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“As to diseases make a habit of two things – to help, or at least, to do no harm.” 
Hippocrates 

 
Introduction 

 

Little was known about the existence of mental illnesses and disorders in the earliest 

period of recorded history. Ancient civilizations described mental disorders as a combination of 

disordered attention, concentration, emotions, and personalities. As such, various non-

pharmacological techniques, such as administering herbal remedies and surgically removing a 

portion of the brain, were used by physicians and medical practitioners in order to restore order 

to the afflicted individual. Non-pharmacological methods are defined as treatments that do not 

involve the use of contemporary medicines, whereas pharmacological methods use medicines 

that are formed from organic substances. One non-pharmacological method in particular that has 

raised the most controversy and debate in the last 100 years is electroconvulsive therapy (ECT). 

Electroconvulsive therapy, also known as electroshock therapy, is a psychiatric treatment that 

utilizes electrical currents to generate a seizure in persons with severe mental illnesses. The 

concept of ECT existed as early as the 16th century, but only relatively recently has it become a 

revolutionary shock treatment for psychological disorders.  However, there has been much 

debate between practitioners, the public, and patients about whether the method is an effective 

treatment or inhumane torture for persons afflicted with mental illnesses. For ten to twenty years 

after the therapy was first implemented in the 1930s, many medical practitioners were trained to 

use and provide ECT when medications could not properly control severe mental disorders. 

Nevertheless, due to the seemingly inhumane nature of the procedure and its resultant side 

effects such as seizures and memory loss, the practice of ECT slowly declined. In the last 40 

years, however, ECT has been integrated back into the medical field; muscle relaxants and 

anaesthetics are provided as supplements and further precautions are applied to prevent 
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Peter Paul Rubens, Hippocrates, 1638, 
http://wwwihm.nlm.nih.gov/ihm/image
s/B/14/555.jpg 

James Gillray, Breathing a Vein by 
Reverand John Sneyd (1766-1835), 
1756-1815, Royal Pharmaceutical 
Society, London. 

complications and to promote greater success with the treatment. Today, ECT is considered an 

effective form of treatment for persons with severe mood disorders.   

Currently, no literature has, in detail, recounted the early development of 

electroconvulsive therapy and documented the future directions for research. This paper aims to 

examine the development, uses, and controversy surrounding electroconvulsive therapy in a 

historical perspective among other non-pharmacological interventions used in psychiatry.  

 

Non-pharmacological Methods Used to Treat Mental Illnesses 

Dating back as early as Hippocrates (460 – 370 B.C.), bizarre behaviours were believed to be 

the result of physiological disturbances. Psychological disorders 

were thought to be due to imbalances in the four bodily fluids or 

humours; specifically, blood, phlegm, yellow bile, and black bile.1 

For example, it was believed that phlegm obstruction in the brain 

resulted in epilepsy and black bile accumulation led to depression 

or “melancholia.”2 The four humours 

were associated with the Greek belief 

of the four different qualities: cold, 

moisture, heat, and dryness.3 During 

this time, the popular belief that mental illnesses were a result of a 

physical cause subsequently led to physical forms of treatment. 

Consequently, persons afflicted with psychological disorders in 

ancient Greece and Rome were subjected to treatments involving 

cold, moisture, heat and/or dryness, depending on which bodily fluid 
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G.H. Twelftree, Jesus the Exorcist, 1993, 
http://faculty.biu.ac.il/~barilm/barilm/epilepsy.jpg 

was in deficit. Common approaches included bloodletting and induced vomiting.4 These medical 

practices, in accordance with the Hippocratic description of mental disorders, were antecedents 

of the current biological tradition and school of thought in psychiatry.  

During the Middle Ages and the Renaissance Period (5th to 17th century), persons 

afflicted with mental disorders became a social responsibility.5 Persons who were deemed 

mentally disturbed were defined by their behaviours, 

such as hallucinations, delusions, and melancholia. 

Communities in this era were obliged to stop such 

disturbing and bizarre behaviours that were not socially 

acceptable. Often, external and spiritual influences were 

thought to be the reason for these psychological 

disorders. Consequently, religious organizations and 

churches often took a predominant role in caring for 

these people. Those who expressed odd behaviours were 

thought to have let their moral guard down and become 

possessed by demons. Methods used to “cure” 

psychological disorders during this period typically 

involved persecutions and punishments, such as 

whipping, beating, execution, and expulsion. Not surprisingly, persons with mental illnesses who 

were neglected by their communities were considered fortunate.6 

In the 14th and 15th centuries, psychological disorders were often thought to be 

manifestations of the devil. The notion of “madness” was an issue of morality; those who were 

mentally ill were being punished for their sins and/or being tested for their faith, or were lost and 
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Kathy Weiser, Hydrotherapy, April 2005, 
Glore Psychiatric Museum, Missouri. 

Ambroise Tardieu, ‘Insane’ 
Patient in a Strait-Waistcoat, 
1838, Wellcome Library, 
London. 

had been led astray. As a result, priests, medicine men, and shamans conjured supernatural 

powers to treat those with mental disorders by performing purification and atonement rituals, 

such as exorcisms.7 Other popular treatments within this tradition involved shaving a cross onto 

the head of the patient and fastening the person to a wall close to a church so that they could 

benefit from hearing mass, or dangling the person over a pit of poisonous snakes to cast away the 

evil spirits.8 Similarly, demonic possession and witchcraft were also thought to be the cause of 

mental illnesses. During the Salem witchcraft trials in Massachusetts in 1692, nineteen people 

who were convicted of witchcraft were sentenced to hanging.9 

 In the 1700s, assumptions about mental illness changed and it 

was believed that the afflicted needed to be reformed.10 Philippe Pinel 

(1745 – 1826), who was the appointed director of two mental hospitals in 

Paris in 1793 and 1797 at the Bicetre 

and Salpetriere respectively, argued 

that treatments should be based on 

‘moral’ or emotional principles.11 

Patients however, continued to be 

controlled and confined, even though 

violence was lessened by the use of 

straitjackets, or other methods of force or coercion, such as 

hydrotherapy baths.12 In North America, treatment of the 

mentally ill became a familial rather than a social 

responsibility.13 Patients who were unable to be cared for at 

home were situated in poorhouses and jails with unbearable conditions. These conditions were 
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Benjamin Rush’s Tranquilizing Chair, 
Pennsylvania Hospital Historic 
Collections, PA

unsanitary, lacked heat and were overcrowded, and inmates were often given little food or 

specialized treatments.14   In 1724, Cotton Mather, a Puritan clergyman, challenged the 

superstition tradition by further advancing knowledge on the physiological causes for mental 

illnesses.15  

The 19th century marked the beginning of widespread social 

change towards treatment of the mentally ill. Asylums were built in 

the USA and Canada, and mental illnesses began to be recognized 

as at least a condition, if not a disease, that could be cured by 

specific treatments. Moreover, medical and social changes in the 

health care system prompted a change in the profession and 

attitudes toward psychiatry. Notably, American physician 

Benjamin Rush (1746 – 1813), who wrote the first American 

psychiatry textbook, Medical Inquiries and Observations upon the 

Diseases of the Mind, highlighted the need for social change.16 

Rush believed that mental illnesses were the result of poor blood 

circulation, and therefore, treated patients with a spinning board and/or tranquilizing chair in 

hopes of improving brain circulation.17 19th century Canadian psychiatrists such as Dr. Richard 

Bucke and Dr. Charles Clarke also advocated for the humane treatment of the mentally ill. Dr. 

Richard Bucke abstained from the use of alcohol to placate patients and refrained from chaining 

them, as well as instituted an infirmary for the sick and injured, and provided recreational 

activities for patients to participate in at the asylums in Hamilton (1867) and London (1877).18 In 

1881, Dr. Charles Clarke reformed asylums from jails to hospitals, thus creating specialized 

hospitals for the mentally ill.19 
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Walter Freeman and James Watts, Psychosurgery, 
1950, Charles C. Thomas (Publisher). 

 By the 1900, psychoanalysis, as a form of treatment for psychological disorders, 

emerged. Sigmund Freud, an Austrian neurologist, introduced theories regarding the unconscious 

mind and that mental illnesses were thought to be the result of suppressed and unconscious 

thoughts. Freud, therefore, proposed the use of talk therapy as a treatment for persons afflicted 

with mental disorders.20 Mental illnesses were understood to be the result of unresolved issues of 

the mind and the intangible centering around the brain. As a result, non-physical means such as 

the aforementioned “talk therapy” were used as a primary form of treatment. 

 Several decades after the discovery of psychoanalysis, 

surgical treatments on the brain came to be considered as 

another method to treat mental disorders. In 1935, Egas 

Moniz, a Portuguese neurologist who founded cerebral 

angiography, believed that impeding the cycle of morbid 

thoughts in brains of people who had psychosis would be 

beneficial.21 Egas Moniz and Portuguese physician and 

researcher, Pedro Manuel Almeida Lima, observed that 

chimpanzees with prefrontal lobotomies, or the removal of the 

frontal “forehead” part of the brain, were less frustrated and 

more manageable than those who did not have lobotomies. 

The two doctors hypothesized that those who did not respond 

to conventional treatments, such a talk therapy and/or 

medicinal supplements, could be treated with surgery.22  

The first report on 20 patients who received 

lobotomies revealed that seven were cured, seven improved, 
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and six showed no change.23 Thereafter, lobotomies were performed worldwide during the 1930s 

and 1940s along with leucotomies, or the surgical removal of the frontal “top” part of the brain. 

However, the eventual public outcry that this irreversible procedure turned some patients into 

zombies, who lacked character and were monotonous, led to its cessation as a form of 

treatment.24 Other surgical procedures were also used to treat mental disorders. In the early 19th 

century, ovariotomies, more formally called oophorectomies, were one of the first surgical 

procedures performed in gynecology and involved the removal of the ovaries. By the end of the 

century, ovariotomies were a standard procedure performed to induce a premature menopause in 

North American women who were mentally ill.25 The surgical removal of ovaries subsequently 

decreased the level of hormones, such as estrogen and progesterone, to be produced from these 

female reproductive organs.  

The act of inducing a seizure by applying an electrical current to the brain, also known as 

electroshock therapy, was first used as a psychiatric treatment in American hospitals in 1940.26 

Although the earliest assumptions of electricity relating to the brain are not known, references to 

the use of electrical fish as a form of treatment for common maladies has been widely 

documented. Some of these references include the use of trephine, a circular metal saw, to open 

patients’ heads and expose the brain to the shocks of electrical eels.27 A brief history of 

electrotherapeutics will be discussed in the following section.  

 

Electrotherapeutics 

The use of electricity as a therapeutic treatment to alleviate physical ailments of the 

human body was first documented during the age of Hippocrates (460 – 370 B.C.).28 Electrical 

fish, such as the electric torpedo (also known as a sting ray, electric ray, “raja torpedo”, and/or 
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Electric Fish,
http://members.fortunecity.com/anemaw/otherelec.htm   

cramp fish), electric eel, and catfish were widely used 

amongst the Greeks and Romans as cures for common 

maladies.29 These fish were believed to have curative 

properties through ingestion30 or by application on the 

affected area of the body. Scribonius Largus (A.D. 47), a 

physician to the Roman Emperor, Claudius, reportedly used 

these fish to treat the emperor’s headaches.31  Galen (A.D. 

