards, Tenth edition 2012, pub No; CCQ1098 www.ectas.org.uk
NICE guidance Electro-Convulsive Therapy TA 59, 2008, www.nice.org.uk
MHA Code of Practice
Mental Health Act 1983 – Treatment Requiring Consent and/or a Second Opinion
Mental Capacity Act 2005 Policy
Consent to Treatment Policy

11 Bibliography
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ECT handbook 2nd Edition, Royal College of Psychiatrists 2005. Ed by A.I.F Scott
A more detailed bibliography can be found at the end of the ECTAS standards
document. (see above)

12 Glossary
A glossary was not felt necessary as all people using this policy will be trained clinicians
and have an understanding of the terms used.

13 Cross reference
Mental Health Act 1983 – Treatment Requiring Consent and/or a Second Opinion.
Mental Capacity Act 2005 Policy.
Consent to Treatment Policy.
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Patient considered
for ECT

Appendix 1 ECT flowchart

YES

Does patient
have capacity
to consent to
ECT?

Might it be
possible to get
NO

capacity?

Need to make
“Best Interests”
decision

NO

YES

NO

Does
patient
conYsEenSt?

Is patient
currently on
a Section?

NO

NO

YES

Attempt to regain
capacity

YES

Does
patient
consent?

Continue
current care

NO

Consider…
Views of patient when they had capacity
Advance Directives
Views of next of kin/relatives
Views of donee under LPoA
Views of Deputy under CoP
Views of IMCA
Views of carers/staff
Second opinion from colleague
… as appropriate

Is there a
decision
for ECT?

YES
YES

You cannot give
ECT

Complete Section
58 paperwork (as
appropriate)

NO

Is
compliance
an issue?

YES
NOTE:
•

Detain under
Section 3
Obtain valid
consent

•
•

Give single ECT
treatment and
reassess

GIVE ECT

Does patient
still lack
capacity?

•

Under 18s need SOAD whether
capacitous or not and whether
consenting or not
May use SOAD to confirm
capacity on a detained patient
Part IV powers do not override
advance decisions, donee under
LPoA, or deputy under CoP
Can give ECT to detained patient
under Section 62, but only in
certain circumstances and if they
lack capacity

YES

NO
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Appendix 2

Protocol for the safe Administration of Anaesthetic for patients
undergoing ECT
Staffing
The small team of Consultant Anaesthetists, based at Worthing General Hospital and led by
Dr Stellios Panayiotou, have regular contracted sessions at the ECT Clinic and are familiar
with the operating policies. Anaesthesia trainees attend the clinic only under the direct
supervision of the Consultant Anaesthetist rostered for that session. There will be recovery
staff and Operating Department Personnel (one of each), from Worthing General Hospital,
allocated to each ECT session. These members of staff will also be taken from a small pool
who regularly attend the clinic and are familiar with the operating policies. Annual/Sick leave
cover for all staff members is provided by the pool of regular attendees.
Procedure
All patients attending the clinic for their first session will have a medical pre-assessment by
the referring Psychiatric medical team according to the Operating Policy (pre-assessment
template in the ECT pack). This will include ASA grading as defined in the ECT pack. Any
medical or anaesthetic concerns encountered by the psychiatrist must be forwarded to the
anaesthetist scheduled for the patient’s first ECT session in good time ahead of that first
session. If there is a problem contacting the anaesthetist then the psychiatrist must contact
the Anaesthetic Department Co-ordinator on 01903 285151 to be forwarded on to Dr
Panayiotou.
On the morning of their ECT session patients must fulfil the standard starvation guidelines for
patients undergoing anaesthesia (Nil by Mouth for 6 hours for solid food and any opaque
fluids, e.g. orange juice, milk, or milk-containing beverages. Fizzy drinks and chewing gum
also require a 6 hour NBM period; 2 hours NBM for clear fluids, e.g. water, diluted squash).
Patients must continue their regular non-psychiatric medication on the morning of surgery,
with the exception of diuretics, ACE Inhibitors, and diabetic medication. (please see
psychiatry policy regarding the continuation of psychiatric medication during ECT treatment).
The patient will have routine observations (listed in ECT Pack) measured on the morning of
treatment and wait with their escort in the ECT Suite waiting area until called for their
treatment.
On arrival in the treatment room the patient will be introduced to all staff present and a formal
identification and confirmation of treatment and consent, according to the WHO Checklist,
carried out.
Any jewellery (watch, glasses, necklace) and heavy jumper/cardigan are removed and the
patient is invited to lie on the procedure trolley.
Intravenous access is gained while the ODP applies ECG (electrodes on clavicles and left
arm), NIBP cuff and SaO2 monitor. The ODP will then administer oxygen by facemask (as
tolerated by the patient) while the psychiatrist is applying the EEG and ECT adhesive pads to
the patient’s head.
Once the psychiatrist is happy with the electrical impedance of the electrodes
anaesthetist induces anaesthesia with an intravenous induction agent.

