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FOREWORD 

One of the objects and purposes for which the College was constituted was to promote study and 
research work in psychiatry and publish the results of all such study and research. The other objects and 
purposes were to advance the science and practice of psychiatiy and related subjects and to further 
public education therein. 

The College has carried out a major piece of medical audit in both the United Kingdom and in the 
Republic of Ireland and this has been published as two surveys on ECT treatment. Both of them have 
indicated areas where practice could be improved, leading to better treatment for patients. The College 
is grateful to Dr. Latey and Professor Fahy and their colleagues for carrying out the second of these 
surveys in the Republic of Ireland and I am very pleased to have the opportunity to thank them in my 
foreword to this Report. 
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INTRODUCfION 
Electroconvulsive Therapy (ECT) is the induction of seizure activity in the brain by the passage of a 
small electric current between two electrodes placed on the scalp. The patient is invariably asleep under 
the influence of a rapidly acting anaesthetic agent. The epileptic convulsion or fit (which is an indication 
of satisfactory treatment effect) is modified to a series of muscular twitchingg by a muscle relaxant 
administered intravenously by the anaesthetist once tlie patient is asleep. The treatment procedure 
takes about five minutes with about an hour of sleep needed for complete recovery afterwards. The 
commonest indication for ECT is severe depressive illness or other serious mental disturbance where 
other treatments have failed or are unsuitable. A series of individual treatments. at intervals of one or 
more days, is commonly needed before relief of symptoms occurs. The treatment is widely 
acknowledged to be safe and has been in use for over forty years. With the introduction of effective anti
psychotic and antidepressant drugs in the 1950s, ECThas been used less frequently and more selectively 
than in the past. However, there is little likelihood that ECT will be displaced by drugs or other 
treatments of comparable safety in the foreseeable future. Several recent studies of exceptional scientific 
rigour have helped to dispel residual doubts about the efficacy ofECT, although the details of the moile 
of action of the treatment are still not fully understood. . 
In recent years, ECT has attracted criticism from civil rights groups in the United States and more 
recently in the United Kingdom. Allegations were made of too freQuent use of ECJ, harmfyl 
consequences of the treatment and/or misuse of ECT to control anti-social behaviour tn 
detained patients. Public anxiety was not lessened by the impact ofthe popular film "One Flew Over the 
Cuckoo's Nest" which depicted ECT, unmodified by anaesthetics or muscle relaxants, as a barbaric and 
cruel treatment for the control of undesirable behaviour. Pressure from civil rights groups in Ihe 
U.S.A. finally led to a series of legal decisions which had the effect of proscribing the treatment or so 
restricting its use in certain States as to make it unavailable to patients. Anticipating similar 
developments on this side of the Atlantic, the Royal College of Psychiatrists commissioned a major 
survey by John Pippard and Les Ellam in 1981 of Electroconvulsive Treatment in Great llritain:Thls 
was the first such survey to include field visits to ECT clinics. These authors showed that ECTwas used 
selectively in the United Kingdom but the authors found much to criticise in the way of obsolete 
equipment, poor facilities for patients, abdication of consultant responsibility (inexpert junior 
psychiatrists often administering the treatment) and sometimes scant regard for the privacy and feelings 
of patients. . 

The present survey was undertaken on behalf of the Irish Division of the Royal College of Psychiatrists. 
A major objective was to replicate (and possibly v~lidate) the British findings and in the process to audit 
professional opinion and practice and to determine rates of ECT prescribing in this country. 
The methods used were broadly similar to those of the British survey. Rating scales andqueSlionnaires, 
in particular, were identical in the two studies. Thus, opinions of Irish psychiatrists were elicited by 
postal questionnaire, field visits were made to all ECT centres and clinics and a large sample of patients 
was documented prospectively over a three-month period by their psychiatrists. Statistics of ECT 
prescribing were collected and analysed in relation to national patterns of hospitalisation for mental 
illness. Finally, evidence was sought of any change in practice which might have taken place as an effect 
of the research. 
The findings which follow are presented under these headings:-
A. OPINION SURVEY. 
B. EQUIPMENT and PROCEDURES (field visits). 
C. THREE-MONTH PROSPECTIVE STUDY. 
D. ECT PRESCRIBING RATES. 
Statistical tables follow 'each section. The various forms and questionnaires are reproduced in the 
Appendix. The statistics from the British survey (Pippard and Ellam 1981) are used throughout the 
report for comparison: these figures are rounded up and down to the nearest integer as in the original 
British report , so that the percentages in the tables do not always add upto 100 per cent. In keeping with 
the guarantee of confidentiality which attended collection of the data, no mention of individuals, place 
names or names of hospitals is made, except where scientifically necessary. All oftbe data is reproduced 
in this report except for random rema:rks, opinions and statements which we,e by their nature 
uncodable. 
The symbol P stands for probability that statistical results exceed chance to an extent indicated as : 
P < .05 (95 per cent probability) P < .01 (99 per cent probability): 

iii 
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SUMMARY 

AIMS: 
1. To survey professional opinion about electroConvulsive therapy (ECT). 
2. To audit professional procedures. 
3. To examine the outcome of the treatment in a group of ECT-treated patients over a period of three 
months. . 
4. To determine national rates of prescribing of ECT. 
5. By. these methods to replicate (and possibly validate) a recent major British survey (Pippard and 
Ellam, 1981). 
METHODS: 
1. Postal Survey. 
2. Field visits to all ECT clinics. 
3. Three month prospective outcome study. 

FINDINGS: 
Opinion Survey (Page.3 .et seq.) 
1. There was an 85 ' per cent response rate from practising psychiatrists to a postal opinion 
questionnaire. The vast majority of responders favoured ECT for certain patients. The opinions of Irish 
and British psychiatrists about the indications for ECTwere virtually identical when comparisons were 
made across 13 categories of psychiatric disorder. 