31-201), a prominent Roman physician, also employed the 

use of electric fish to treat gout and other illnesses such as 

melancholia and depression.32 The basis for the use of 

electricity, as supported by many authors and physicians 

in that time, was that the touch of an electrical fish would blunt the acute feeling of pain, was 

calming, and could even induce sleep.33 Native West African women over a century ago also 

reportedly put their sick children in holes where electric fish were present.34 Other documented 

uses of electricity were made by Pliny (23 A.D.), a Roman author and naturalist, who claimed 

that electricity was a useful form of treatment, and Dioscorides (40-90 A.D.), a Greek physician, 

who believed that electricity was able to cure a “prolapsus ani” (prolapsed rectum).35  

Doctors and other medical practitioners began to experiment with electricity for surgical 

and medicinal purposes in the mid-18th century.36 Machines capable of delivering electricity 

through electrodes were widely used on the skin, brain and spinal cord, reproductive organs, as 

well as the gastrointestinal tract.37 Notably, small electrical shocks were administered to numb 

acute sensations of pain in skin diseases. The use of electricity through these machines, however, 

was primarily for physical, rather than for psychological issues. 
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Schwarze Nieswurz, Helleborus niger, 1885, Flora 
von Deutschland Österreich und der Schweiz 

Notion of Shock as a Therapy 

  The use of electroconvulsive therapy, interestingly, did not originate from historical uses 

of electricity.38 Instead, electroconvulsive therapy should 

be considered a technological advancement of 

pharmacological treatments to induce shock. Shock 

therapy was based on the idea of inducing fear, 

physiological changes, and/or seizures to restore the 

patient back to sanity. Much of the development of shock 

therapy can be attributed to the work of Hungarian 

psychiatrist Ladislas Meduna, who used pharmacological 

treatments to induce convulsions in 1934.39 However, a 

considerable precedence existed before Meduna. In the 

16th century, Swiss physician Paracelsus administered oral 

camphor to induce convulsions and to treat insanity.40 

Camphor is a type of substance with a strong aromatic 

odour, commonly found in the wood camphor laurel tree. In a historical context, camphor was 

well-recognized amongst the ancients and Persian physician and philosopher, Avicenna (980-

1037), to treat psychological disorders.41 In 1764, Leopold von Auenbrugger, an Austrian 

physician who invented the percussion method in physical assessments, administered camphor to 

patients with “mania vivorum” every two hours until they experienced convulsions.42 The next 

recorded case was in 1785 by Dr. William Oliver, who successfully treated a patient who was 

“seized with mania with few intervals of reason.”43 Other practitioners using camphor included 

Weickhardt in 1798, and Pauliczky and Szekeres in 1861.44 
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Herbal supplements, such as “hellbore” were also used to treat mental illnesses through 

purgative means. According to Horwitz (1977), hellbore, a wild flower plant, was a popular 

treatment amongst the Greeks to induce vomiting of black bile in persons with melancholia. 

Nicholas Culpepper (1616-1654), an English physician and herbalist, commented that hellbore 

was, “an herb of Saturn”, and that “the roots are very effective against all melancholy 

disorders.”45 The principles behind using hellbore were quite complicated, however. An 

overdose of hellbore was poisonous and many practitioners debated the timing of administration 

due to its rapid and violent emetic effects.46 Physicians also argued and debated about whether 

hellbore should be administered before or after meals, which mountain it came from, and which 

supplemental herbs should be used in conjunction with hellbore to enhance its effects.47 Hellbore 

was also documented by Ancient writers to frequently induce seizures, which put psychotic 

symptoms in remission.48 However, there was little follow-up regarding the effectiveness of this 

claim. 

Sudden shocks, through the means of cold therapy or ice baths, were also prescribed as a 

form of treatment for mental illnesses. The first documentation of cold therapy was in 1707, 

where a Dutch carpenter had been “cured” of lunacy by falling into a canal.49 Von Helmont, a 

Flemish physician, thus advised immersing patients in cold water. Another German physician 

proposed the use of a ‘surprise boat’, where a chaperone would row a boat out into the middle of 

a lake and push patients overboard.50 Other means of inducing fear were proposed by German 

physician, Johann Reil (1759-1813), who advocated for ‘non-injurious torture’ through firing 

canons, submerging the patients under water, and using strait-jackets.51 Moreover, psychiatrists 

designed the ‘Bath of Surprise’, a reservoir of cold water that patients would be suddenly 

plunged into after standing on top of the covert and deceptive door.52 The concept behind the 
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John De Pol, Thorazine Advertisement, 1959, 
http://www.bonkersinstitute.org/medshow/thorazbath.html 

Insulin Apparatus, Journal of Mental Science 

Bath of Surprise was to induce fear and “shock” the 

patient back to reality, and the procedure was done 

repetitively until it achieved a desired effect. 

By the 1930s, four major types of shock 

therapies were used: insulin coma therapy, metrazol 

convulsive therapy, psychosurgery, and electroshock 

therapy. Insulin is a hormone secreted by the pancreas 

to increase the uptake of blood glucose into the liver 

and muscles, thus, diverting glucose from the brain. 

Depriving the brain of glucose commonly causes a 

stupor in the brain, a condition also known as “insulin shock” or “hypoglycaemic shock.”53 

Moreover, a hypoglycaemic coma or “insulin coma” is a severe form of insulin shock that 

involves a loss of consciousness.  

The interest in insulin was ignited soon after 

it was discovered in 1922 by Canadian physicians, 

Dr. Frederick Banting, Dr. Charles Best, Dr. John 

James Richard Macleod, and biochemist, Bertram 

Collip. Experiments were widely conducted with 

insulin and were documented to have positive effects 

on mood.54  Insulin coma treatment was first 

introduced by Austrian psychiatrist and neurophysiologist, 

Manfred Sakel, in 1933. His treatment involved administering high doses of insulin to patients 

with schizophrenia to induce a hypoglycemic coma. As a way to surpass his rivals in the field, 
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Sakel claimed that he had discovered both shock therapy and convulsive therapy.55 Although 

Sakel eventually realized that hypoglycaemic comas often led to unwanted convulsions that 

damaged the patient’s brain, he believed that insulin shock therapy was still effective at putting 

psychotic symptoms in remission.56  

Less than two years later, Hungarian neurologist Ladislas Meduna documented the use of 

camphor-induced convulsions to treat persons with schizophrenia.57 Meduna’s principles were 

based on the notion that schizophrenia and epilepsy were antagonistic in nature and that 

spontaneous seizures would, temporarily or completely, rid psychotic symptoms.58 This 

technique, also known as “biological antagonism”, was based on the theory that the induction of 

one illness (epilepsy) could treat another (schizophrenia).59 Similar principles were used by 

Hungarian psychiatrists, Nyiro and Jablonski, who, in 1929, administered blood transfusions 

from persons with epilepsy to those with schizophrenia in the belief that epilepsy could 

potentially treat schizophrenia.60 Unfortunately, these attempts were futile and reaped 

unsuccessful results. Meduna’s use of intramuscular injections was also very painful and 

distressing and achieved only a varied therapeutic response.61 As a result, he switched to using 

pentylenetetrazol (Metrazol),62 a cardiac and respiratory stimulant. It was effective in inciting 

seizures in high doses; however, it exhibited a varied response and a great number of side 

effects.63 

A major breakthrough occurred in the 1930s when Italian neuropsychiatrists, Ugo Cerletti 

and Lucio Bini, first recorded the use of electrical currents to induce convulsions in the treatment 

of schizophrenia.64 Celetti, who was in Genoa, performed research to determine if the sclerotic 

changes in the Ammons horn (one of the two interlocking convoluted folds in the hippocampus 

of the brain) were initiated by or were a result of epilepsy.65 To create these lesions, he applied 
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shocks of 125 volts over half a second to dogs with electrodes in the mouth and rectum.66 By 

1935, Cerletti began to hypothesize about the therapeutic use of electricity to induce convulsions, 

after learning that electrical shocks were being applied to the heads of pigs (in the course of 

slaughter) in a Rome slaughterhouse. His research demonstrated that these pigs were only 

unconscious and were capable of enduring high dosages of electricity for a long period of time.67 

May 1937 marked the first documentation of the possible use of electric shock on a human 

subject and when a basic ECT machine was put together by Bini in Rome.68  

 

 

 

Norman S. Endler, Original electroshock therapy apparatus used in 1938, October 1985, History of Medicine Museum, Rome 
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Norman S. Endler, Original electroshock therapy apparatus used in 1938, October 1985, History of Medicine Museum, Rome 

 

 

Norman S. Endler, Plaque commemorating first electroshock treatment in April 1938, October 1985, History of Medicine 
Museum, Rome 
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Lucio Bini administering ECT in the Rome psychiatric clinic, 
1940, Sapere, no. 154 (May 1941). 

 

Norman S. Endler, Room where electroshock therapy was first administered in 1938, October 1985, History of Medicine 
Museum, Rome 

 

 One year later, in 1938, “electroshock” was 

performed in Rome, Italy.69 A 39-year-old engineer 

with severe schizophrenia from Milan had arrived by 

train with no apparent identification or train ticket. 

His physical appearance was dishevelled; he was 

nonverbal, hallucinating, delusional, and incapable 

of forming coherent sentences.70 The police 

commission in Rome found him at the train station 

and brought him to the psychiatric clinic for 

evaluation. After the patient was formally diagnosed 

with schizophrenia, he received his first treatment on 



TORTURE OR TREATMENT 19 
 

April 11, 1938.71 According to Accornero (1970), who was present during the procedure, the first 

electric shock administered was 80 volts at one tenth of a second, which led to a period of 

unconsciousness, with no seizure. The second shock was delivered at 90 volts for one tenth of a 

second and produced a “petit mal”, or an absence seizure. Within a minute, the patient woke up 

from the seizure and began to sing a well-known song. The third stimulus was again increased, to 

110 volts for one-half a second, which led to a generalized seizure. However, just before this, the 

patient suddenly proclaimed in Italian, “Non una seconda! Mortifera!” meaning, “Not again! It 

will kill me!” Bini, albeit apprehensive, proceeded with the third shock, and as soon as the 

patient woke up, Bini asked, “What has been happening to you?” to which the man replied with, 

“I don’t know, perhaps I have been asleep.” This first patient treated with ECT received a total of 

eleven successful and three incomplete treatments within two months.72 Two years later, it was 

found that the patient had an occupation and led a normal life.  

 

  

Attendant removes electrodes immediately after inducing seizure while Bini looks on, 1948, Tempo (March 1948). 

 



TORTURE OR TREATMENT 20 
 

 

 

Lucio Bini checks mouthguard in an unmodified grand  mal seizure, 1948, Tempo (March 1948). 