the
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Propofol is the agent of choice and, for the first treatment, the smallest dose required to
render the patient unconscious is administered. Subsequent induction doses should be the
same as this first dose.
If problems are encountered with high seizure threshold, Etomidate may be an alternative
induction agent.
Suxamethonium is administered, post-induction, at sub intubating doses (0.5-0.75mg/kg) to
minimise the muscular manifestations of the seizure.
Atracurium should be used in modified doses if Suxamethonium is contra-indicated,
The patient may then have a brief period of hyperventilation with 100% oxygen, administered
by facemask; there is evidence that hypocapnia lowers the seizure threshold.
Prior to the administration of the stimulus, the anaesthetist will apply a soft mouth guard to
protect teeth and tempero-mandibular joint. This must be applied even in edentulous
patients.
All members of staff will stand clear of the patient until the psychiatrist has declared that the
seizure has terminated, whereupon the anaesthetist will support the patient’s ventilation via
facemask until spontaneous breathing has resumed.
All monitoring, including a post-seizure NIBP is continued until the patient is transferred to
the recovery room.
If the patient fails to have a seizure on the first stimulus and the psychiatrist wishes to
administer a second stimulus, the anaesthetist uses his/her clinical judgement to decide if a
subsequent top-up of propofol/suxamethonium is required.
The anaesthetist will document all interventions and observations in the ECT treatment pack
Recovery
The anaesthetist will hand over the patient to the recovery nurse who will monitor and record
the patient’s observations until they are fully awake, have stable obs and are able to transfer
to the step-down area on foot, albeit with assistance.
Step-Down
The patient remains in the step-down area until they have taken oral fluids and solids (tea
and biscuits usually).
The anaesthetist must remain in the ECT Suite until the last patient has been deemed fit to
be discharged back to the ward, or to their base hospital by the pre-arranged transport.
The anaesthetist is not required to remain in the ECT Suite until the last patient has
physically left the Suite, but must be contactable by mobile phone if they do so.
Stellios Panayiotou
ECT Anaesthesia Lead
Consultant Anaesthesia and ICM
Worthing General Hospital
Western Sussex Hospitals NHS Trust
Lyndhurst Rd
Worthing
West Sussex
BN11 2DH
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Appendix 3 – Outpatient ECT Protocol

OUTPATIENT ECT PROTOCOL
The best option is for patients requiring ECT to be admitted to the ward. However, in certain
circumstances, outpatient ECT may be possible. Always check with one of the ECT
anaesthetists before going ahead.