2. The approach to informed consent procedures was less rigorous amongst Irish compared with 
British psychiatrists. 

Premises and Procedures (Page 12 et seq.) 
3. Forty-two hosfitals or centres, incorporating 64 ECT clinics, were visited by the survey team. The 
administration 0 ECT was witnessed in 62 per cent of centres visited. Premises and treatment 
procedures were rated on rating scales identical to those used in the British survey. 
Standards of clinic premises varied from excellent suites with separate facilities for waiting, treatment 
and recovery, to spartan wards with little privacy or comfort for patients. 
Modern equipment was in use in 78 per cent of clinics; in the remainder the eq uipment, including ECT 
machines, was not up-ta-date. Servicing of equipmcI1t and records of servicing were inadequate in most 
clinics: Equipment and servicing deficiencies were never such as to adversely affect patient care. 
4. Staffing levels were uniformly good. There Was less evidence of 'consultant abdication of 
responsibility' than in the British survey, although the training of junior psychiatrists in ECT 
procedures was seldom completely satisfactory. . 
Psychiatric treatment procedures were of high standard, except for three clinics where "missed fits" 
were encountered. Procedures in -respect of amount of electric current, wave-form and electrode 
placement varied widely, indicating an absence of professional consensus on these aspects oftreatment 
technique. 

Anaesthetic Technique 

S. In the majority of clinics anaesthetists were experienced and highly qualified (66 per cent were 
consultants compared with 22per cent in the British survey). In minor details of anaesthetic technique 
there was wide variation between clinics, suggesting a lack of professional consensus in this area also. , 

Length of Treatment Course 

6. The average number of treatments per patient in a course of treatment was 5.09 compared with 6.3 in 
the British survey. Other minor differences in practice from the British survey included a tendency to 
treat three times weekly rather than twice weekly and a greater preference for the use of ECT (in short 
courses) for schizophrenia. 

Progress of Patients after ECT (Page 25 et seq.) 
7. A large sample of ECT-treated patien!s was followed and documented by their psychiatrists over a 
three-month period. The tesult"closely resembled those of the corresponding part of the British survey 
in 1980. The majority (77 per cent) of.patierits was satisfied with the treatment 14 days after completion 
of ECT. Twenty-eight days after ECT, of 391 patients studied, 76 per cent had sustained their initial 
good response, 9 per cent had relapsed and 9 per.cent had failed to respond. Outcome.was not known 
for the remaining 6 per cent of patients. . 
Frequency of EeT P~escribing (Page 3'410t seq.) " , 
8. By general consent of Irish psychiatrists, ECT is less frequently prescribed now than formerly. This 
decline could not be documented in the survey for lack o{ accurate records. __ 
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Irish ECT Rat .. 
9. From rather fragmentary statistics it was estimated that ECT was in 1981 prescribed at a rate of 5.3 
individual applications of ECT per thousand total population. This rate is substantially higher than the 
corresponding British rate of 3. 53-treatments per thousand. The mean number of treatments of 5.09 per 
course per patient in the Irish survey implies that about 3,000 patients are treated with ECTannually in 
the Republic of Ireland. . . ~ .. 

Possible reasons for the higher Irish ECT rates-are discussed in the report, including higher prevalence 
rates of psychiatric morbidity in the Republic of Ireland, greater availability of alternative community 
services in Britain and more frequent use ofECT (in short courses) in the Republic for the treatment of 
schizophrenia. 
ECT Rates in the Republic of Ireland . 
10. Wide inter-regional and wider inter-hospital variation in ECT rates were encountered. Highest 
ECT rates were in the busiest hospitals attracting highest numbers of ECT-eligible patients. These 
hospitals were staffed by those psychiatrists most favourably disposed towards ECT. There was no 
evidence that social factors such as private-public care or urban-rural domicile wore in operation. 
Survey Impact (Page 42) 
I I. The impact of the survey on professional practice could not be determined with certainty from 
enquiries made after the survey ended. Of 27 hospitals (64 per cent) which responded to our enquiries, 
17 mdicated some improvement in ECT procedures and 10 reported no change; 15 did not reply. 
Recommendations 
12. A number of recommendations is appended to the Report. These are based partly on the Royal 
College of Psychiatrists' Memorandum on ECT (1977) and partly on the result of the pres.ent survey. 

It should be noted that the findings and recommendations contained in this report represent the views 
of the authors only. 
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SECTION A: OPINION SURVEY 

THE QUESTIONNAIRE 
This is reproduced in the Appendix and is virtually identical to that used in the British survey. 
lHE RESPONDERS 
Figure I shows that by dint of great persistence throughout 1982 a response rate of 85 per cent of 
practising Irish psychiatrists was finally achieved. 
Comparison of the Irish with the British responders revealed a cl05e similarity on most demographic 
anc! biographic measures. Rather more Irish responders were aged below 40 years; this reflects the 
increase in numbers of Irish psychiatrists since 1970. A slight excess of non-consultants in the British 
group reflects the large numbers of senior trainees (psychiatrists below consultant grade possessing 
membership of the Royal CoUege of Psychiatrists). Biographical data are shown in Tables 1 to 7 at the 
end of this section. 
The detailed questionnaire elicited opinions on the indications for prescription of E.C.T. and on a 
number of issues related to the practical and ethical aspects of treatment. The findi(lgs of greatest 
interest . here are those relating to the indications for ECT and the importance attached to issues of 
informed consent. (Responses to other parts of the questionnaire dealing with ECT procedures are 
included under Section B). 
PROFESSIONAL ATTITUDES TO ECT (Tables 8 - 10) 
Responders were asked to record their opinions on a five point scale as to the appropriateness or 
otherwise of ECT for different categories of mental iUness, ranging from "never appropriate" (scoring 
-2), "probably not appropriate" (-I), "undecided" (0), ':occasionally"·{+I), to "often appropriate" 
(+2). For·each of thirteen diagnostic categories presented, the number of responders was multiplied by 
the corresponding rating for that category. The combined total score for each diagnostic category was 
finally divided by the number of responders to obtain a m~an category ,core. 