 

 

 

ECT patient awakens after end of seizure and talks with Bini, 1948, Sapere, no. 154 (May 1941). 
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Electrotherapy primarily replaced pharmacological agents during the 20th century and 

was regarded as a paramount advancement in technology.73 The discovery that electric shock 

therapy was effective in the treatment of mood disorders subsequently led to its widespread 

popularity and use in psychiatry.74 ECT rapidly replaced pharmacological agents as a means to 

induce convulsions and became the first-line treatment for schizophrenia as well as mood 

disorders.75 Convulsions were believed to help “reset” the brain and to alleviate and/or treat 

psychotic symptoms. 

Some of the first electroconvulsive machines were introduced in Canada in 1941 at the 

Toronto Psychiatric Hospital.76 According to an article on electroconvulsive machines, the 

primary ECT machines produced used “sine-wave electricity” and were “of increasingly simple 

design, resulting in virtually a ‘black box’, connected to the mains with a transformer and two 

wires inside leading to two electrodes.”77 Adjusting the current or voltage switch would 

modulate the amount of energy administered, and the treatment time was determined by 

manually pressing the “treat” button and counting.78 Moreover, the waveform function on ECT 

machines served to determine the impulses of electricity generated by the apparatus. Some ECT 

machines may have also had a dial to regulate the intensity of the stimulus. Electrical shocks 

were almost always administered bilaterally, until it was discovered that the treatment caused 

transient memory loss and confusion.79  

According to Psychiatric Nursing (1959), electroshock therapy was administered and 

described as follows: 

“The patient is placed upon an especially constructed table or firm bed equipped with a 
fracture board. A firm pillow is placed under his shoulders. This tilts his head backwards 
and effects hyperextension of the spine. One small pillow is placed under his head and 
another under his knees to promote relaxation of the lower extremities. 
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A team composed of the doctor and usually two or three members of the nursing staff 
conduct the treatment. The doctor regulates and carefully observes the electric apparatus. 
One nurse stands behind the head of the table and directly applies the electrodes. First she 
rubes electrode jelly over the patients temples. Then she soaks the padded electrodes in a 
20 percent physiologic-saline solution and applies them to the temple region. A soft, 
absorbent mouth-gag is then placed between the patient’s upper teeth and tongue. There 
is a brief testing of the apparatus and the head resistance of the patient before treatment is 
commenced. A special timing device on the machine is set to switch the current off 
automatically according to the prearranged time limit. The doctor operating the apparatus 
carefully watches its action to make certain that the current automatically ceases 
according to the time setting. If there is any imperfection in its operation, the doctor has 
to turn the current off. For periods varying from 0.1 to 1.5 seconds, 70 to 130 volts of 
electricity pass through the patients head. 

As the current passes through the patient’s brain, a convulsion of the tonic-clonic pattern 
is observed. The nurse standing at the head of the table holds the patient’s jaw in place to 
prevent dislocations or fractures. The other persons who assist with these treatments hold 
the patient’s shoulder, hips, and extremities firmly against the table to prevent fractures. 
The convulsion starts with a short, indrawn sigh, followed by apnea and cyanosis. 
Vigorous twitching of the facial muscles, accompanied by generalized body twitching, 
occur during the clonic phase of treatment. These movements gradually cease, the 
patient’s breathing returns to normal, and he falls into a stuporous sleep. The convulsive 
episode lasts from forty to forty-five seconds. The patient is then lifted onto a stretcher 
and transferred to his bed where he may sleep for about one-half hour. During this period 
he may be very restless and thrash about in bed for some time. When he does awaken, he 
has an amnesia for the entire episode. He may be confused and somewhat unsteady upon 
his feet for another half hour. 

There are times when the patient does not have a convulsion. When this occurs, the 
amount of voltage or time is increased, and another treatment is given immediately. 
When the respiratory embarrassment occurs following treatment, the patient is given 
artificial respiration immediately.”80 

Some of the earliest ECT machines were developed by Offner Electronics Incorporated, 

an American based company, in the early 1940s. Offner Electronics was established in 1938, by 

American engineer, Frank Offner, after he received his post-doctorate degree.81 Based on a 

recollection by Dr. Edward L. Margetts from the Allen Memorial Institute of Psychiatry and 

Department of Psychiatry at McGill University in Montreal, a modified “multiple shock” 

technique was used with the Offner 733 ECT machine. The current dial of the Type 733 machine 

was set at 400 miliamperes and the timing of the shock was set at 1 second, with both the 
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Offner Electronics Inc., Offner 732 - #1982.8.1 a-g, 1945, 
Museum of Health Care at Kingston, Canada 

Lektra Laboratories, Lektra 302 Series - #1978.21.1, 1950-
1959, Museum of Health Care at Kingston, Canada

decrease and increase lights lit and balanced. The current then went through the brain, leaving 

the apparatus to “click off.” As soon as this occurred, the treatment was repeated four to five 

times by flicking the test switch, followed by the treat switch immediately and quickly. The 

objective of this procedure was to allow 

the current to pass through the brain 

several times during a single convulsion. 

An earlier but similar model, the Offner 

732, developed in 1945, can be seen on 

the right.82 

By the 1950s, about a decade 

later, Lektra Laboratories Incorporated in 

New York introduced the next generation of 

ECT machines. Lektra’s Series 160 and 302 included measures to improve safety and control, 

and was more durable and easier to administer. 

The safety features of these ECT machines 

included two separate switches for power 

generation: a master switch and a power switch, 

which enabled the practitioner to turn the 

stimulating circuit off whilst keeping the 

apparatus on. In essence, the stimulating circuit 

was kept separate from the power source, 

therefore, maximizing the safety of the patient. In 
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Lektra Laboratories, Lektra 160 Series - #000003376 a-n, 
1960, Museum of Health Care at Kingston, Canada

addition, the start button had to be held down during the treatment. Releasing the start button 

stopped the procedure. 

Unlike the Series 302 model, the newer 160 unit consisted of a more refined timer for the 

conventional and Glissando administrations of ECT. The conventional dials had 11 intervals, 

with increments of 0.025 seconds from 0.10 to 0.25, 

followed by 0.05 second increments up to 0.40, and 0.1 

seconds to 0.5 seconds. The Glissando function also 

consisted of 11 intervals, with 0.05 second increments 

from 0.10 seconds to 0.50 seconds, followed by the 

options of 0.75 and 1.0 seconds. The Glissando technique 

involved progressively increasing the intensity of the 

stimulus from a subconvulsive to a convulsive state. In 

addition, the voltage was visibly indicated with numeric 

values from zero to 300 volts, which could also be 

viewed on the volt meter panel.  

The simplicity of the 160 ECT series by Lektra can be seen in the design of the 

mechanism. In order to administer a shock, all that was required was for the time and voltage 

dials to be set, and pushing the “start” button. To apply multiple or successive shocks, resetting 

the apparatus was not necessary; pushing and releasing the start button achieved this purpose. 

Moreover, the 160 machine was accompanied with additional features for increased durability 

and function; electrodes and all other accessories were easily accessible and stored in a 

compartment of the case with a leather covering and a protective-cornered wooden box. 
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Ectron Ltd., Ectron Duopulse - #997028001 a-e, 1982, 
Museum of Health Care at Kingston, Canada 

By the 1980s, ECT machines became 

much more sophisticated and specialized. 

Ectron Limited, a company based in the United 

Kingdom, had developed 5 different series of 

ECT machines in its time. Both of their Series 2 

and 3 models were underpowered and could not 

achieve an optimal seizure threshold, despite the 

advances made in the Series 3. The Series 4 

machines were sine-wave based and produced many unwanted side effects. Next, the Duopulse 

model, manufactured in 1982, was also underpowered. Notably, the Series 5 was one of the most 

popular ECT machines used and generated a continuous emission of brief pulsations. However, 

despite its widespread use, it was limited by its narrow output range. Specifically, it exhibited a 

charge, or electrical quantity, of 150-400 milli-coloumbs and a fixed time of 3.25 seconds, which 

may have been ineffective in patients who had high seizure thresholds. As a result, the Series 5A 

Ectonus was developed to address these inadequacies. Following this, a Series 5A Ectonustim 

was also developed, which featured an additional function of “non-convulsive cerebral 

stimulation.” This low-voltage function involved a one directional sine-wave and was 

recommended to alleviate confusion and/or amnesia after the procedure, or “to give a painful 

stimulus in conjunction with therapeutic suggestions in the treatment of hysteria.”83 
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“Scientific integrity and a commitment to the care of the individual patients are better regulators 
of clinical practice than legal decree or public involvement in clinical decision-making.” 

Stuart Brandon 

The Uses and Abuses of ECT 

Although the 1940s and 50s marked the widespread use of ECT, complications from the 

procedure often included lethal spinal fractures and dislocations. However, this was addressed by 

Dr. Abram Bennett’s research in South America in 1940, where he discovered the 

neuromuscular-blocking effect of curare.84 Curare, a rainforest plant, was the first muscle 

relaxant introduced as a supplement to ECT. Due to the poisonous nature of curare, however, 

deaths occurred with this combination, which led to the switch to succinylcholine in 1952.85 

Succinylcholine, a synthetic paralyzing agent, continued to be an adjunct medication until the 

1980s,86 and is still being used as a muscle relaxant during ECT procedures today. By the time 

neuroleptics were developed in the mid-1950s, followed by anti-depressants, the use of ECT 

began to decline. Specifically, the successes observed with tricyclic antidepressants and 

monoamine oxidase inhibitors in depressive disorders, and lithium in mania, as well as a host of 

other available pharmaceuticals, led to the decreased interest in ECT.87  

Other factors led to the decreased use of ECT, including the social stigma and negative 

perception of the public.88 Many facilities providing ECT closed as a result. Despite this, 

scientists continued to perform clinical trials on ECT, but with fewer subjects.89 Some areas 

investigated by researchers concerned the safety and efficacy of ECT and antidepressants, ECT 

followed by medicines, and the amalgamation of ECT and pharmacotherapy in the treatment of 

schizophrenia in addition to depressive disorders.90 However, it was not until the mid-1960s 

when the efficacy of neuroleptics was deemed limited, such as in depression, that the use of ECT 



TORTURE OR TREATMENT 27 
 

Edward Shorter and David Healy, Shock Therapy: A 
History of Electroconvulsive Treatment in Mental Illness 
(Toronto: University of Toronto Press, 2007), p. 185.

became a widely acceptable form of treatment.91 The limited effects of medications, coupled 

with the advances made in ECT, made ECT a viable alternative with a quick recovery.92 

 

Social and Political Influences 

  The re-emergence of ECT was strongly 

opposed by the anti-psychiatry movement in the 1960s, 

specifically, by the Church of Scientology and other 

civil liberty groups.93 The Anti-psychiatry ideology 

vehemently denied the existence of mental disorders 

and refuted the claims that were made by 

psychiatrists.94 Their arguments centered around the 

notion that society itself had become mentally ill and 

those who had mental disorders were being 

victimized.95 The aim of the anti-psychiatry 

movement, fuelled by social criticism, was to stop 

abuse from individuals in positions of power.96 This 

movement, instigated by the inadequacies of 

psychoanalysis97 and the perceived “exploitation of 

physical treatments” by psychiatrists, inevitably gained support from the general public and led 

to the decreased use of ECT worldwide.98 However, the movement was contradictory to the 

concurrent achievements in the discovery and efficacy of pharmacotherapy.99 According to 