Preparation and Consent
The decision to prescribe ECT is usually taken by the patient’s consultant/responsible
clinician.
Valid consent should be sought, ensuring adequate time for explanation of procedure, risks
and benefits, paying particular attention to possible side effects such as memory difficulties.
The ECT information leaflet should be supplied and the patient encouraged to ask any
questions before start of treatment.
The ECT preparation forms must be completed in full, to include:
Medical history (particularly relating to general anaesthesia risks).
ASA Grade
Full physical examination
Current medication, including known allergies
Blood tests – FBC, U & E
RBS for diabetes
Sickle cell for relevant ethnic groups
Serum Lithium where relevant
Hep.B. status for IV drug users
ECG
CxR if clinically relevant
LFTs for alcoholics, drug users, cachexia or recent O/D
In addition, in the medical notes should be a statement of why ECT is being prescribed, with
detailed mental state and cognitive state recorded prior to ECT.
Before treatment begins, any concerns should be discussed in full with the anaesthetist
and/or Consultant in charge of ECT.
Arranging OP. ECT
ECT should be booked with the local ECT Co-ordinator.
It should be explained to the patient that on the day of ECT, nothing should be eaten or
drunk from midnight the night before (with the exception of a small amount of water to take
cardiac drugs or anti-hypertensives on the morning of ECT). If any doubt over which
medications to be taken or omitted, please discuss in full with the ECT anaesthetist.
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The patient should also make arrangements to be accompanied by a responsible adult for
the day of ECT and throughout the night following ECT. This adult should be fully aware of
the issues needing to be monitored (see info sheet)
The patient should not operate machinery or sign legal documents for at least 48 hours after
ECT, nor drink alcohol for this period. In addition, the patient should not drive for the full
course of ECT, as per ECTAS and DVLA guidelines.
If necessary the CMHT/OP administrator should arrange transport of patient for the duration
of the treatment. (This is not done by the ECT team).
Secure transportation of the psychiatric and medical notes, including all ECT forms, should
be arranged to ensure they are with the patient on the day of ECT.
Monitoring and Follow-up
Throughout the course of ECT, the patient should be seen weekly in the OP clinic to ensure
that each two sessions are prescribed separately, and the patient is carefully monitored for
side effects and response to treatment.
Note should be made of patient’s mental state and specific enquiry into side effects should
be made. If cognitive (or other) side effects are present, this should be relayed to the ECT
team so that stimulus dosing can be adjusted. Alternatively, the ECT team may give advice
regarding medication e.g. certain medications can make side effects more likely (Lithium,
Clozapine etc), and may need to be reduced in dose or discontinued during ECT course.
Any changes in medication during course of ECT should be immediately reported to ECT
Team, as this will affect the seizure threshold and the stimulus dose may need to be
adjusted.
After completion of ECT course, mental state should be recorded along with cognitive state
and patient’s subjective experience. This process should be repeated three and six months
later.
Steps should be taken to ensure ongoing maintenance of improvement, e.g. adequate
maintenance anti-depressants and augmentation regimes. It is NOT usually adequate to
simply continue the antidepressant that failed to improve symptoms before ECT. For further
advice on medication, see NICE guidelines and/or discuss with ECT consultant.
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Appendix 3 (cont)
OUTPATIENT ECT CONTINUING CONSENT FORM
If you are receiving ECT as an outpatient your doctor will have explained the procedure to
you to ensure that you meet the requirements needed so that you have safe and effective
ECT treatments.
You and your carer will both need to sign the form below each time you attend for a
treatment that you have read and understood the following information.
During ECT you will receive a general anaesthetic and therefore the following standard
precautions apply:
You must:
• Be in the company of a responsible adult for 24 hours following the treatment.
• Be accompanied home.
• Not leave the hospital if you are feeling unsteady or confused.
• Not operate machinery or appliances for 48 hours.
• Not be left in sole charge of young children for 48 hours.
• Not sign any legal document or make important decisions for
48 hours.
• Not consume alcohol for 48 hours.
• Take DVLA advice on driving following an episode of mental illness. (Your psychiatrist
should inform you of this). Your ability to drive in between treatments depends on several
factors such as frequency of treatments, severity of symptoms and any side effects. See
www.dvla.gov.uk for further details.

Once you have returned home, if you begin to feel unwell, please contact:
.......................................................................................................
If you are unable to attend for an ECT treatment, please contact:
.......................................................................................................

Page 20 of 31

Electro-Convulsive Therapy (ECT) Policy

Treatment 1
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
Treatment 2
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
Treatment 3
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
Treatment 4
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
Treatment 5
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
Treatment 6
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
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Treatment 7
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ..............................................................................................
Treatment 8
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
Treatment 9
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
Treatment 10
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
Treatment 11
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
Treatment 12
I confirm that I have read and understood the above guidelines
Signed:
Patient .............................................................................................
Carer ...............................................................................................
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Appendix 4 – Protocol for Continuation and Maintenance ECT

PROTOCOL FOR CONTINUATION and
MAINTENANCE ECT
This should be considered for patients who have relapsing or
refractory
depression, which has previously responded well to ECT but for whom standard
pharmacological and psychological continuation treatment is ineffective or
inappropriate. (It is generally called Maintenance ECT if treatments are monthly
and/or the course continues longer than six months).

Wait until the patient is sufficiently improved to allow full understanding of the
proposed plan.
1. The specific consent form should be completed and then a new one every 12
sessions or six months, whichever is sooner. A further Statement of
Capacity and second opinion should also be sought at this time and
recorded.
2. Follow the same protocol for outpatient ECT.
3. If acute ECT given under the MHA is effective, it should be possible to
establish informal status and informed consent before or early in the
continuation phase. If this cannot be done, it is unlikely that the treatment is
working.
4. An informal second opinion should be sought from a Consultant colleague
preferably one with experience in prescribing ECT.
5. Exclusion criteria, physical assessment and pre ECT investigations are the
same for acute ECT.
6. Document the treatment plan in the case notes such as the intended length
of the course, the definition of a relapse and the proposed frequency of
treatment.
7. Document in the case notes, the details of the full discussion with the
patient and family/carer regarding purpose of treatment, benefits, adverse
effects etc.
8. Once the clinical recovery has occurred with acute ECT, the goal should
then be to reduce the frequency of ECT to the minimum required clinical
response.
9. The frequency will be influenced by physical and psychological factors in
each individual so a rigid structure to treatment is inappropriate. As a
guideline example; give acute ECT until clinical recovery -->reduce to weekly
--> reduce to every 2 weeks --> reduce to every 3 weeks --> reduce to
monthly or less frequent.
10. Review of efficacy after every 2 sessions and of frequency monthly. Once a
regime is established a review may be possible less often as for patients on
other forms of prophylaxis.
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NB. Deterioration in mental state that suggests the return of a depressive
disorder at any treatment frequency should result in a return to the previous
level until improvement is established.
11. A cognitive assessment should be carried out following initial recovery then
repeated every month.
12. There should be a full anaesthetic review by a Senior Anaesthetist (with
laboratory tests as appropriate) every six months or sooner if necessary.
13. Continuation/Maintenance ECT should be discontinued at the earliest
opportunity when the patient has recovered sufficiently and is stable or
when the side effects of ECT outweigh the benefit.