The vast majority of Irish psychiatrists (89 per cent) was gelierally favourable towards ECT, at least for 
certain patients (Table 8). Of 206 psychiatrists whose resp1mses were analysed, 2 iddicated that ECT 
should never be used: one of these was a trainee in adult psychiatry and the other was a·con.silltant who 
stated a special interest in psychotherapy. There was no significant difference in opinion between male 
and female psychiatrists, between psychiatrists in different age groups, or betweeri trainees and 
consultants. (There was a ·trend for those less favourably disposed to ECT to see themselves as 
"psychodynamic" in orientation. Unfortunately, since only 40 per cent of responders completed this 
section of the questionnaire, no further conclusions can be drawn as to the significance of this finding). 
INDICATIONS FOR ECT 
As Figure 2 indicates, ECT was deemed most often appropriate in depressive psychosis, endpgenous 
depression and involutional melancholia: that is, sever~ depressive illnesses. Thereafter in decreasing 
order of appropriateness came puerperal psychosis, catatonic states, schizoaffective disorder, 
depression with some dementia in old age and manic excitement. Several psychiatrists noted that ECT 
was appropriate in the other categories only if depression was also present. Figure 2 compares the Irish 
and British· responses (excluding puerperal psychosis and catatonic states which were not included in 
the . British questionnaire). Almost perfect concordance was reflected in a rank order correlation 
coefficient of 0.924 P < \0.001. . 
CONSENT PROCEDURES (Tables II, 12, 13, 14) 
From the questionnaire responses it emerged that those Irish psychiatrists who did prescribe ECT saw 
themselves as highly involved in explaining the treatment to the patient and to the relatives (Tables II 
and 12). However, a few made it clear that ECTwas not always discussed with relatives. As in the British 
survey, the majority did not give a written explanation ofECTbut did discuss the risks with the patient. 
Several responders commented that short term memory loss was most frequently discussed and other 
risks such as the (very small) risks of anaesthetic were not necessarily mentioned. One in six of the Irish 
responders (16 per cent) did not discuss risks at all: the comparable figure in the British survey was 10 
per cent. 
The decision as to whether a patient could give consent was seen as the psychiatrist's responsibility in 
both Irish and British surveys. A minority would discuss the decision with nursing or other.professional 
colleagues, such as psychologists or social workers. A multidisciplinary panel which might include lay 
people was generally considered unnecessary for patients unwilling or unable to consent. (At the time of 
the survey this was a Iiye issue in the U.K. and current British legislation (the Mental HealthAct, 1983) 
requires a second opinion in the case of {efusal of ECT by detained patients). 
A third of Irish psychiatrisl'! railed to respond to a question as to whether they would ask another 
consultant's opinion if a patient needed ECT but could not give valid consent. (This question was part 
of a longer and more complicated question· and responders m-ay well have ov.erlooked it.) Over half of 
those who did respond would get a second opinion. Varieus other options were proposed in the 
questionnnaire and Table 13 shows the very mixed response to this hypothetical situation. Roughly half 
the Irish psychiatrists would request the consent of the h~xt of kin and 27 per cent would advise relatives 
of the need to detain the patient on a compulsory order. . 
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FIGURE 2.APPROPRlATBNESS OF BeT: MEAN OPINION SCORE IN TWO 
GROUPS BY DIAGNOSTIC CATEGORIES. 
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The wide range of opinion among responders in this area is reflected in the high percentage (24 per cent) 
who added comments. Many empllasised that the patient would have to be severely ill before pressing 
for ECT in the first place. Others wrote that if the treatment were properly explained to the next of kin, 
consent by relatives was seldom withheld. One or two commented that valid consent was not a problem 
with informal patients - if the latter were willing to have ECT they could sign their own consent form. 
)\,nother hypothetical situation was posed in question 36 of the questionnaire. Here there was depicted a 
detained patient who needed ECT but refosed consen!. In response, 49 per cent would treat after 
infor1l)ing the next of kin (Table 14). A small<number of Irish psychiatrists, significantly fewer than 
British psychiatrists would proceed to treat even if~be next of kin objected because "ECTis a life-saving 
measure which should be given in the patient's it11erest','. Seventeen per cent of responders failed to 
answer this ·item. Twenty-nine per cent added further comments. Several had never experienced such a 
situation and others said that the answer depended much on the interpretation of "need" . The plethora 
of responses in this section is in striking contrast to the remarkable uniformity of opinion with regard to 
the clinical indications for the treatment. The important area of consent procedures for ECT is raised 
again in Section B (field visits). 

Table At 

RESPONDERS BY DATE OF BIRTH AND BY SEX 

DATE OF BIRTH MALE FEMALE TOTAL ' 

N % N % N % 
Before 1910 I 0.7 0 0.0 I 0.5 
19II - 1920 '8 5.4 3 5.2 II 5.3 
1921 - 1930 40 '27.0 12 20.7 52 25.2 
1931 - 1940 47 31.8 II 19.0 58 28.2 
1941 - 1950 50 33.7 25 43.1 75 36.4 
1951 - 1960 I 0.7 6 10.3 7 3.4 

not answered -l ---ll..1... _I J.J.. __ 2 J..O.. 
148 100.0 2li 100.0 206 . 100.0 

Table A2 

RESPONDERS' YEAR OF BIRTH: A COMPARISON OF TWO SURVEYS 

DATE OF BIRTH 

Before 1910 
1911 - 1920 
1921 - 1930 
1931 - 1940 
1941 - 1950 
1951 - 1960 

not answered 

Table A3 
RESPONDERS' COUNTRY OF BIRTH 

Ireland 
U.K. 
Rest of Europe 
U.S.A., Canada 
Australia, New Zealand 
India, Pakistan, Bangladesh, Sri Lanka 
Malaysia, Hong Kong, Burma, S.E. Asia 
Africa 
S. Africa 
Elsewhere 
Not answered 