Duffin in History of Medicine: A Scandalously Short Introduction, “Patients are called 

‘survivors,’ diagnosis is viewed with scepticism, and all treatments, including psychotherapy, are 
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seen as methods of control, while psychiatry itself has become the enemy, if not the disease.”100 

In 1975, the American Psychiatric Association responded by forming a task force to investigate 

some of the issues related to ECT that were raised and to come to an agreeable compromise.101 

Interestingly, the anti-psychiatry movement actually prompted research on ECT that had not 

been addressed for years.102 The psychiatric profession, which had often been concerned with 

pharmacotherapy, thus broadened its scope to include ECT.103 Subsequent clinical studies 

examining the differences between ECT and antidepressant medications revealed a greater 

efficacy in ECT.104  

A notable example in the media that was prompted by the antipsychiatry movement was 

One Flew Over the Cuckoo’s Nest, a 1962 novel by Ken Kesey and later, a 1975 Hollywood 

movie directed by Milos Forman, starring Jack Nicolson. A synopsis of the story revealed a man 

named Randle McMurphy and his venture through the mental health care system. McMurphy 

himself was not mentally ill; he had falsely reported himself as being mentally ill to avoid the 

possibility of being put in jail. However, McMurphy soon found himself having to rebel against 

and oppose the ever-controlling ruling of the mental institution. The film depicts the abusive use 

of ECT and lobotomies as a means to subdue patients and an effort to gain control over their 

autonomy. Other films highlighting the uses of electroconvulsive, lobotomies, and/or 

hydrotherapy include Snakepit (1948), Changeling (2008), and more recently, Shutter Island 

(2010). ECT among other treatments used in psychiatry is still currently being portrayed in 

movies as torturous, assaultive, and a form of control over those with mental disorders. 

A recent revised position paper by the Canadian Psychiatric Association published in the 

Canadian Journal of Psychiatry in 2010 advocates for the availability of ECT as a treatment for 

patients, and specifically for those with major depression, bipolar disorder, and schizophrenia 
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spectrum disorders.105 Aside from clinical studies found in the literature, psychiatrists and ECT 

practitioners alike refer to this position paper on best practice guidelines, which provides 

information on the indications for ECT use, contraindications, efficacy, and consent for 

treatment. A notable mention from the position paper concerns the maximum number of times 

patients should be given ECT. Although the specific recommendations are not indicated, Dr. 

Murray Enns, the first author of this ECT position paper, as well as his colleagues, suggest that if 

improvements are not observed in the patient after 12 to 14 treatments, that the patient should 

receive further psychiatric consultation to determine if further ECT should be warranted.106 

Moreover, if there is minimal improvement after 14 to 16 treatments, a second opinion may be 

necessary to determine if ECT should be continued.107 There is also much debate regarding the 

placement of the electrodes; the unilateral placement of ECT electrodes may be most suitable to 

alleviate possible cognitive side effects, whereas bilateral electrodes, although associated with 

more side effects, may be used in situations where practitioners feel the urgency for 

improvement, or when the unilateral (one-sided) placement is ineffective after 6 to 10 

treatments.108 Altogether, this position paper largely encourages and advocates for the use of 

ECT and supports its efficacy with a substantial amount of literature. 

Below is a personal field note after observing Dr. Regina du Toit, a licensed psychiatrist, 

administer ECT at the Providence Continuing Care Centre – Mental Health Services, formerly 

known as the Kingston Psychiatric Hospital. 

I arrive at half-past 6 in the morning, 15 minutes early, ecstatic. I have been looking forward to 
this ECT observership ever since the idea was suggested to me. With my notebook in hand, I wait 
for Dr. du Toit as well as the other health care professionals on the ECT team to arrive to begin 
the treatments. Today, there were 5 patients who would be receiving ECT, and from what I was 
told, they were all “depressed”. 
 

At about 7am, I am led into the treatment room by the ECT administrator, whose office I 
had been sitting in as I waited for everyone to arrive. There, I meet Dr. du Toit, two nurses, an 
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anaesthesiologist, and the ECT administrator who led me to the room. After our brief 
introduction, the first patient is wheeled in on a gurney with a monitor. Dr. du Toit proceeds to 
apply a conductive fluid in a droplet bottle called, Conductive TENS Skin Prep “PreTac”, and 
attach the ECT electrodes (bifrontal) as well as four EEG electrodes (two midline, and two 
laterally, behind the ears) on the patient’s head. One nurse attaches the EKG leads on the 
patient’s chest as well as the oxygen saturation monitor. The other nurse establishes an 
intravenous line, and the anaesthesiologist administers the muscle relaxant (succinylcholine – an 
early discovery, which is still used) and a short-acting anaesthetic (“pentasol”, but propofol is 
often used as well). The nurse who had initially established the IV line then secures an “ambu-
bag” to the patient’s mouth and nose and begins ventilating and monitoring the oxygen level of 
the patient. Soon, the patient goes to sleep, as evidenced by non-responsiveness when the 
anaesthesiologist speaks to him/her. The nurse momentarily removes the ambu-bag and places 
what looks like a malleable rubber/plastic mouthpiece (as seen in movies and such) in the 
patient’s mouth and resumes the administration of oxygen. The patient’s shirt is then lifted up, 
exposing just the abdominal area, to monitor respirations. In addition, a slight 
quivering/trembling of the toes are noted, a sign called the “vernacular response”, which Dr. du 
Toit describes as an indication that the muscle relaxant is working. 

As soon as the patient’s vital signs are stable, the anesthesiolgist signals Dr. du Toit to 
administer ECT. She presses the “treat” button on the SpECTrum 5000Q, and a subsequent 
slight jerking/trembling is noted in the patient. In general, the toes gently quiver and/or point, 
the arms may slowly jerk upward, and the neck/face muscles are sometimes seen to be twitching. 
Sometimes it is also noted that the patient’s neck and face would turn beet red, but the entire 
episode lasts only for a few seconds. At this point, all the health care members are watching the 
patient’s respirations (physically on the patient as well as on the monitor), as well as the other 
vital signs (blood pressure, heart rate, and oxygen saturation), and are standing by the patient’s 
side. The ECT administrator is seen with a stop-watch. Apparently, she is measuring the length 
of time of the seizure. As Dr. du Toit later tells me, it has been found in research studies that a 
seizure of less than 31 seconds is deemed therapeutic when treating patients with ECT. 
Moreover, during the procedure a variation of changes in vital signs are observed; some 
patients are seen with heart rates of over 140 beats per minute (regular rate: 60-100bpm), a 
decrease in oxygen saturation, which can be as low as 84% (regular oxygen saturation: >94%, 
any less warrants oxygen therapy), and/or a high blood pressure, which is observed to be as high 
as 209/129 (standard blood pressure is about 120/80, with systolic pressure over diastolic 
pressure). The anaesthesiologist notes that a high blood pressure and a low heart rate, which is 
seen in one particular patient having a heart rate in the 40s, is called a “Cushing response”. A 
quick Google search reveals that a “Cushing response” is a reflex related to an increase of 
intracranial pressure, or pressure in the skull and brain. 

After the duration of the seizure is documented, the ambu-bag is continually applied. It is 
noted that patients who are not able to properly breathe on their own or have a low oxygen 
saturation would be switched from a mouthpiece to oropharyngeal tube to ensure a more open 
airway. The SpECTrum machine prints out an EEG strip displaying the patient’s baseline brain 
status, followed by the induction of the seizure, the “post-ictal” suppression phase, and the 
return to baseline consciousness. The post-ictal phase supercedes the seizure and is the time in 
which the patient experiences a loss of consciousness. Dr. du Toit explains that a few seconds 
after the seizure, the spikes in the EEG reading are due to the patient’s respirations. Finally, the 
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patient wakes up; they are all groggy but verbal, and have no recollection of the experience. 
They stay in the treatment room for several minutes and monitored for stability (in other words, 
normal vital signs), and then wheeled out of the room.  

This next section contains notes and some teaching I received during the observership: 
Dr. du Toit describes that older versions of ECT machines would use an AC or alternating 
current as a means to deliver shock. However, many of the side effects associated with AC ECT 
machines were due to the fact that it was different from the way in which neurons fire (the action 
potential). Moreover, the delivery of shock is determined by the seizure threshold of the patient; 
thus, the amount of electricity administered varies accordingly. The administration of shock, 
however, is deemed “therapeutic” if it is 2.5 times the individual’s seizure threshold. The 
SpECTrum machine is a fixed current one, hence, the voltage and resistance varies. In 
comparison, European countries use fixed voltage machines, which allows for variation in the 
current as well as resistance. Thus, European countries often administer higher amounts of 
shock. The maximum charge for ECT machines in Canada is 576mC (milli-coloumbs). Patients 
who are eligible for treatment typically follow the “CRAMP” mnemonic: catatonia, resistant 
depression, acute suicidal ideation, mania, and psychotic depression, and also start at 10 to 12 
ECT treatments, although the number of treatments can be increased depending on their 
tolerance. The prognosis of the treatment is determined by the patient’s tolerance to ECT, which 
deteriorates when treatment is abruptly terminated or there is an interruption in between 
treatments.  

A majority of patients experience memory loss; some are short-term, others are long-
term, however, some regain these memories, and for others, this memory loss is permanent. 
Therefore, patients are always advised of the possibility that they may lose some of their 
memories permanently and are counselled to the weigh the risks and benefits of the treatment.  

In a personal reflection of the observership experience, it appeared to me that Hollywood 
has “glamourized” ECT; ECT has been stigmatized for decades and is perceived as a very 
fearful, torturous procedure for patients to endure. In reality, however, the patient is never 
conscious for the event and does not appear to remember or experience any pain or discomfort. 
In addition, many precautions are put in place to ensure the safety of the patient (monitoring of 
vital signs with machines as well as having doctors and nurses present). As I only saw the 
patients once, I did not get to observe the long-term efficacy of ECT or the presence of any long-
term brain damage from the treatment. Yet, according to Dr. du Toit, if patients were given ECT 
as an early intervention, the success rate would be about 90 percent. 

 

Patient Interview Transcript: “I’m afraid of getting headaches.” 

The medical professions’ understanding of using ECT as a treatment is only one part of 

this story. Another is how a patient who has undergone ECT treatment views their experience. 

Interviewer: Hi Kim, thank you letting me interview you today. Can you please tell me a bit 
about yourself? 
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Kim Chan, Underwent ECT Procedure 20 Years Ago – Patient 
Interview, 2010, Museum of Health Care at Kingston, Canada.

Patient: My name is Kim, I’m 59 years old... I’m unemployed, single. Right now, I volunteer 
twice every week. On one of the days, I participate at the Hong Fok Mental Health Association, 
where I teach ta-chi... and then there’s two days where I go with my father for “dim sum” lunch, 
and help out with his groceries, and... Every week I have a full schedule. Weekends are where I 
have “Family Day” and... that’s it. 