References:
1. ECT handbook Second Edition (2005), Royal College of Psychiatrists
2. ECTAS Standards 2011, www.ectas.org.uk
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Appendix 5 – ECT Stimulus Dosing Schedule for Thymatron IV machine

ECT STIMULUS DOSING SCHEDULE for Thymatron
IV machine
Level

1
2
3
4
5

6
7

Start Dose(%)

5
10
15
25
40
55
75

(mC)
25
50
76
126
202
276
378

Start at level; 1 = Female unilateral
2 = Male unilateral
3 = Female bilateral
4 = Male bilateral

Start one level higher if;
- Over 65yrs
-Taking benzodiazepines/anticonvulsants
- ECT course in last month
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Appendix 6

Local protocols and contacts for Meadowfield (Worthing) ECT Services
West Sussex
Location; Meadowfield Hospital, Arundel Road, Worthing
Clinic Days; ECT is performed on Tuesdays and Friday mornings
Start Times; 9 am
Finish Time; 12 noon
Nurse co-ordinator; Charlie Shelford
Consultant Lead Psychiatrist; Dr Caroline Gorst-Unsworth
Associate Specialist psychiatrist: Dr Rory Cavanagh
Consultant Lead Anaesthetist; Dr Stellios Panayiotou
Other consultant anaesthetists; Dr Richard Venn, Dr Emma Chojnowska, Dr Werner Hauf
ODP; Sam Rowe
Contact co-ordinator (Charlie Shelford) to book in a patient and to liaise about what time
patient to arrive. Maximum number of patients in one session is normally 8. In certain
circumstances, the team may be able to start at 8am to accommodate extra cases. This
needs to be arranged in advance with co-ordinator.
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Appendix 7

ECT Competencies
The trainee by year 3 ought to be able to administer ECT without direct
supervision, prepare patients for ECT, explain to patients and relatives about
ECT, its indications and broad place within psychiatric treatment. Trainees
ought to be able to monitor a patient’s mental state and cognitive functioning
during a course of ECT.
Consultants and trainees by the end of year 6 ought to have a good
understanding of the place of ECT in modern clinical practice sufficient to obtain
informed consent from patients to reach level 1 competency. Only consultants
responsible for the ECT clinic or trainees (ST4-6) with a special interest in the
administration of ECT would be expected to have level 1 competency in the
practical aspects of the administration of ECT (sufficient to run an ECT clinic).
Name:……………………….
1 = fully conversant (FC)
2 = working knowledge (WK)
3 = awareness (A)
Verbally assessed
1 FC = Is able to explain accurately all the important features to a
standard that shows sufficient understanding that would allow them to
competently and independently apply the knowledge
2 WK = Is able to explain the key features to a standard that shows
sufficient understanding that would allow them to apply the knowledge in
common situations and access further information if necessary
3 A = Is aware of the topic and knows where to get further information but
not to a level that provides a WK 2
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Observed
1 FC = Is able to carry out the procedure to a standard that shows
sufficient skill and understanding that would allow them to competently
and independently carry it out.
2 WK = Is able to carry out the procedure to a standard that shows
sufficient skill and understanding that would allow them to carry it out in
usual situations but to know their limitations and access further help if
necessary
3 A = Is aware of the topic and knows where to get further information but
not to a level that provides a WK
1. Theory and background
Competency

1.
2
3.

4.

5.
6.
7.
8.