This Survey 

N % 
I 0.5 

II 5.3 
52 25.2 
58 28.2 
75 36.4 

7 3.4 
2 1.0 m lQQ] 

6 
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British Survey 
N % 

104 4.0 
324 12.0 
789 29.0 
737 27.0 
769 28.0 

32 1.0 
0 --M 

2.755 100.0 

This Survey British Survey 

N % N % 
168 81.5 91 3.0 

17 8.2 2,055 75.0 
I 0.5 141 5.0 
5 2.4 18 1.0 
2 1.0 37 1.0 

7 3.4 262 10.0 
I 0.5 -- 25 
2 1.0 02 2.0 
I 0.5 39 1.0 
2 1.0 25 1.0 

206 100.0 2,755 100.0 
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fable A4 
RESPONDERS' COUNTRY OF QUALIFICATION 

This Survey British Survey 

N % N % 
Ireland 193 93.6 119 4.0 
U.K. 7 3.4 ' 2,155 . 78.0 
Rest of Europe I 0.5 77 3.0 
U.S.A., Canada 12 1.0 
Australia, New Zealand . I 0.5 44 2.0 
India, Pakistan, Bangladesh, 

I~} Sri Lanka 2 
Malaysia, Hong Kong, Burma, 228 8.0 
S.E. Asia 
Africa 18 < 1.0 
S. Africa 47 2.0 
Elsewhere 31 < 1.0 
Not answered ---1. -LQ. 24 < .Lo 

206 100.0 2,755 <101.0 

Table AS 
RESPONDERS' POSTGRADUATE QUALIFICATIONS: COMPARISON OF TWO SURVEYS 

M.R.C. Psych (1971-72) 
M.R.C. Psych. (1973 - 81) 
M.Phil. 
F ,R.C. Psych. 
Membership or Fellowship of 
a\lother Royal College 
F.R.C.P. (C) 
Other Higher Qualifications 
Psychotherapy Qualification 
U.S. National Boards 

This Survey 

N % 
78 37.9 
93 45.1 

3 I.S 
15 7.3 

25 12.1 
10 4.9 
13 6.3 
2 0.5 
2 0.5 

Some responders ha\'e more than one postgraduate qualification. 
Table A6 

British Survey 

N % 
1,525 55.0 
1,117 41.0 

76 3.{) 
493 18.0 

498 18.0 

362 13.0 
63 2.0 

RESPONDERS' STATUS IN PSYCHIATRY: COMPARISON OF TWO SURVEYS 

Consultant 
Senior Registrar 
Registrar/S.H.O. 
Other 

Table A7 

This Survey 

N % 
165 80.1 

7 3.4 
25 12.1 
9 4.4 

206 100.0 

MAIN FIELD OF WORK: COMPARISON OF TWO SURVEYS 

Adult Psychiatry 
.Psychogeriatrics 
Child Psychiatry 
Psychotherapy 
Mental Handicap 
Drug Abuse 
Forensic Psychiatry 
Other 
No information 
Child Psychiatry and 
Mental Handicap (U.K.) 
Work less than 5 clinical 
sessions (U. K.) 

87. ,. 

This Survey 
N % 

140 68,0 
3 1.5 

26 .12.6 
7 3.4 

II 5.3 
5 2.4 
2 1.0 
4 1.9 
8 3.9 

206 10(1.0 

British Survey 

N % 
2.043 74:0 

423 15.0 
76 3.0 

213 8.0 
2,755 100,0 

British Survey 

N % 
1,542 56.0 

86 3.0 
460 17,0 
183 7:0 
136 5,0 
. 24 LO 

64 3.0 
, 2 

24 1.0 

24 1.0 

-ill. 8,0 
2,755 . <102.0 



Table AS 

ATTITUDE TO ECT: COMPARISON OF TWO SURVEYS 

Should never be used 
Generally opposed 
Generally favourable 
No opinion 
Not answered 
Other r.esponses 

Table A9 

This Survey 

N % 
2 1.0 

19 9.2 
184 89.3 

0.5 

206 100.0 

British Survey 

N % 
34 1.0 

286 10.0 
1,972 72.0 

13 1.0. 

450 16.0 

100.0 

OPINIONS OF ALL IRISH PSYCHIATRISTS ON THE APPROPRIATENESS OF ECT 
FOR DIFFERENT DIAGNOSTIC CATEGORIES 

"Reactive" or "neurotic" depression 
Depressive psychosis, involutional 
melancholia, endogenous depression 
Schizoaffective disorder 
Acute schizophrenia 
Chronic schizophrenia 
Manic excitement 
Drug or alcohol abuse 
Personality disorders 
Catatonic states 
Intractable pain 
Anorexia nervosa 
Unremitting hypochondriasis 
Acute organic confusional states 
Chronic organic confusional states 
Depression, some dementia, in old ag 
Epileptic disorders 
Children under 16 
Puerperal psychosis 

Average 
Score 

-0.61 

1+ 1 
1+ . 