Interviewer: Wow... it seems like you have a pretty busy schedule. 

Patient: Yeah. 

Interviewer: Can you tell me a bit about how you came to be diagnosed with a mental illness? 

Patient: Well that’s... when I was 
young, like 15 years old, it was a long 
time ago... at the time, China was 
going through some... revolution... so 
there were a lot of people who were 
being killed - it was very gruesome... 
that’s what happened then, and when I 
saw it, I went home and became very 
scared... very scared, very scared... and 
then, didn’t know myself – at the time, 
I didn’t know I was experiencing a 
depressive disorder... I just knew I was 
very scared, I couldn’t go to sleep at 
night... which lasted for about a month - 
for about a month, I couldn’t sleep at 
night. But I never went to see a doctor, because I wasn’t aware I had a depressive disorder. [I] 
didn’t know what – what it was... and then it just dragged on ... on, on, on, until – [I] came to 
Canada – the time I came to Canada... it was 1981, when I came to Toronto - then I knew to go 
to a psychiatrist, and found out that this was a depressive disorder... like that. 

Interviewer: So your mental illness, is called, depression? 

Patient: Depression. Yes. [formal diagnosis: major depressive disorder] 

Interviewer: How long have you had it for? 

Patient: You can calculate it. 15 years old up to this point... 59 years old... (scratches head) It’s 
about... 

Interviewer: 40 – over 40 plus years. 

Patient: It’s about – yes, it’s about – over – 40 years. 

Interviewer: So, after you were diagnosed with depression, what therapies or treatments have 
you tried? 

Patient: The difference is using... old medications [antidepressants] from the past. Those with a 
lot – a lot of severe side effects, those old medications. When I took them, I became very 
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restless, very anxious. [They] used those medications to treat – but it didn’t work - it wasn’t able 
to treat it... I took a lot - I got prescribed other ones, and it didn’t help. The doctor ended up 
telling me to get ECT... to use ECT. So... the entire procedure, I was given “full” anaesthetics... 
after they gave it to me, I couldn’t remember the procedure... when they were done, they 
wheeled me back to my room. But afterwards, when I woke up – when I woke up, I had a severe 
headache... perhaps this was a side effect. And... from then I did it 3 times, and then the doctor 
stopped it – [he] said it was ineffective. So... I continued taking – taking – taking medications 
until – this, this - Prozac was invented, Prozac, this medication, was a new one... so, it was when 
I took Prozac, that my illness finally took a turn for the better... and then afterwards, more newer 
medications came out – even right now, I’m on new medications, and I feel, a lot more awake 
and less fatigued... like that. 

Interviewer: Can you comment on why was ECT recommended to you as a treatment? 

Patient: It was, because... I took a lot – a lot of medications, [I] tried a lot of the older 
medications, and they didn’t work – they weren’t able to treat it [mental illness] adequately. 

Interviewer: So before you had ECT, what did your practitioners explain or tell you about it? 

Patient: He said that it would – after the procedure I would lose some of my memory... that I 
would have memory loss...but only temporary. 

Interviewer: So then after the procedure, did you experience memory loss? 

Patient: Yes. 

Interviewer: Was it short-term or long-term? 

Patient: Short-term. 

Interviewer: Short-term. Can you give me an example of something you had trouble 
remembering? 

Patient: Like, recent events – I couldn’t remember any of it. 

Interviewer: But afterwards, did you remember it? 

Patient: Yeah, I remembered it. 

Interviewer. But your long-term memory... was it affected? 

Patient: No, no, no... 

Interviewer: So is it because of the headache that your ECT was discontinued after three 
treatments? 

Patient: Yeah. 

Interviewer: What have you heard about regarding ECT... from your friends, doctors, and the 
media? 
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Patient: Well it’s usually for people whose illness are more severe... who haven’t gotten better 
with their medications - that’s why you get it. 

Interviewer: Did you have any friends who used ECT? 

Patient: Yes, I do. 

Interviewer: Can you tell me a bit about that? 

Patient: I don’t know the extent of it... I just – when I was staying in the hospital, I witnessed 
some of my friends who had it. Yeah. 

Interviewer: For them - did they say whether it was effective or not? 

Patient: For some, it worked – for some, it worked. 

Interviewer: What was the majority of their primary diagnosis? 

Patient: Depression, as well. 

Interviewer: If you had a choice, would you ever consider having ECT again? 

Patient: I wouldn’t. 

Interviewer: Why? 

Patient: I’m afraid of getting headaches. Yeah, actually, a few years ago, the doctor wanted me to 
have ECT – he asked me, if I wanted to do ECT, because I was really sick, and was at the 
hospital, so, the doctor asked me if I wanted to have ECT, [and] I said, I didn’t want to have it 
done. He asked me why, and I told him that a very long time ago... I had it, and got headaches – 
I’m very fearful of getting headaches, so I said I didn’t want it... [and] so he didn’t do it. 

Interviewer: Is the headache a migraine type of headache, or – 

Patient: It’s a generalized head pain. 

Interviewer: Generalized head pain. 

Patient: Generalized head pain. It’s VERY painful. Even if you move your neck just a bit, it – it – 
it isn’t possible - it’s so painful. I remember it very clearly. 

Interviewer: Okay. So I guess this concludes our interview. Do you have anything else you’d like 
to add? 

Patient: What else is there to say? 
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Dr. Regina du Toit, ECT Practitioner – Psychiatrist Interview, 
2010, Museum of Health Care at Kingston, Canada. 

Psychiatrist Interview Transcript: “It’s a safe and effective treatment.” 

Although ECT was not effective in this patient’s experience 20 years ago, Dr. Regina du 

Toit, a licensed psychiatrist with a specialization in ECT, recently explained in an interview that 

ECT remains as a useful and effective form of treatment. 

Interviewer: Dr. du Toit, thank you for letting me interview you today. Can you tell me a bit 
about your background and credentials? 
 
Psychiatrist: Certainly. I’m a physician, I have a specialty in psychiatry, and – which means I’ve 
done five years of psychiatric training following medical school. This is a second career for me, 
and prior to doing medicine I was a nurse practitioner, for – almost 10 years. 
 
Interviewer: What made you choose psychiatry? 
 
Psychiatrist: As we’ve touched on before, psychiatry kind of - had always interested me, and I 
was always interested in - the human mind and the brain, and the... complexity, of how we 
function as human beings and how we - our emotions in particular – function. So – I had always 
liked the... didactic material, sort of speak. Having worked as a nurse, I spent a lot of time 
working with people, with all the challenges that that brings, but when I did psychiatry in 
medical school, it really, spoke to me as... a really fitting career for me. I really enjoyed hearing 
peoples’ stories, I feel that everyone has a story - and I find [that] those stories are endlessly 
fascinating. What I particularly liked about psychiatry was that – there is a – an endless – 
variation on the various illnesses, so – in psychiatry, while there’s not a lot of  – major mental 
illnesses per se, there are a lot of very different personalities with those illnesses, and that made 
it especially interesting to me and continues to do so. 
 
Interviewer: How long you have been practicing as a psychiatrist? 
 
Psychiatrist: I’ve been practicing as a psychiatrist for almost 10 years now. 
 
Interviewer: And how did you get involved with administering ECT? 
 
Psychiatrist: I became interested in 
– ECT, obviously through my 
program and residency. It’s a Royal 
College degree requirement that all 
psychiatrists have exposure to it, 
and s – so, I did the program 
requirements, but I – became 
interested in further exploring it – 
when I saw how effective it was in 
helping patients. I’m thinking of 
one patient in particular, who was a 
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woman, who – I was convinced was demented, an elderly woman, who was a hospitalized 
inpatient, and when the attending recommended ECT – for her, I was a little bit sceptical as to... 
whether it would be very helpful. In fact – it – it ended up being incredibly effective, and the 
woman went from being, you know, intensely suicidal, and really – being unable to function - 
without being in a hospital, to being at home. I know I saw her for years after that, and I know 
that she continues to function well in her own home. So – I saw it give somebody back – their 
life, from it, in a manner of speaking, it was rather dramatic and impressive and – made a lasting 
impression on me. 
 
Interviewer: What – specific training did you receive in – residency, or in medical school – with 
ECT – for ECT?  
 
Psychiatrist: Well the Royal College requirements, are that... all residents are to be exposed, and 
– and – and to be quite honest, I’m not up to date to much rehearse what the Royal College 
requires now. At the time I was going through, there were very... very strong mentors, and 
psychiatrists who – who oversaw the residency training. I know that in my program, it was 
expected that we attend, and – and – view, ECT and then do a certain number of treatments, 
ourself - the idea being that, you know, you need to understand sort of, what – what you’re 
doing, from a practical point of view. Alongside that, there was – an extensive series of lectures, 
didactically talking about the theory of ECT, and the history... physiological effects and so on, so 
– quite a lot of training in residency... and... when I finished residency, I did further training, in 
the United States at Duke University. 
 
Interviewer: And - what kind of patients is - ECT suitable for? 
 
Psychiatrist: ECT is suitable for... a number of different kinds of mental illnesses, and it is 
important, that – people be aware of it as a treatment option. Probably - the way, the way I best 
think of it is – is – it’s particularly helpful for elderly people with psychotic depressions? So 
that’s kind of - I think, the group – that tends to have – the best – the biggest benefit, and the 
most lasting benefit. But it’s also helpful in a number of other conditions, including... catatonia, 
which is – felt to be relevant for people who have schizophrenia, and – they sometimes have a 
form of schizophrenia where they stop moving, and can – can become quite debilitated, just by 
not eating, and – not sleeping, ... no, that – that – that’s terrible, I have to rephrase that. It can be 
helpful for people who have a particular presentation, called catatonia, and that may be people 
who have a history of schizophrenia, or – bipolar disorder, or an affective disorder. What 
catatonia is – is what it sounds like - people stop eating, they stop drinking – they sort of, will 
remain in postures for, very long periods of time, and as you can imagine, if this goes on for a 
long time, they become physically compromised. ECT, has the most dramatic and – effective, 
improvement in that kind of condition. Other conditions, that ECT is helpful for, include 
depression. If you take someone who’s gone from functioning and doing well, to having a clear 
onset depression, and gave them ECT before you gave them anything else, you would, most 
often, in 90 percent of the cases, get them well. Unfortunately, people - don’t come to us in their 
first depression often. By the time one’s being asked to consider ECT for somebody with 
depression, they’ve been through many medication trials and/or therapy trials, and so one is often 
faced with a more complex, kind of depression. In those cases, people will get well, in 
approximately 60 percent of cases, we often will do ECT in people who are acutely suicidal - 
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these are people, who are depressed, or have schizophrenia or other mental illnesses, such that 
they are – physically compromising themselves, either intentionally or wilfully by not eating, 
and - that – again, they will end up being physically compromised, having electrolyte imbalances 
– things like that - again, ECT can be most helpful. And ECT – according to the literature, is 
effective in treating mania, which sounds - counterintuitive, I can’t say that I’ve ever – I’ve seen 
a lot of people with mania ever do – you know, ever have ECT, most often because they’re so 
difficult to consent, and there are other treatment options that seem to – be helpful, but – it – it – 
the literature will say, that mania is another indication for it. 
 