9.
10

Demonstrate knowledge of NICE
Guidelines.
Demonstrate an awareness of Royal
College and ECTAS Guidelines.
Demonstrate a knowledge of local
policies and procedures, including
a. emergency ECT
b. outpatient ECT
c. high risk patient
Demonstrate a knowledge of the
Consent to treatment requirements,
including Common Law and MHA
documentation/ requirements
(p. 20 NICE)
Knowledge of the indications for
ECT with special reference to NICE
Able to describe the contraindications to ECT.
Able to describe the possible side
effects, risks and benefits of ECT.
Able to describe the pre-treatment
preparations required to be
undertaken by referring doctor.
Able to describe the procedure for
the administration of ECT.
Able to describe the

How evidenced

Level

Date

Sig

Verbally
Verbally
Verbally

Verbally

Verbally
Verbally
Verbally
Verbally

Verbally
Verbally
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2. Practical Aspects of ECT
Competency

1.
2.
3.
4.
5.
6.
7.
8.
9.
10
11
12
13
14

How evidenced

Attaching EEG leads
Set correct stimulus
Apply Electrodes bilateral
Apply Electrodes unilateral
Impedance testing
Observe motor seizure and EEG
monitoring
Understand clinic dosing protocol
Understand when to restimulate
Understand procedure for prolonged
seizure
Understand how to interpret EEG
Correct recording of treatment in
patient record
Knowledge of anaesthetics and muscle
relaxantsused in ECT
Basic resuscitation training*
ILS training

Level

Date

Sig

Observed
Observed
Observed
Observed
Observed
Observed
Verbally
verbally
verbally
verbally
Observed
Verbally
Written
Written
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3. Other aspects of ECT practice 4
a)
Competency

1.
2.
3.
4.
5.
6.
7.
8.
9.
10
11

Attended Induction to ECT
Observed clinical application of ECT
Supervised clinical application 1
Supervised clinical application 2
Supervised clinical application 3
Additional clinical application 1
Additional clinical application 2
Additional clinical application 3
Additional clinical application 4
Additional clinical application 5
Additional clinical application 6

How evidenced

Level

Date

Sig

Observed
Observed
Observed
Observed
Observed
Observed
Observed
Observed
Observed
Observed

b)
Competency

1.
2.
3.

4.
5.
6.
7.
8.

How evidenced

Level

Date

Sig

Participation in audit of ECT
Participation in one day of CPD
relating to ECT each year
Able to advise consultant colleagues
on relative merits of bilateral/
unilateral treatment
Able to advise colleagues on
suitability of patient for ECT
Involved in regular review of policies
and procedures in ECT clinic
Evidence of training and supervising
doctors in training in ECT practice
Able to advise colleagues on drug
treatments during ECT
Able to advise colleagues
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Required competencies:

Foundation doctors
Theory and background
Practical aspects of ECT
Other aspects of ECT practice a
Other aspects of ECT practice b

awareness
not required
not required
not required

1-13

Theory and background

working knowledge
awareness

1, 3-13
2

Practical aspects of ECT

fully conversant
working knowledge
1 – 5 to be achieved
not required

1-11, 13
12

fully conversant
working knowledge
not required
not required

1-13
1-13

fully conversant
fully conversant
not required
1 – 8 to be achieved

1-13
1-12, 14

ST1-3

Other aspects of ECT practice a
Other aspects of ECT practice b

ST4-6 & Prescribing Consultants
Theory and background
Practical aspects of ECT
Other aspects of ECT practice a
Other aspects of ECT practice b

ECT Consultants
Theory and background
Practical aspects of ECT
Other aspects of ECT practice a
Other aspects of ECT practice b

* for resuscitation training
•
•

Fully conversant = training in last year
Working knowledge = last 5 years

Page 31 of 31

Appendix 8

Electroconvulsive therapy
(ECT)
This information is for anyone who is considering whether to have electroconvulsive
therapy (ECT) – and their families or friends.
You – and your doctors – need to be sure that you are fully informed when making
a decision about whether to have ECT or not. Your doctor will talk to you about this.
We hope that this information can support you in making this decision by providing
information on:
�

what ECT is and why it is used

�

what is involved in having ECT

�

the benefits of ECT

�

the risks and potential side effects of ECT

�

what might happen if you do not have the treatment

�

deciding about having ECT treatment

�

where to find further information.

Disclaimer
This resource provides information, not advice.
The content in this resource is provided for general information only. It is not intended
to, and does not, amount to advice which you should rely on. It is not in any way an
alternative to specific advice. You must therefore obtain the relevant professional or
specialist advice before taking, or refraining from, any action based on the information
in this resource.
If you have questions about any medical matter, you should consult your doctor or
other professional healthcare provider without delay.
If you think you are experiencing any medical condition, you should seek immediate
medical attention from a doctor or other professional healthcare provider.
Although we make reasonable efforts to compile accurate information in our resources
and to update the information in our resources, we make no representations,
warranties or guarantees, whether express or implied, that the content in this resource
is accurate, complete or up to date.