Ii 
--

1+ 

-
--

e +1 
-
-I 

.+ 

8 

+2 +1 0 -1 r~i 

~... J> 

~<:i /<tt7</-(,'" 
0 35 4 64 89 

2 
1 12 

14 
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1 
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1 
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Table AIO 
INDICATIONS FOR ECf: A COMPARISON OF IRISH RESPONDERS (N = 195) and BRITISH 
RESPONDERS (N = 2195) 

Irish . U.K. 
Average Rank Average Rank 

Score Score 

Depressive psychosis, involutional 
melancholia, endogenous depression +1.77 I +1.70 I 
Schizoaffective disorder +0.81 2 +0.73 2 
Manic excitement +0.43 3 +0.35 3 
Depression, some dementia, 
in old age +0.12 · 4 +0.27 4 
Acute schizophrenia +0.01 5 +0.06 5 
"Reactive" or UNeurotic" 
depression -0.61 6 -0.83 8 
Chronic schizophrenia -0.69 7 -0.70 6 
Unremitting hypochondriasis -0.91 8 -0.71 7 
Children under 16 -0.97 9 -0.93 9 
Epileptic disorders -1.22 10 -1.00 10 
Anorexia nervosa -1.26 II -1.36 12 
Intractable pain -1.36 12 -1.24 II 
Acute organic confusional states -1.79 13 -1.68 13 
Drug or alcohol abuse -1.84 14 -1.72 14 
Personality disorders -1.87 15 -1.74 15 
Kendall's rank coefficient ({j ), 0.924 P < 0.001 

Table All 

WHO EXPLAINS ECT AND THE NEED FOR IT TO THE PATIENTS? : COMPARISON OF TWO 
SURVEYS 

Doctor 
Nurse 
Doctor and/or Nurse 
Doctor, Nurse and/or Social 
Worker 
No information 

Table Al2 

This Survey 

N % 
124 89.2 

I 0.7 
13 9.4 

I 0.7 

139 100.0 

British Survey 

N % 
1.051 83.0 

5 <1.0 
205 16.0 

9 
4 

1,274 

<1.0 
<1.0 
--r 

<102.0 

WHO EXPLAINS ECT AND THE NEED FOR IT TO RELATIVES?: COMPARISON OF TWO 
SURVEYS 

Doctor ". 
Nurse 
Doctor andlor Nurse 
Doctor, Nurse and/or Social 
Worker 
Other 
No information '. 

, . 
\ 

9 

This Survey 

N % 
105 75.5 

5 3.6 
22 15.9 

2 1.4 
5 3.6 --

139 100.0 

.,.... 

British Survey 

N % 
625 49.0 
141 11.0 
397 31.0 

68 5.0 
12 1.0 
35 2.0 

--r 
1,274 > 99.0 



Table A13 

TREATMENT GIVEN IF A I.'ATIENT NEEDS ECT BUT CANNOT GIVE VALID CONSENT 

Treat with next-of-kin's consent 
Detain on temporary order and treat 
Detain on temporary order and, with 
consent of next-of-kin, treat 
Treat with consent of next-of-kin and, 
failing this, prescribe drugs 
Withhold ECT and prescribe drugs instead 
Tell next-of-kin and treat 
Detain, tell next-of-kin and treat 
Treat 
Responses too complex to classify 
No information 

Table A14 

This Survey 

N % 
41 29.5 
18 12.9 

16 11.5 

16 . 11 .5 
13 9.5 
6 4.3 
4 2.9 
2 1.4 

II 7.9 
12 8.6 

139 100.0 

USUAL ACTION IF DETAINED PATIENT NEEDS ECT BUT ' REFUSES CONSENT: 
COMPARISON OF TWO SURVEYS 

Treat after informing next-of-kin 
Treat even if next-of-kin objects 
Withhold ECT 
Situation never arises 
Response unclassifiable 
No information 

10 

This Survey 

N % 
68 48.9 

7 5.0 
39 28. 1 
2 1.4 

23 16.6 

139 100.0 

British Survey 

N % 
749 59.0 
206 16.0 
270 21.0 

18 1.0 
13 1.0 
18 . 1.0 

1,274 .99.0 
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SECTION B: FIELD VISITS 
(PREMISES, EQUIPMENT AND PROCEDURES) 

The questionnaire (B) is identical to the ·British questionnaire. 

The visits were carried out by a team of two, which included either R.H.L. or T.J.F., plus one other 
member of the ECT survey team. (The EC:r survey team consisted of the authors, a consultant 
psychiatrist and two psychiatric nurses). All hospitals or clinics where ECTwas regularly given in 1982 
were visited-by a team of two, apart from thredsmalrunits which were visited by one team member only. 
Immediately after the visit, six aspects of the clinic Were rated on six point scales devised by Pippard and 
Ellam and repr,?duced below under appropriate headings. ·Where independent ratings of the two 
visitors differed, the average of the ratings was finally ~ntered on each rating scale. 

Data were collected by questionnaire and field visit from' 30 centres, by visit only from 12 centres and 
by questionnaire alone from 2 nursing homes where ECT is infrequently used. 

THE HOSPITALS 
The team visited all 26 Health Board hospitals, all 8 psychiatric units in general hospitals, all 6 private 
psychiatric hospitals and 2 day hospitals. Table I compares the types of hospitals visited in the Irish and 
British surveys. Infrequent use of ECT in some clinics had the effect that the administration of ECTwas 
witnessed in 62 per cent of the centres visited (Table 2). In these centres it was possible to complete all 
rating scales. In centres where ECTwas not given on the day of the visit, assessments were restricted to 
the premises, the equipment and some aspects of the training of staff. 
The findings are given under the following headings: Premises, Equipment, Anaesthetic Procedures, 
Psychiatric Procedures, Nursing Procedures, Patient Care, Personal Ratings and Feedback of Ratings. 
PREMISES 
In the 42 centres visited there were 64 ECT locations or clinics. In 23 hospitals (55 per cent), ECT was 
given in a special ECT clinic or on one ward only. 
In 12 Health Board hospitals (36 per cent), there were two separate ECTclinics, one on a male ward and 
one on a female ward. In 4 hospitals (9 per cent), there were three or more wards where ECT was 
sometimes given. 