Interviewer: And how many treatments do patients - typically have? 
 
Psychiatrist: When we’re approaching ECT with patients, I like to tell people that, you know, 
it’ll take between 8 to 12 treatments, for them to get an initial response. In fact, I often tell people 
not to really bother looking too much – for too many things, before they’ve hit, you know - 
they’ve hit between 6 or 7 treatments, and I do that because... I think it gives them a realistic 
expectation of what they might – look for, and so they don’t kind of lose hope and think that it’s 
not working. So – 8 to 12 treatments, is the sort of initial primary series that we will start with 
anyone. And - obviously some people you see respond quite early after 2 or 3. For many patients, 
you know, 1 is not seeing – major results, until you’re getting to 8, 9, or 10. So – 12 treatments, 
on a regular basis - so Monday, Wednesday, or Friday, or you know, every two to three days, in 
a consistent fashion seems to be – the requirement, and the literature has looked at various 
combinations of that... but that is - that is the standard, as – as – I have done it. 
 
Interviewer: What is the percentage, approximately, of patients, who show an improvement? Is 
that dependent on the severity of their illness? 
 
Psychiatrist: It depends on the illness itself. You know, if you took 100 patients, who had – an 
uncomplicated depression and put them through ECT, probably 90 percent, would get better. 
You know, ECT has a remarkable – efficacy rate - if you – think of – some of the other 
treatments in medicine, if you compare it, it certainly can hold its head up as a reasonable 
treatment. You know, as – as – as I said, unfortunately – or fortunately, I guess it depends, we 
don’t see uncomplicated cases. By the time someone gets to ECT, they have had a – long period 
of time to have whatever abnormality they’ve had, and then... the – the ensuing complications 
that go with that, so it’s a bit hard to – put a number on it. 
 
Interviewer: I’ve heard that ECT is often used as a “last resort” in psychiatry. What happens to 
patients who don’t respond to multiple treatments of ECT? 
 
Psychiatrist: Well, you know, whenever one is faced in medicine with – you know, providing of 
treatment that doesn’t seem to be – helping, it’s always important to review the patient’s history, 
and symptoms, and presentation overall, and – to query – whether you have the right diagnosis or 
not. As I said, there’s... ECT is very helpful for a number of conditions, and I think it is very 
important, that when we are offering ECT - we offer it to patients with those conditions that may 
be helped by it. In the - in... psychiatry, we will often see people who may have 
“characterlogical” disorders, and... a lot of effort has been put into research in whether ECT may 
benefit them and – you know, the literature has been very clear that ECT is not – an effective 
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treatment. So – it’s important to... to make sure that you’re selecting patients, or recommending 
ECT to patients to whom, it has a good chance of benefiting them.    
 
Interviewer: What are some complications or side effects, you have seen in your practice? 
 
Psychiatrist: The big complication, for ECT, tends to be memory loss. And it’s – a fairly serious 
side effect, but it – it interests me, how... how differently people will react. But definitely, 
memory loss in terms of the short term – memory loss, that kind of – forgetfulness that will come 
from – just having - you know, anyone who has a general anaesthetic, and has that kind of 
treatment - will have. And that will usually last, you know, the day of treatment, or – into the 
next day, and seldom last longer, so that’s – so one form of memory issue. The more – 
problematic one in my mind is – the longer term, memory loss... and patients will not 
uncommonly, complain of those memory losses. When I’m talking to patients about ECT and 
getting their consent, you know, I – I – I sort of – try and explain to them that this going to 
happen, and – I think the – the research, as I understand it – seems to have come to – the notion 
that people’s reactions to the memory losses, is what is most significant, in... whether it’s a 
problem or not. I’ve seen everything - I’ve seen people who start off with bad, bad depression, 
bad, bad, memory loss, they get – their depression gets better, and their memory loss gets better 
and they’re fine. And – you know, memory loss, it’s important for people to understand, it can 
accompany depression, because if you’ve been depressed, and it’s gone on for - you know, a 
very long time, we know now that long-term depression can cause problems with your 
hippocampus, which is – a key structure in your brain that is involved in memory. So – people 
who – who are depressed, may already have memory loss, and – and it’s, important to assess that 
- as – as a psychiatrist, I’m always trying to ascertain the extent of somebody’s illness - and 
that’s a feature of depression, and then to make sure the patient understands where they may go – 
as I said. So I’ve seen people with memory loss to begin with, from the depression - bad 
depression - get better, and – and say that their memory was back. I’ve seen people, who have 
had ECT, and had the depression lifted, but had subsequent memory problems and they say, “I 
don’t care, because I – feel so much better, got my life back”. And I’ve seen people who had – 
you know, the memory problems... that were very – very little improvement in their depression, 
but their memory problems, were in their minds, very problematic, and often, if people are – are 
– are concerned about it, or unable to deal with it, they will – stop the treatment, or go on to other 
treatment options. And – and – and I guess – something that perplexes me, and I wish we had 
better answers to, is that I cannot predict, ahead of time, what might happen to whom, so – you 
may start with memory loss, as – part of your depression - intuitively one would think, “oh, 
that’s going to... that’s only going to get worse,” so you can imagine, when their depression gets 
better and their memory’s back, people are kind of confounded. But that in fact - that does 
happen. If that happens, obviously the converse can happen too, people who have the depression 
and no memory problems, get their depression better but have memory loss. And again, some 
people say they’re happy to have the depression - treated, but other people, find it untenable, to... 
to cope with the memory loss and get very distressed, so it’s really an individual... kind of thing, 
and it’s – you know, very hard to predict – going into it, but one of the most... problematic I 
would consider, are side effects.   
 
Interviewer: So primarily cognitive impairment, in terms of memory loss – is – 
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Psychiatrist: I would say memory loss, as opposed to cognitive impairment. So it’s not a 
confusional kind of thing - it will be a memory loss, for example, people will say, “hm... I can’t 
remember, you know, a couple of months around Christmas.” People will talk about blocks of 
memory, they’ll be fine for day-to-day things, they’ll be able to go grocery shopping, they’ll 
never have a problem remembering to drive their car, or ride bicycles, those kinds of things, but 
– it – it tends to be, a particular - almost like a file getting wiped off a computer, you know, a 
particular – time frame may, may just be gone for them. For some people, over time, it may 
come back, with other – with many people, over time, it doesn’t change, but they’re – as they go 
forward in time, their memory’s unhampered. 
 
Interviewer: Any physiological... side effects you know of? 
 
Psychiatrist: Anytime you have a general anaesthetic, and go – undergo, you know, a procedure, 
you’re going to have the short-term, kinds of side effects. What I think of is... you know, 
immediate kinds of things... because we give a general – a short – a short acting, but a general 
anaesthetic, so people are completely asleep, and... we give people muscle relaxants. And 
especially early on in the course, people after the treatments will sort of complain of some 
muscle stiffness. Patients have told me that they compare it to, you know, a real intense physical 
workout, where you’re – you have muscle – soreness, after the fact. So that’s – that’s one that’s, 
a physiological side effect in the short-term. People, will sometimes complain of headaches, 
particularly the day of, and you know, if you think of what we’re doing, fair enough – not 
surprised. I’d be hard-pressed to put a percentage on it, but – you know, I’d say probably, no 
more than 10 percent. In terms of other physiological side effects – you know, certainly none that 
I would attribute to ECT stimuli. Whenever we do ECT with a patient, we... obviously... you 
know, do a fairly rehearsed physical examination and work-up, to make sure they have no 
cardiac effects, in particular, and – if people have cardiac illnesses, we obviously will take steps 
to offset the effects of ECT on it. But in terms of long-lasting effects from the actual ECT 
stimuli... no, there’s nothing major in the physiological sense.  
 
Interviewer: So what is your stance on ECT? Are you pro or are you con? 
 
Psychiatrist: I think one has to be careful, Sarah, not to polarize. And – and – obviously, if I’m 
doing ECT, my bias in terms of pro is probably pretty clear. I think – you know, it’s important 
that we understand, that – ECT is a treatment that comes laden with a lot of connotations, for a 
lot of reasons. But let me be quite clear and say that answer to your question – I’m very pro. And 
– I – in fact – to my way of thinking, is more of a question of how can I not be, given that I’ve 
seen, numerous patients, in whom ECT has, arguably been life-saving. And so – I think that it is 
important that people understand that I work really hard in my – day to day job to educate, health 
care professionals, like you, and – and other people, patients, as to what ECT – you know – is, 
what it does, it – in the current sense. It’s important to locate why ECT would have the negative 
connotations in the historical sense, and I suspect in your research you have, come across a fair 
bit of that, but – you know... ECT today is a very safe procedure, it’s very controlled, as you saw, 
people are, well-medicated, physiologically regulated during the procedure with every safety – 
standard that they would be given for just any other short-term treatment in medicine, be it carpel 
tunnel release, or... you know, an arterioscope for their knee. In fact, there’s actually a treatment 
in cardiology that’s done, very – very frequently, for atrial fibrillation, that’s almost identical to 
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ECT but it’s done on the heart, and done in – in almost identical way. Basically, if your heart 
rhythm was out of kilter, and – fibrillation – or – or – atrial fibrillation – if you give a shock to 
the heart, as – we all know, it will revert the rhythm to a normal sinus rhythm – and that’s 
identical to ECT. I’m not aware of anyone protesting getting – you know, cardioversion – on the 
heart, I’m – I’m just not aware of anyone having – walked a picket line in the same way that you 
see with ECT, so ECT has a – a big historical context that needs to be considered. 
 
Interviewer: And as someone who administers ECT, have you personally experienced any –
negative backlash from – people? 
 
Psychiatrist: No, I – I – I think, I’d have to say I haven’t, and... I’ve...  I think I’ve – I’ve had the 
odd eyebrow raised at me socially, sometimes my colleagues, when they hear that I do ECT on a 
regular basis. I think sometimes, people just don’t quite know – what to do with that kind of 
information. But I really haven’t had any unfortunate – backlash. I’m always happy to have – a 
dialogue with people about ECT if the person seems interested - I’m certainly happy to – tell 
them my experience, because I think it’s important that we share it. Uh – I consider it a bit of a – 
a personal mission, when I come across medical and nursing students, to ensure that they at least 
have an informed, opinion and point of view about – ECT, and in fact, I’m less concerned about 
their opinion, I’m more concerned that they have – some – good knowledge, as to what it is. So 
no, I haven’t had major backlash in – in terms of me, personally. Having said that, I’ve been at 
conferences, at psychiatric conferences, where – I’ve seen people picket – against ECT and 
against psychiatry, and... I find it interesting and a little disquieting all at the same time – to – to 
see that... to see the... heatedness, with which people seem to – hold their opinions... so – so I am, 
you know, always careful to talk with people about it, and to sound amount about – where 
they’re coming from first. 
 
Interviewer: So my next question would be... why do you think there is so much controversy 
surrounding ECT? 
 