What is ECT and why is it used?
ECT is a treatment for some types of severe mental illness that have not responded to
other treatments.
An anaesthetic and muscle relaxant are given, and then an electric current is passed
across your head. This causes a controlled fit, which typically lasts less than 90
seconds.
The anaesthetic means that you are asleep while this happens. The muscle relaxant
reduces the movement of the fit.
It is given as a course of treatments twice a week, typically for 3-8 weeks.

What conditions can ECT be used for?
ECT is most commonly used for depression. It is also used to treat catatonia – an
uncommon condition in which a patient may stop talking, eating or moving.
Occasionally, it is used to treat people in the manic phase of bipolar disorder.
ECT is not advised for the treatment of anxiety or most other psychiatric conditions.
ECT can help symptoms of schizophrenia which has not improved with medication,
but the long-term benefits are not known so it is not often used.

When might your doctor suggest ECT?
It will usually be suggested if your condition:
�

is life-threatening and you need a rapid improvement to save your life

�

is either causing you immense suffering or is likely to get worse, so that a rapid
improvement is needed

�

has not responded to other treatments, such as medication and psychological
therapy

�

has responded well to ECT in the past.

How effective is ECT?
Most people who have ECT see an improvement in their symptoms.
In 2018-2019, around 68% of patients were “much-improved” or “very much improved”
(1,361 courses out of a total of 2,004). Some patients saw no change in their condition
and a small number (1%) felt worse.

How does ECT work?
The effects of ECT gradually build with each treatment. It causes the release of certain
brain chemicals. These seem to stimulate the growth of some areas in the brain that

tend to shrink with depression. ECT also appears to change how parts of the brain
which are involved in emotions interact with each other. As with many medical
treatments, we need more research to help us better understand how ECT works.

Are there different types of ECT?
ECT has changed and developed over the years. For example, the amount and form of
electricity used has changed. This has reduced the chance of side-effects.
There are two ways in which ECT is given: ‘bilateral’ and

‘unilateral’.

�

In bilateral ECT, the current passes across your head, between your temples.

�

In unilateral ECT, it passes between your right temple and the top of your head.

Bilateral ECT may work faster. Depending on the dose, unilateral ECT has less effect on
memory.
You may wish to ask your doctor about which type of ECT would suit you better.
‘Maintenance’ ECT is occasionally used to help stop you becoming unwell again after
a successful course of treatment. It is given less often but over a longer period of time
than the first course.

Can ECT be used for children or young people?
ECT is not used for children under the age of 11. It should only be used in a young
person aged 11 to 18 as a treatment of last resort – if their illness is life-threatening or
is severe and has not responded to other treatments. A formal, independent second
opinion is always required before this can happen.

What happens when you have ECT?
ECT is given in hospital. You will probably already be an inpatient in hospital, although
some people do have ECT as day patients.
As a day patient, a named, responsible, adult will have to accompany you to and from
the ECT clinic.
The treatment will usually be done in a set of rooms called the “ECT suite”, although
some ECT services are based in an operating theatre. There should be a room where
you can wait, a room where you have your treatment, and a room where you can
recover properly before leaving. Qualified staff will look after you all the time you are
there. They can help you with the process of waking up from the anaesthetic and
during the time straight after the treatment.
If you have significant medical problems you may need to be treated in another
hospital with more medical support.

Preparing for ECT
In the days before your course of ECT is started, your doctor will arrange for some tests
to make sure it is safe for you to have a general anaesthetic. These may include:
�

a record of your heartbeat (ECG)

�

blood tests

�

a chest X-ray.

You must not eat or drink anything for 6 hours before the ECT, although you may be
allowed to drink sips of water up to 2 hours beforehand. This is so you can have the
anaesthetic safely.

What happens on the day of your ECT treatment?
�

If you are an in-patient, a member of staff will come with you to the ECT suite.
They will know about your illness and can explain what is happening. Many ECT
suites are happy for family members to stay in the waiting room while you have
your treatment.

�

You will be met by a member of the ECT staff, who will do routine physical checks
(if they have not already been done). They will check that you are still willing to
have ECT and will ask if you have any further questions.

�

When ready, the ECT staff will take you into the treatment area.

�

The anaesthetic staff will connect monitoring equipment to check your heart
rate, blood pressure and oxygen levels. Staff will also connect you to an electro
encephalogram (EEG) machine. This will monitor your brain waves as the
treament happens, so staff can measure the length of the ECT fit.

�

You may be given oxygen to breathe through a mask. The anaesthetist will
give your anaesthetic through an injection into the back of your hand. Once you
are asleep, they will add a muscle relaxant. When you are asleep, a mouth guard
is put in your month to protect your teeth.