The tatingsJor clinic premises were defined as follows:7 
A rating of 5 was given to clinics which were properly and carefully designed or arrangedfor patient privacy 
and safety. These units are usually purpose built ECT suites with separate waiting. treatment andrecovery 
areas and close to the hospital wards. There is a comfortable waiting room near an uncluttered treatment 
room which interconnects to a recovery room, large enoug/i to cope with the maximum number of patients 
likely on a day's 'list'. Doors are wide enough to allow easy .movement of trolleys. There may be a separate 
area for refreshments after recovery, either another roo"! or a part of the recovery room. 

If afew of these points were missing in a suite of three rooms, the clinic was rated 4, e.g. a waiting room with 
no w~ndows and bare walls, or a recovery room which only accommodates four but where the average 
number of patients per session is eight. Usual/y, such shortcomings could be easily amended. 

3 was given to most ward settings, where many of the recommended facilities are lacking, e.g. three 
separate rooms are not available. 

2 or 1 was given if there is little privacy, with poor screening, in an area where machinery and staff are 
cramped. 

A'rating of 0 was given to premises which are so poorly designed that treatment is severely hampered. e.g. 
given in a small. stuffy. bleak room. 

The survey ratings are shown in Table 4. Of the 64 clinics, 12 (19 per cent) scored 2 or less. Of these, 11 
were in Health Board psychiatric hospitals. Health Board units within general hospitals had better 
facilities in general as did private or voluntary hospitals. 
In general, hospitals with just one clinic scored higher (i.e. better) on the rating scales than those where 
there were two or more clinics. Female wards regularly received a higher score than male wards where 
the sexes were segregated. This is partly because ofthe superior standards of decoration, furnishing and 
liygiene on female wards. (The matter of segregation of sexes is raised again in the discussion). 

The ECT Clinic: 
Ideally. ECT should be given in one clinic in each hospital. This ~hould consist of a separate treatment room 
where there is sufficient spacefor staff to move about, a separate waiting area and a separate recovery area. 
Most ECT was given in one or more hospital wards. There were special three-rooll1ed ECT suites in 4 
hospitals only (9 per cent) compared with 30 per cent in Britain. There was an ECT room with or 
without a recovery room in a further 9 per cent oftheIrish hospitals. A side ward was used in 39 per cent 
of clinics, and the main ward was used for waiting, treatment and recovery in 25 per cent of clinics. 
Waiting Area: 
This should be separate to the ECTroom and, apartfrom pleasantfurniture and decoration. there should be 
enough space for the patients to wait, together with a nurse whom the patients already know. 

In 36 per cent of the clinics, the patients were unnecessarily required to wait in bed in a main ward. 
Sometimes patients had to wait all morning in the same ward as actively psychotic patients, or in a 
corridor just before treatment. In just 17 per cent of the clinics, there was a pleasant waiting area. 
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Privacy: . 
Patients undergoing ECTand recoveringfrom the treatment should be sufficiently screened so that they are 
not seen by other patients awaiting treatment. 

Clinics varied widely in the degree of privacy for patients and the ease with which treatment could be 
administered. Whilst in the majority of clinics attention was paid to this aspect of the treatment, in 16 
(25 per cent) ECT was given in wards with little or no privacy for patients. 

Recovery Area: 
These should be separate to the treatment area and well screened. 

There was a separate recovery area in 31 per cent ofthe clinics, usually on the ward adjacent to the ECT 
room. In 69 per cent of the clinics, however, recovery was in the same room in which ECTwas given. In 
3 centres, recovery areas were insufficiently screened and the beds were packed close together with no 
screens, ostensibly so that recovering patients could be easily observed by staff. 

Dress: 
ECT procedures do not require that patients be in their night clothes; all that is needed is that patients 
remove shoes and socks and loosen any tight clothing at the neck. 

In the majority of hospitals visited, all patients waited in their night-clothes. In 2 hospitals out-patients 
also changed into night-clqtw before treatment. No reaSG>!1 other than traditional practice was given 
by staff as a basis for thislPractice. 

EQUIPMENT 
Equipment should be up-to-date. Regular servicing should be recorded. A spare ECT machine should be 
available in case of breakdown. 

Equipment ratings were defined as follows:-

. A rating of 5 was given to clinics which have emergency equipment ready at hand. including suction 
machines, positive pressure oxygen, emergency drugs. tiltable trolleys, cardiac defibrillator. an up-to-datl! 
ECT machine and at least one up-to-date reserve machine. 

" was given where a clinic has the above features but the spare ECT machine is obsolete (i. e. not current 
model), while 3 was given to clinics whose main and spare ECT machines are both obsolete. 

2 or 1 was given where not only are obsolete ECTmachines in regular use but they, and other et/uipment, are 
poorly maintained, e.g. held together in places by sticking plaster. 

E.C.T. Machines: 
During our visits we saw 55 ECT machines (Table 5). Forty-three (78 per cent) of these were reasonably 
up-to-date, and currently available (Ectron Mark 4 or later), significantly more than in the British 
survey (P < p.05). It was mentioned specifically in 3 cenlres with obsolete machines that there was "a 
machine on order". 

The Ectron Constant Current Machine, (the only mac)!ine that complied with most recent British 
Standard of Electrical Safety, 1981) was relegated to use a6 a spare machme in one out of the two centres 
which had acquired it, because it was found unsatisfactory. Since than an improved model, the Ectron 
Constant Current Duopulse, had replaced the first Constant Current apparatus. Two other centres 
used an obsolete machine in preference to the Ectron Mark 4, again because it was found that a seizure 
was more easily induced with the old machine. 

Less than one-third of the clinics had reserve machines immediately available for substitution during a 
treatment session. Fifty-three per cent of the reserve machines were obsolete. (It should be noted that 
Hobsoletc" does not necessarily mean "useless"!) 

ECT machines were seldom regularly serviced (Table 6) and records of the servicing were kept in 32 per 
cent of centres only. There was general dissatisfaction with the quality of the servicing arrangements in 
Ireland (Table 7). 
Electrodes: 
Recently is has become more widely appreciated that good electrode design is importantfor conduction and 
for versatility in the use of different placements on the scalp. Individual hand-held electrodes are now 
recommended, as the pressure with which they are applied can be controlled. However, they have until 
recently been available with certain ECT machines only. 