Psychiatrist: Oh! You know I know why there’s so much controversy – we come by it – you 
know, it – it – it – it came – it came about... oh, for a number of reasons, I think, but if you think 
back to... you know... the 30s, and 40s, and 50s in psychiatry, we had asylums. We had no 
treatment, we had no drugs. And... so – when – you know, we were faced with large numbers of 
people in – institutions, that were often – understaffed, or – managed by staff with – varying 
sensibilities... anyone can imagine that any treatment would be viewed as – irresistible or – at 
least interesting and worthy of consideration, and that in fact, I think it’s - you know, the history 
of psychiatry. If you have people who have behavioural problems, or – mood disregulation, or – 
psychosis, and – you have no means of helping them, or leaving them in their suffering, you see 
a lot of - behavioural manifestations, which – would make it difficult for that person to – you 
know, to conduct a meaningful life in society. So – faced with big groupings, big institutions 
with a lot of people, in that kind of situation, when – treatments became available, they were 
often – overembraced, and often overused, and of course... coincidentally with that, was – a time 
near – the regulation of what was done, how it was done, was... not always a standardized – and 
as communicative, as it is now, I mean, in a whole different world, so... I think – that – when 
ECT first came to North America, and it was brought here – from Europe, it was – almost 
overembraced. At the same time, when it first came, there wasn’t – the anaesthetic medications, 



TORTURE OR TREATMENT 41 
 

and the... sort of, intraoperative care that we have today. We also didn’t have muscle relaxants, 
so people – did – did have ECT and did have problems – probably broken bones, problems with 
– convulsions, problems with burns – it was not – not at all – a nice time for ECT. What’s 
interesting – is - that – through the 60s into the 70s, is we started to have medications, and – ECT 
standards were viewed, just – just as things were improving, was probably when the most 
backlash occurred through the 60s and 70s, the anti-psychiatry movement in the 70s, is – is still 
very evident today, in terms of psychiatry and how it’s viewed, but I think that – and I think that 
– that is why ECT still has negative connotations. If you were to... look at stream of 
consciousness, and you say ECT to most people... I know my generation, many of the people say 
the first thing they think of is One Flew Over the Cuckoo’s Nest, and that – iconic... you know, 
picture of Jack, and... all his glory, and – I think that that for many people, they understand that 
about psychiatry, and – they – they view that – as being, you know, a real thing that happened as 
opposed to fiction – a fictional portrayal. And many people – you know... that’s their lasting 
understanding. So – I think that’s why there’s so much controversy. For every person that will 
have an opinion against ECT, you’ll definitely find a patient – or patients who swear it, you 
know – was lifesaving. So... people tend of hold, very... strong opinions - either way, and – and I 
think, you know, you asked was I pro or con – probably a good way to put it is, because I’ve 
never – you know, people seldom come down on – maybe in middle. People seem to go in one 
way or the other. 
  
Interviewer: And do you think that with the growing body of ECT research and publicity, is it 
doing the treatment more harm and creating more stigma, or raising more awareness and 
widespread acceptance? 
 
Psychiatrist: You know... I think you’re making an important point. There is a lot of very – good 
ECT research that’s been done over many years... and – and is ongoing, and that’s certainly 
contributed... to us, making treatment as effective as we can, every time we do it. Does it help 
with the image? I mean, I think – most practitioners, most psychiatrists, try to educate people, as 
to... what it can do and what it’s meant to do. I think the medical profession, in and of itself. - I – 
I don’t think we’ve always educated our medical students, who go onto other areas, as well as we 
could – which is why I say I really make a point to make sure - health care professionals are 
informed about it as a treatment. In terms of the general public, you know, I think it becomes a 
case of – how close one’s exposure to ECT has been. If you... have no knowledge of it and have 
never had any – you know, known anyone who’s had it... it’s probably going to be a pretty scary 
kind of thing, to you. If you... have seen a – parent, an aunt, an uncle, a family member... very ill 
with depression, and then you see them have ECT, it may pique your interest and you may learn 
a little bit more. So I – I think that how – the public view it, depends on what their – level of 
exposure and awareness has been. I think that the media actually – particularly as of late, and by 
that I mean this year, 2010, have been working to do... a good job to bring balanced reporting to 
ECT in – in the media. I know recently... in a major newspaper, Canada – a very extensively 
researched and well-written article about ECT and its’ merits was, was done, and – CBC Radio, I 
think, fairly recently tried – has done a program on ECT. And I think that’s important, I think we 
need to keep pushing that edge – as a treatment that can help people. We live in a time where our 
demographics are changing - we have a lot of people who are becoming elderly and living 
longer, and – you know, as I said earlier, ECT is very beneficial for psychotic depression, and so 
I think that we are going to be called on more for ECT, than the less. One always so upset, you 
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know, newer treatments will come along, but – to date, I think ECT has been, one of the more... 
dependable treatments for treating depression, and treating – severe depression - so psychotic 
depression – I don’t mean your little blue, I mean – your grandma, has got the house barricaded 
because she thinks that people are going to pour blood and oil on her – that kind of depression. 
So – I – you know, I again – I think it’s a – with any other treatment in medicine – it is also with 
ECT – important to do a risk-benefit, so – you know, what is the illness, and what is the risk of 
not treating the illness, and the consequences of that versus the benefit, that – I think, you – 
always have to approach it with every individual patient, on that risk-benefit basis. 
 
Interviewer: And - in your experience, how has ECT changed from the past when you first 
started administering it, in terms of technology and perception? 
 
Psychiatrist: You know, I – I – I mean – I think – that the machines... I’ve been fortunate in my 
time of practice, that the machines had been... looked at and devised by bio... engineering folks, 
who did a good job of – of making safe machines, that make it easy for me to... to – to administer 
the ECT stimulus. So I guess I haven’t seen a lot of change, in my time in practice. Having seen 
– having said that... I’ve – heard of older colleagues talk about some of the previous machines, 
which were less... less – subtle, less electrically... sophisticated, than what I use now, so I – I 
mean, I think I’m – coming in at a good time. You know, when ECT was first practiced, it was – 
the – the stimulus was administered, you know, in an alternating current fashion, much as what 
you get out of a wall-socket. Some very clever engineers have changed that, and... reconfigured 
machines that can deliver... a pulse of electricity... that more mirrors what – what is 
advantageous for ECT, as opposed to – you know, a – a – a gradual uprise in electricity and a 
gradual – decrease, so – the machines are more physiologically... attuned... nowadays... I’m not 
an engineer, so I can’t – address it beyond that. 
   
Interviewer: What do you foresee in the future of ECT? 
 
Psychiatrist: The crystal ball question. You know what, I – I – I think that with the population... 
with our aging population, I see a rise in it. I don’t think I’m alone in having that notion... it’s 
just, going to come down to numbers, and – the fact that, you know, when elderly people get – 
get psychotic depressions - it’s debilitating, and it takes them out of their life and it imposes a 
huge care-giving burden on – either family, or society, and often both. So I think ECT is going to 
be something that we’re going to do more and more, as opposed to less, and less. One always 
hopes there may – you know, come to discover similar treatments that – give people the same 
relief from their illness without putting them through a general anaesthetic – during the 
treatment. But until such a time comes, ECT is – is – pretty dependable for delivering results, 
and – and giving effective and safe treatment to people.  
 
Interviewer: And if you could sum up your opinion on ECT in a few sentences for the lay 
person... what would it be? 
 
Psychiatrist: A few sentences for the lay person... I’m just – imagining, an orthopaedic surgeon 
summing up – a – you know, a total hip replacement for a... for a lay person - what they would 
say, but – for ECT, ECT is... it’s... a treatment that takes 3 minutes. Okay, minute one, you have 
a general anaesthetic, minute – two, you have a muscle relaxant – 60 seconds after that, you will 
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have a stimulus, and then the effects of the – general anaesthetic wear off... all of which to say is 
very quick – it’s – it’s – it’s an effective treatment if you’re depressed, and it is a treatment that 
can make a difference to people... it’s necessarily complex - you’re dealing with a very complex 
human brain, you’re dealing with machines, you’re dealing with human beings, and it has to... be 
approached, with that kind of weight, but – it is a – a safe, effective treatment... and... important 
to think about from that point of view in my mind. 
 
Interviewer: Well, thank you for that! And... is there anything else you’d like to add? 
 
Psychiatrist: You know, I think if I was to  be able to say one other thing to the lay public, it will 
be... it will be to... make note to see how ECT is used to movies, but to – to – to... understand that 
portrayal may – not be the most accurate, and – that it’s important to have - informed opinions. 
 
Interviewer: Thank you so much of your time, and – for your interview, and I guess... this 
concludes our interview! 

 

Future Directions of ECT 

Ever since ECT was reintegrated back into the field of psychiatry, research and interest in 

this treatment has grown tremendously. According to MEDLINE, the majority of ECT research 

in the past decade has been concerned with its adverse effects and methods of administration. A 

brief literature review below discusses the adverse effects of ECT and possible methods to 

counteract these issues, and some of the methods in ECT administration that have been widely 

debated on. 

The side effects of ECT have garnered a substantial amount of attention from the public 

as well as researchers, as it bears immense social and clinical implications in our healthcare 

system. Adverse side effects mentioned in the literature include postictal agitation, headaches 

and muscle pains, cardiovascular complications, and memory loss. 

Postictal agitation or delirium is a condition observed post-ECT treatment where the 

patient exhibits a period of confusion and/or agitation that can persist for several minutes to 

several hours.109 A case report illustrates this agitation with, “the patient became extremely 

agitated, was attempting to get off the gurney, tried to rip her intravenous (IV) catheter out, was 
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flinging her arms and legs toward the medical staff, and was screaming.”110 Therefore, severe 

postictal agitation often demands immense patient care, as patients can injure themselves and/or 

health care professionals. To address this effect, researchers have discovered that using the 

sedative and analgesic, dexmedetomidine, as a means to manage severe agitation after ECT, 

yields favourable results.111 This became apparent after a patient, who persistently experienced 

postictal symptoms with other anaesthetics, was administered dexmedtomidine. 

Dexmedtomidine adequately sedated this patient with no apparent postictal symptoms after the 

ECT procedure, yet allowed her to be responsive to stimuli.112 Nevertheless, delirium is most 

often noted in patients experiencing their first ECT treatment, with other underlying brain co-

morbidities,113 and/or who are on other psychotropic medications such as lithium.114 

Headaches and muscle pains (“myalgia”) are also commonly reported as a mild 

complication of ECT. A recent 2010 study examining the course of myalgia and headaches after 

ECT revealed that the severity of headaches was highest 2 hours post-treatment and positively 

correlated with the duration of seizure.115 Although the etiology of post-treatment headaches and 

myalgia is not known, researchers postulate that headaches are associated with an underlying 

vascular issue, due to patients’ descriptions of the headaches being a “throbbing” pain, and in 

more severe cases, accounts of nausea and vomiting.116 Moreover, myalgia is hypothesized to be 

related to the use of the muscle relaxant, succinylcholine, pre-treatment.117 Although a study 

conducted in 1987 by Sackeim and associates revealed that 40 percent of patients reported mild 

confusion post-treatment,118 the prevalence of headaches and myalgia to date is not known, but is 

widely accepted as a common adverse effect. 

