Position Statement 74
Electroconvulsive Therapy (ECT)
March 2014
Authorising Committee:

Board

Responsible Committee:

Practice and Partnerships Committee

Document Code:

PS 74 PPP Electroconvulsive Therapy (ECT)

1. Introduction
July 2013

Electroconvulsive therapy (ECT) is a therapeutic medical procedure for the treatment of severe
psychiatric disorders. It has efficacy in treating clinical depression, mania and psychosis, and it is
occasionally used to treat other neuropsychiatric conditions. Its primary purpose is to quickly and
significantly alleviate psychiatric symptoms.
2. What is ECT?
ECT involves the delivery of an electrical current to induce a seizure for therapeutic purposes. The
treatment is always delivered by a medical practitioner. Before the treatment another medical practitioner
ensures the patient is anaesthetized. A medication which causes muscle relaxation (i.e. prevents
muscles from contracting) is administered with the anaesthetic so there is minimal physical movement
during the seizure. The patient is anaesthetized during the procedure and awakes several minutes after
the procedure is completed. There should be careful evaluation of each patient before, during and after
ECT. ECT treatments are usually given one to three times a week. The length of a course of ECT is
highly variable, but the average number of sessions used to treat depression ranges from eight to twelve
sessions.
Some patients may require treatment with continuation or maintenance ECT because other treatments
have not been effective in preventing illness relapse. Continuation/maintenance ECT consists of further
treatments given after the end of the acute treatment course, to prevent relapse. It typically ranges from
an ECT treatment given every week to every few weeks.
There have been substantial developments which have improved the practice of ECT in recent years.1
There are several valid treatment approaches and there is no single “protocol” for administering ECT.
The treatment approach needs to be individualized to the patient, his/her disorder and response to ECT.
The practice of ECT is supported by active research aimed at improving efficacy and minimizing side
effects.
New Zealand and several states in Australia have ECT guidelines and information for practitioners,
and/or patients and their families and caregivers. ECT must be performed within legislative
requirements.
3. Clinical indications
3.1. ECT is a highly effective treatment with a strong evidence base, particularly for the treatment of
severe depressive disorders.
3.2. ECT has therapeutic benefit for patients with other psychiatric disorders such as mania,
psychosis, treatment of catatonia and severe melancholic depression with psychotic features,
where-ECT can be life saving. It should be considered a therapeutic option alongside other
treatments. Such considerations must be done on an individual basis, after detailed specialist
psychiatric assessment.

1

For further details, please refer to the reading list at the end of the position statement.
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4. Patient selection and consent
4.1. The screening and selection of appropriate patients is essential and should be conducted by a
specialist psychiatrist with appropriate training and expertise in ECT.
4.2. Informed consent is essential for patients considering ECT. Enough information should be
provided for patients to make an informed decision. It is recommended that families and caregivers
are involved in this process where possible. Adequate time should be made available for patients
and their families and caregivers to discuss any concerns.
4.3. There appear to be no differences in the effectiveness and safety of ECT in adolescents,
compared to adults. It is exceptionally rare for ECT to be used in children in the preadolescent age
group. In all cases in which ECT is considered for a child or adolescent, the opinion of a child and
adolescent psychiatrist should be sought.
4.4. During the consent process, patients should be given information on the potential side effects of
ECT, particularly the possible loss of short term and recent memories around the time of ECT, and
occasionally, past memories. The practitioner should take into account the patient’s mental state in
deciding on the level of detail given. Family and carers may also be involved in this process.
4.5. For patients unable to consent to ECT and involuntary patients, there should be legal processes to
ensure that patients receive timely and potentially lifesaving treatments such as ECT. The state,
territory and national legislation governing the use of ECT in these circumstances should be
observed.
5. ECT administration
5.1. ECT should be available in private and public medical settings and should be accessible and,
where appropriate, offered as a potential therapeutic option.
5.2. ECT should be administered by a medical practitioner (usually a psychiatrist) who has received
specialized training in ECT treatment techniques, and is of an adequate standard to have received
clinical privileges to perform the procedure.
5.3. Patients should be monitored closely during a course of ECT including their progress and side
effects. Infection control and safety are paramount for the patient.
5.4. Administration of ECT should be conducted in a respectful manner and practitioners should ensure
privacy is maintained throughout the procedure
5.5. Where more than one patient is having ECT, delivery and recovery should not occur concurrently
in the same room. It is not appropriate for a patient to be receiving ECT when another patient is
recovering or waiting for treatment in the same room.
5.6. The use of evidence based pharmacotherapy and other strategies to prevent relapse after
improvement from ECT is essential for obtaining a lasting improvement.
6. Credentialing and training
6.1

The College endorses ongoing mandatory training of psychiatry registrars in ECT, and
credentialing of psychiatrists who give ECT.

6.2

Ongoing education is essential and all psychiatrists involved in the delivery and prescription of
ECT should be familiar with recent advances in ECT treatment approaches, including the effects of
varying electrode placement, dosing and stimulus parameters, and the interaction of these factors.

7. Future directions
7.1. The College encourages ongoing research into ECT.
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7.2. Although other brain stimulation treatments are being developed in psychiatry, none have been
shown to be a replacement for ECT. ECT remains a useful and essential treatment option that
should be available to all patients in whom its use is clinically indicated.
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