�

While you are asleep, two electrical pads about the size of a 50 pence piece are
placed on your head. One goes on each side in bilateral ECT and both go on the
same side in unilateral ECT. These are connected by wires to the ECT machine.

�

The ECT machine delivers a series of brief electrical pulses, for three to eight
seconds. This will make you have a controlled fit. Your body will stiffen and then
there will be twitching, usually seen in your hands, feet, and face. The muscle
relaxant reduces the amount of movement involved. This controlled fit usually
lasts from less than 90 seconds

�

The muscle relaxant wears off within a couple of minutes. The mouth guard will
then be removed. As soon as the anaesthetist is happy that you are waking up,
staff will take you through to the recovery area. Here, an experienced nurse will
look after you until you are fully awake.

�

When you wake up, you will be in the recovery room with a nurse. They will take
your blood pressure and ask you simple questions to check how awake you are.
There will be a small monitor on your finger to measure the oxygen in your blood.
You may wake up with an oxygen mask. It can take a while to wake up fully and,

at first, you may not know quite where you are. After half an hour or so, these
effects should have worn off.
�

Most ECT units have a second area where you can sit and have a cup of tea or
some other light refreshment. You will leave the ECT suite when your physical
state is stable, and you feel ready to do so.

�

The whole process usually takes around an hour.

Before you leave the ECT suite, staff will advise you:
�

not to drink alcohol for 24 hours after each treatment

�

to have a responsible adult with you all the time for the 24 hours following each
ECT treatment

�

to not sign any legal documents for at least 24 hours following each ECT
treatment.

How often and how many times is ECT given?
Usually, twice per week, with a few days in between each treatment. It can take several
sessions before you notice an improvement. It is not possible to predict, in advance,
how many treatments you will need.
On average, the total number of treatments you might have in a course is between
9 and 10, although it is common to have 12 treatments and more may sometimes be
needed.
If you have had no improvement at all after 6 treatments, your treatment plan should
be reviewed with your doctor to discuss whether to continue or change the form of
ECT.
Your medical team will regularly review how you are responding to the ECT. They will
discuss your progress – and any side effects or concerns – usually every week.
ECT should be stopped soon after you have made a full recovery – or if you say you
don’t want to have it anymore and are well enough to understand this decision.

What happens after a course of ECT?
ECT is one part of getting better. It should also help you to use (or start again with)
other treatments or types of support.
You will usually continue or start medication after ECT – this will help to maintain the
improvements you have had from your ECT treatment.
Talking therapies – such as Psychotherapy, CBT and Counselling – can help you to
work on any reasons for your depression and to develop ways of staying well. Changes
in your day to day lifestyle can also be helpful: taking regular exercise, eating better, a
regular sleep pattern and using techniques like mindfulness and meditation.
The clinic will usually contact you to ask about your memory 2 months after your last
treatment.

How is the quality of ECT in my local hospital assessed?
The Royal College of Psychiatrists has set up the ECT Accreditation Service (ECTAS).
This provides an independent assessment of the quality of ECT services. ECTAS sets
standards for ECT and visits all the ECT units who are members. The visiting team
involves a psychiatrist, anaesthetist, nurse, ECTAS patient representative, and a
member of the ECTAS project team. Membership of ECTAS is not compulsory but
almost all active ECT units are accredited. Your unit can tell you if they are accredited
by ECTAS.

What are the side effects of ECT?
As with any treatment, ECT can have side effects. These are affected by factors such as
the level of the current being passed through the brain and your age.
Side effects are usually mild and short term but can sometimes be more severe and
potentially long-lasting.
If you experience side effects during the course, the treatment can be adjusted.

Short-term side effects
Immediately after an ECT treatment, you may feel:
�

Headache.

�

Aching in the muscles and/or jaw.

�

Tiredness while the effects of the anaesthetic wear off.

�

Confusion, particularly if you are elderly. This usually wears off after 30 minutes.

�

Sickness or nausea.

A nurse will be with you while you wake up after ECT. They can also give you simple
pain relief, like paracetamol.
Up to 40% of patients can have temporary memory problems while they are having
ECT. For example, they may forget conversations with visitors during this time.
About a fifth (17%) of people say that their memory was already causing them
problems before they have ECT. This is often because of their depression. Directly after
treatment, this figure increases to 23%; however, in most people, memory difficulties
clear within two months of the last treatment and it do not cause problems or distress.
Nevertheless, about 2% of people complain of severe memory problems directly after
ECT.
A small number of patients report gaps in their memory about events in their life that
happened before they had ECT. This tends to affect memories of events that occurred
during, or shortly before, the depression started. Sometimes these memories return
fully or partially, but sometimes these gaps can be permanent.
All medical procedures carry risk; however, death caused by ECT is extremely rare. If
the anaesthetist considers it unsafe to give you an anaesthetic, you will not be able

to have ECT. The death rate following ECT is less than that for other minor surgical
procedures.
Very rarely, ECT can trigger a prolonged seizure. This would be immediately treated by
the medical staff present.