Cardiovascular complications associated with ECT are the primary cause for morbidity 

and mortality. Some cardiovascular issues that may result from the therapy include hypertension 
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(high blood pressure), tachycardia (rapid heart rate), arrhythmias (abnormal heart rate), and 

asystole (absent heartbeat). A case report on the cardiovascular and hormonal changes in 

electroconvulsive therapy noted a peaked increase in heart rate, systemic arterial pressure, and 

plasma catecholamines.119 These effects are a result of the intense output of the sympathetic and 

parasympathetic nervous system due to the extensive electrical excitation.120 To avoid these 

complications, researchers suggest rigorous screening of the patient’s health status prior to the 

administration of the therapy. The use of beta-blockers such as propanolol (lowers blood 

pressure) and esmolol (antiarrhythmic), have also been found to be effective in alleviating 

cardiovascular complications.121 

Memory impairments as a result of ECT can be displayed as anterograde amnesia 

(memory loss after the event) or retrograde amnesia (memory loss prior to the event). 

Anterograde amnesia tends to resolve in a few weeks’ time, whereas retrograde amnesia may 

persist for a longer period of time. Researchers and health care professionals suggest that the 

magnitude of memory loss is associated with the severity of the patient’s mental illness(es).122 

Studies also demonstrate that both types of amnesia are more prevalent in treatments involving 

the sinus waveform stimuli, bilateral placement of electrodes, and frequency of treatment of over 

3 times per week.123 A recent study, however, published in the Neuroscience journal, examining 

the use of a fatty acid supplement, phenylbutyric acid, to impede memory deficits in rats treated 

with ECT, offered a glimpse of hope to alleviate cognitive impairments in humans.124 

Specifically, the use of phenylbutyric acid in these mice arrested changes in memory-related 

proteins and electrically-induced memory impairments.125 
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With respect to the methods of administration for ECT, the majority of research studies 

were primarily concerned with the placement of electrodes and the appropriate anaesthetics used 

in the treatment. 

The degree of adverse effects is closely associated with the technique and placement of 

electrodes in ECT. A recent randomized trial investigating the bifrontal, bitemporal, and right 

unilateral placement of electrodes revealed that the bitemporal position was associated with a 64 

percent rate of remission in patients with severe mental disorders.126 However, previous studies 

examining the placement of electrodes have consistently concluded that bitemporal ECT is 

associated with the most cognitive side effects. Consequently, other researchers have 

recommended alternatives in the placement of electrodes, such as bifrontal, which has been 

associated with a 61 percent remission rate127 and the avoidance of detrimental memory 

impairments.128 

The types of anaesthetics and/or muscle relaxants used prior to ECT administration have 

also been a field that has been heavily studied, particularly, the effects and possible 

complications the patient may have post-treatment. Muscle relaxants were integrated into ECT 

practice due to the multitude of injuries that were noted in patients during the therapeutic seizure. 

However, researchers and health care practitioners noted the horrifying experience of paralysis 

for patients who were conscious and awake, and thus, general anaesthetics were also given.129 

This phenomenon has been coined “modified-ECT”, as opposed to its unmodified counterpart, 

which is still reported to be practised in developing countries.130 Succinylcholine, a widely used 

muscle relaxant used in ECT, has been found to be associated with arrhythmias due to its effects 

of inducing hyperkalemia (high blood potassium).131 The typical dose of succinylcholine for 

ECT is from 0.5 mg to 1 mg/kg, however, this amount may be higher for patients who are more 
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prone to seizure-related injuries.132 Moreover, a 2000 review on the anaesthetics used in ECT 

included thiopental, propofol, diazepam, ketamine, and etomidate.133 Although this review 

described an ideal anesthetic to be one that exhibited a rapid onset and short duration of action, 

did not interfere with seizure activity, and was inexpensive, none demonstrated all of these 

characteristics.134 To date, the major cause of concern for the use of anaesthetics in ECT is 

cardiovascular complications such as bradycardia (slow heart rate). 

The surge of ECT research has also led to immense debate of ECT between health care 

professionals, patients, and the public. The majority of arguments surrounding ECT concern the 

attitudes and opinions towards the treatment. 

Nurses, due to the nature of their care, often spend the most time with patients who 

undergo ECT procedures, and as a result, their opinions regarding ECT may be influenced by 

their patient’s experiences, and vice versa. A questionnaire study administered to 211 registered 

nurses and student nurses about their attitude towards ECT revealed a positive correlation 

between knowledge about ECT and positive attitudes to ECT.135 ECT knowledge was 

characterized by the amount of time spent in the mental health field and contact with patients 

who had undergone ECT.136 It is postulated that increased knowledge, exposure, and training in 

the mental health field and/or in ECT, positively correlates with the perceived benefits and 

positive opinions towards the treatment. 

Similar to nurses, the notion of ECT among medical practitioners in training may be 

affected by the level and amount of preparation they receive during their medical education. A 

2002 survey examining the attitudes and experience of 133 senior psychiatric residents entering 

their final year at Canadian schools revealed that only 18 percent of residents felt comfortable 

administering ECT even though 59.3 percent of these residents will be working with 
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inpatients.137 Moreover, 88 percent of those who responded to the questionnaire believed that 

ECT training and theoretical knowledge should be a component of residency training.  

Interestingly, a recent publication by the American Psychiatric Association Task Force on 

ECT recommended that all medical trainees should receive at minimum, an hour of ECT training 

in the form of lectures, observerships, visual media, and “hands on” experience.138 A pre-test 

post-test study examining third year medical students’ understanding, knowledge, and attitudes 

toward ECT revealed that educating students on ECT significantly improved their opinions 

toward ECT.139 Specifically, the medical students’ negative perceptions of ECT were 

significantly reduced in the post-test phase, when they received either didactic learning alone 

(though lectures) or didactic learning and ECT observation.140 The findings from these 

aforementioned studies casts light on a possible knowledge gap in the medical education system 

that should be fulfilled, and highlights the idea that further education of medical practitioners 

may reduce the stigma and negative perceptions associated with ECT. 

Patients’ views on ECT have been inconsistent. A systematic review investigating 

patients’ perspectives on ECT challenged the Royal College of Physician’s assertion that 80 

percent of patients were satisfied with their ECT experience and that memory loss was not a 

significant drawback to the treatment.141 These researchers concluded that there was a varied 

response in patients’ level of satisfaction.142 Recent studies have also yielded inconclusive 

results. It appears that patient satisfaction depends on a variety of factors: the severity of the 

patient’s pre-existing condition, remission of depressive symptoms, and lack of subsequent 

memory impairments. As a result, it is difficult to determine a general, overall patient perception 

of ECT, as each experience is unique to the individual. 
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In terms of the family’s involvement with the patient’s ECT treatment, W. Vaughn 

McCall’s published article, “Electroconvulsive Therapy: All in the Family”, offers an interesting 

perspective on how the family’s involvement can be a “double-edged sword.”143 Severe mental 

illnesses not only affect the patient, but the family as well, hence, ECT practitioners often desire 

to gain the support of the patient’s family. However, the issue with familial involvement is the 

conflict that results when the patient and his or her family disagrees on the decision to receive 

ECT. More importantly, for patients who are indecisive about their decision to have ECT, they 

may be swayed by the perceptions and opinions of their families. 

The public’s opinion on ECT appears to be divided and many oppose the treatment. The 

media often skews and conceals the reality of ECT, as noted by the many Hollywood movies that 

shed a negative light on the procedure. Although much has been published on ECT on the 

Internet, there has been close to no research on the public’s perceptions toward ECT. A 2000 

study comparing the beliefs about ECT among the public, psychiatrists, and mental health nurses 

revealed that nurses were more likely to believe that ECT was beneficial when compared to the 

general public, but less likely to, when compared with psychiatrists.144 Specifically, the public 

viewed ECT as being one of the most harmful interventions, next to the admission to a 

psychiatric ward, sedatives and hypnotics, and antianxiety and antipsychotic medications.145  

A report published by Christoph Lauber and colleagues titled, “Can a seizure help? The 

public’s attitude toward electroconvulsive therapy” illustrates some shocking results. In a survey 

of 1737 people, 57 percent of respondents classified ECT as a harmful treatment, whereas only 

an astonishing 1.2 percent of respondents were in favour of the procedure.146 In addition, the 

majority of respondents did not classify ECT as a treatment, and negative perceptions were 

related to the age of the respondent (younger were most opposed), increased contact with the 
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mentally ill, and an individual’s culture.147 The researchers explained that the negative 

perceptions harboured by the younger population may be because of their source of information, 

such as from the movie, One Flew Over the Cuckoo’s Nest.148 The lack of education and 

knowledge of ECT in the younger population, as seen in other studies of medical trainees and 

health care professionals, may have also contributed to their misconceptions about ECT. 

Nevertheless, a number of reasons exist to undergo ECT and alternatively, to forego it. 

The ideal benefit of ECT is the remission or alleviation of symptoms, which is primarily the aim 

and focus of every ECT practitioner and the desire of a patient suffering from a severe mental 

illness. However, as with any medical procedures, the patient needs to consider the multitude of 

complications that may result from the procedure. Rigorous screening of the patient’s health to 

ensure that his or her cardiovascular and hemodynamic functions are stable is essential to 

determine if a patient’s body will be able to sustain the treatment. Moreover, patients need to be 

mindful, and educated on the possibility that permanent memory loss may result. There has been 

much debate as to whether or not ECT causes permanent brain damage, since some patients will 

report cognitive impairments in terms of learning and memory acquisition post-treatment, 

whereas practitioners will contend that patients with severe mental illnesses often already present 

with cognitive impairments prior to ECT treatment. Patients are often exposed to a substantial 

amount of information regarding ECT, with most of it generally casting the procedure in a 

negative light. As it can be seen through this literature review, however, education is key to 

alleviating some of the negative connotations of the ECT procedure. Health care professionals 

can provide the necessary resources and information on ECT, and address some of the myths and 

misconceptions that have perpetuated through the media, so that the patient and his or her family 
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can adequately, and competently, make a sound decision regarding whether to undergo the 

treatment. 

 

Conclusion 

 ECT was discovered over seven decades ago and has undergone a substantial amount of 

development and change. From the machinery to the method of administration, a vast amount of 

research has been conducted on ECT, and this body of research continues to grow at an 

exponential rate. ECT is a very controlled procedure. Many precautions, such as built-in safety 

features in the machinery and the consistent health monitoring by health care professionals, help 

ensure the safety of the patient. However, due to the historical context of ECT and psychiatry, 

many myths and misconceptions about ECT still exist, which have contributed to the controversy 

inherent in the topic. Suffice to say, that even in modern day, mental illnesses are sometimes still 

not accurately understood and not considered an illness. It is hypothesized, that further educating 

and raising awareness on ECT, is one of the few, but effective, methods to gain widespread 

understanding and/or acceptance of this psychiatric treatment. 
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