For the "Ectron" machines, only caliper or Y-shaped electrodes were available for use in all but' 2 
clinics: the latter used an older hoop-type headpiece, one in very poor condition. There was general 
dissatisfaction expressed about poor design of available electrodes. . 

Fifteen centres (34 per cent) were equipPed to give unilateral ECT. Again, fixed electrodes were used, 
making it impossible to increase the distance between electrodes where necessary, in order to induce the 
treatment seizure. . 

Anaesthetics Equipment: .. 
The clinics were well equipped on the wbole .f6r administering an anaesthetic. However, suction 
apparatus was not working in 2 clinics, and was not plugged in becallse ihere was no extension lead in a 
further 2 clinics. . 

Equipment ratings are shown in Table 9. The eight clinics that .received very poor ratings (2 orless) were 
all in Health Board psychiatric hospitals. \, 
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ANAESTHETIC PROCEDURES 

Ratings were defined as follQ.ws:-

A raring of 5 was given to allaesthelists who are rel!ular members of the ECTleam. ",ell experienced ill ECT 
and friendly towa~ds the PQlielit. 

If there are unsatisfactory arrangements for., cover when the regular anaes/helis! is away. the clinic was 
rated 4. , . 

3 was given where. although the anaesthetist is nOT regular and usually comes on a rota, he appears capable. 
alld trained in Ihe parlicu/ar skills needed for ECF.. 

2 was givell where the slandardfalls shorl of this. while fwas given·1O clillics where the anaesthetist appears 
to be ignorant a/his tasks. e.g. administering /00 much relaxant so thatfits are to/ally disguised; careless in 
drawing up and administration. so that patients are not asleep when the relaxant is given: unfriendly or even 
hostile towards patients. 

Some clinics have more than one anaesthetist, each taking a regular ECT session, and obviously it was 
not possible to see them all. The rating reflects the anaesthetic practice on the day of our visit. 

The anaesthetic was given by experienced consultant anaesthetists in 66 per cent of the clinics surveyed, 
compared with 22 per cent of clinics in Britain. In 34 per cem of clinics, Ihe anaesthetist was less 
experienced and not so highly qualified. In 3 centres, including one very large and busy hospital , 
psychiatrists without special anaesthetic qualification gave the anaesthetic as well as administering the 
treatment. (Tables 10 and I I) 

Case notes and drug charts wefe available to ~!Ie anaesthetist in two-thirds of clinics only. as opposed to 
four-fifths in Britain. 

As in Britain, one-quarter of the anaesthetists insisted that M.A.O.I.s should not be given during a 
course of ECT. In 2 centres in Ireland tricyclic antidepressants were also discontinued. 

Atropine: 
Most of the anaesthetists used atropine to prevel~ t cardiac arrhythmias and excessive secretions which 
may occur during the anaesthetic, although one found it unnecessary for such a brief anaesthetic. 
Atropine was given intramuscularly before ECT in 52 per cent of the hospitals and intravenously at the 
time of the anaesthetic in a further 41 per cent of hospitals. (Intravenous rather than intramuscular 
atropine was given to aVOld the unpleasant sensation of dry mouth during the waiting period.) In the 
majority of clinics, the dose was 0.6 mgs. or less. 

Anaesthetic Drug: 
Methohexitone was used in 61 per cent of clinics in Ireland, significantly fewer than in Britain where it is 
used in 79 per cent of the clinics. Thiopentone was used in 27 per cent of clinics. (Table 12) 

Muscle Relaxant: 
As in Britain, sux~methonium chloride was the most frequently used muscle 
relaxant. Both suxathonium bromide and suxamemumum bromide, shoner acting drugs, were less 
frequently used. (Table 13) 
Oxygen: 
Oxygen was given before and after treatment in four-fifths of the clinics in both Ireland and Britain. In 
Ireland it was given before the treatment only in 4 per cent of clinics, and after treatment only in 11 per 
cent. (No information from 5 per cent of clinics). 

"Poor risk" patients (i .e. debilitated patients for whom an anaesthetic may be dangerous) were not 
given ECT in 45 per cent of clinics in Ireland. Such patients were referred on to hospitals that were better 
equipped for intensive care. 

Rating Scale: 
We found during our visits that the anaesthetist was often the most regular member of the ECT team. 
They knew the patients well and often appeared to know more about the treatment than the newest 
psychiatric house officers on the rota for giving ECT. In two clinics visited, it was the anaesthetist, and 
not the psychiatrist, who showed the house officer how to give ECT. 

However. because of the commitments of anaesthetists to surgical lists in local general hospitals, there 
were sometimes long delays for patients. In three clinics we saw almost unmodified ECT being given 
because the muscle relaxant - drawn up long before the anaesthetist's arrival- had deteriorated and 
become inactive. In eleven of the hospitals visited, ECT was arranged for the afternoon, entailing a 
long. hungry wait for already distressed patients and corresponding difficulties for staff caring for them. 

The anaesthetic procedures, on the whole, were scored at 4 or 5 (Table 14), and this reflects the very high 
standard that we saw during our visits. Four hospitals were rated lor 0, where the staffhad not received 
anaesthetics training and may not have been able to deal with emergencies. One hospital was rated 2 
where there seemed to be insufficient awareness of the type of anaesthetic required for tbe psychiatric 
patient and for ECT. . 

PSYCHIATRIC PROCEDURES 
Ratings were defined as follows:-
A raling of 5 is given 10 psychiatrists who are regular and experiencedmembersoflhe ECTteam. They have 
been adeqUaTely supervised and lrained and have some involvemenl.in the care o/the palients. AI least some 
of the paTients .vill be known to them; keenness and friendly disposition r.ontribute to a high rdting . 
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4 is given to psychiatrists lacking in a few of these criteria but at least knowledgeable and technically 
competent. 