Long-term side effects
The extent of long-term side effects is controversial. Reports of these problems vary
widely between studies, depending on how they are done.
Rigorous scientific research has not found any evidence of physical brain damage to
patients who have had ECT. There is no increased risk of epilepsy, stroke or dementia
after ECT.
Some patients do say that they have suffered brain damage and that they do have
long-term side effects that have changed their lives. Testimony from user groups and
observational studies have suggested that, after ECT, some people also experience a
change in their personality, a loss of creativity, energy and/or drive, or lack of emotions.
However, ECT is only used when people are severely ill or other treatments have not
worked, so it is difficult to separate out the effects of ECT from the effects of the
illnesses it is treating.
What is clear is that most people benefit from ECT treatment and a small number
report some long-lasting side effects. We need more research to understand what is
happening for those patients who are reporting distressing symptoms – and to find
ways to help them.

What can happen if you don’t have ECT?
You and your doctor will need to look at the risks of side effects from the treatment
with the risks, for you, of not having ECT. Not having the treatment may mean that you
are more likely to have:
�

Prolonged and disabling mental illness.

�

Serious physical illness (and possibly death) from not eating or drinking.

�

An increased risk of death from suicide.

ECT can work when other treatments have failed. Some patients who have previously
been successfully treated with ECT have found it so helpful that they have asked to
have ECT if they become ill again.

Driving and ECT
If you are severely ill enough to need ECT you should probably not be driving. The
DVLA advise that you should not drive during a course of ECT and you (or your carer)
may be asked to sign a form saying that you will not drive during a course of acute
ECT. After you have finished the course, it may be a little while before you can start
driving again. The DVLA, with advice from your doctor, will make this decision.

The situation is different if you have maintenance ECT. You can normally continue to
drive but should not do so (or ride a bike or operate heavy machinery) for at least 48
hours after an ECT treatment.

Deciding about ECT
Giving consent to having ECT
Like any significant treatment in medicine or surgery, you will be asked for your
consent, or permission, to have ECT.
The ECT treatment, the reasons for doing it and the possible benefits and side-effects
should be explained in a way that you can understand. If you decide to go ahead, you
then sign the consent form. It is a record that ECT has been explained to you, that you
understand what is going to happen, and that you give your consent to it. However,
you can withdraw your consent at any point, even before the first treatment. You
should be given a leaflet explaining your rights about consenting to treatment.

Can I make my wishes about having ECT known in advance?
If you have feelings about ECT (for or against), you should tell the doctors and nurses
caring for you, as well as friends, family or anyone else you would like to support you or
speak for you. Doctors must consider these views when they think about whether or
not ECT is in your best interests.
If, when you are well, you are sure you would not want ECT if you become ill then
you may want to write a statement of your wishes. This can be known as an ‘advance
decision’ in England, Northern Ireland and Wales, or an ‘advance statement’ in
Scotland. These wishes should be followed except under very specific circumstances –
this is a complicated area and beyond the scope of this leaflet.

Can ECT be given to me without my permission?
Some people become so unwell they are said to ‘lack capacity’ to decide about ECT.
This means they cannot properly understand the nature, purpose, or effects of the
treatment. There are laws in the UK that allow doctors to decide about giving ECT
treatment for people in this situation. These come with legal safeguards to ensure
treatment is only given if it is really necessary.
This is the case for around half of people who receive ECT treatment. Reassuringly,
people who have ECT in this way do just as well as those who have been able to give
consent.

Where can I get more information?
You can find out more information via the links below:
�

healthtalk.org resource on ECT

�

MIND information on ECT

�

Rethink Mental Illness factsheet on ECT

Further reading
National Institute for Health and Care Excellence (NICE)
Guidance on the use of electroconvulsive therapy. Technology appraisal guidance
[TA59].
Depression in adults: recognition and management. Clinical guideline [CG90].
The use of electroconvulsive therapy: Understanding NICE guidance – information for
service users, their advocates and carers, and the public (PDF).

Scottish ECT Accreditation Network (SEAN)
A site designed to complement the work of SEAN, by enabling communication of the
latest information on ECT in Scotland.
Visit SEAN

Electroconvulsive Therapy Accreditation Services (ECTAS)
Launched in May 2003, ECTAS aims to assure and improve the quality of the
administration of ECT. It accredits clinics that meet the defined threshold of
compliance with ECTAS standards.
Visit ECTAS
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