3 is given to psychiatrists who are not regular but form part of a rota and have some experience. 

I! there are several inexperienced trainees on a rota, the raling is 2. 

I or 0 is given to psychiatrists who appear inexperienced. apathetic and even dangerously ignorant, e.g. 
bored "bullon-pushers" who read newspapers when not pressing the bUllon on the ECT machine; the 
ignorant who hold glissando on maximum for longer than recommended; those who have no idea or a wrong 
idea of what a fit is and believe that the initial jerk is ECT so that few, if any, of their patients receive 
convulsive (realment. 

Two-thirds of the Irish and half the British psychiatrists responding to the opinion surveys were 
involved in some aspect of the administration of ECT. Table 15 shows that in Ireland half of those who 
prescribed ECTaiso administered it, whereas in Britainjust over a quarter of those who prescribed ECT 
also administered it. The consultant psychiatrists in Ireland were significantly more involved in both the 
prescription of ECT (P < 0.01) and ECT treatment sessions (P < {J.OI) (Table 16). This finding was 
confir;fled on the visits. However, there were few centres where one consultant was designated as baving 
special responsibility for ECT clinics and procedures. 
In only seven centres was the impression gained that the training for ECT of non-eonsultant doctors 
had been adequate. It was apparent that staff were having some difficulty in keeping up with the (then 
current) 'information explOSIOn' about ECT. Nevertheless, when asked, 85 per cent of the opinion 
survey responders said they had read the Royal College of Psychiatrists Memorandum on ECT (1977) 
an'd were satisfied with its recommendations. Fifteen per cent thought that there were insufficient 
details of the treatment, and that the legal section was irrelevant to the Republic of Ireland. 

Compared to Britain, significantly more Irish psychiatrists-in-training had received supervision in the 
administration 6f ECT (P < 0.(01), as opposed to mere verbal instructions from a colleague. 

Routine Investigations before ECf is given: 
Patients in all 44 centres received a routine physical examination. Haemoglobin estimation was performed 
routinely in half the centres, chest x-ray in one-quarter of centres and E. C G. for specified groups in 9 per 
cent of centres. (It should be noted that there are no established criteria of good practice here). 

Drugs and the ECf "Course": 
ECT does not prevent relapse. Good practice requires that ECT-responded patients receive continuation 
therapy with antidepressant drugs for several months following recovery. 

Data was collected in the opinion survey from 139 psychiatrists, who had administered or prescribed 
ECT in the previous six mo nths, as to their practice in prescribing drugs. Sixty one per cent of the Irish 
psychiatrists, as opposed to 42 per cent of the British psychiatrists, discontinued M .A.O.l.s during the 
course of ECT. Table 18 also shows that Irish psychiatrists 'were more likely to discontinue hypnotics' 
and other psychotropic drugs. Significantly more Irish than British psychiatrists always or often 
prescribe antidepressants following a course of ECT (P < O.OO}), (Table 19), and two-thirds of Irish 
psychiatrists often or always prescribe antidepressants during the course of ECT. 

ECf Frequencv: 
Nearly half the Irish responders indicated on the questionnaire that they gave ECT three times a 
week. In Britaifl it was more usual to treat twice a week (P < 0.01), (Table 20). In the United States three 
times a week was the more usual practice, as indicated in the ECT Task Force Report (A.M.A., 1978). 
Eighly-six per cenl of responders in Ihe Irish opinion survey indicated that they reviewed the patient's 
progress after each treatment and a further 10 per cent reviewed every week. 

Maintenance ECT: 
Good practice criteria not established. 

A quarter of the responders in both the Irish and British opinion surveys used "maintenance" ECT 
sometimes. This is a very striking finding since maintenance ECT is now.here recommended in standard 
textbooks. However, during our visits to ECT clinics, it became clear that maintenance ECT meant 
different things to different psychiatrists. For some it means ECT once a fortnight or once a month for 
the chronic depressive who may take an overdose of tablets if given Ihem; for others it meant one or two 
treatments, perhaps twice a year, for the depressive who is beginning to relapse and who cannot tolerate 
antidepressants. We found little evidence that maintenance ECT was being used for chronic 
schizophrenia. 

Treatment Policies: . 
Electrode contact was improved by the use of a damping agent such as Electronolyte in all the clinics 
visited. Electrode jelly was rarely used as it wis dIfficult to clean off the electrodes after treatment 
sessions. Nearly half the clinics also dampened the skin and hair wilh electrolyte solution, a ~ignificantly 
higher propertion than in Britain (P < 10.00 I). This differ"nce may reflect the impact of both the British 
survey and the wall-chart distributed by the Royal College <:>f Psychiatrists, which was di.splayed in 18 
per cent of the hospitals visited. \ .; 
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Electrical Current, Wave Form and Timing: 
Serious lack of established k!,owledge exists here. 

Two-schools of tllought as t6 how much current should be used emerged: one used the lowest current 
consistent with a convulsion in order to J!1inimise the post-EeT amnesia assodated with a supra
threshold stimulus and, the other uses a higher current which will certainly produce a seizure on the 
grounds that the patient who is given ECT is suffering from a major illness where improvement is all-
important. ' 

Table 21 shows the number of waveforms in us",'in different ECT machines in Ireland. There is no 
absolutely conclusive research evidence to show which is the most effective in producing a seizure whilst 
minimising post-ECT amnesia, and the patterns of administration reflected this. 
As in Britain,' glissando is used by a small proportion of psychiatrists. This was designed for unmodified 
ECT. The gradual increase in electrical energy thus delivered ensures that the seizure threshold is 
reached slowly and only after an administration of excessive, electrical energy. Its use is unnecessary 
with modern ECT modified by muscle relaxation and anaesthesia. 
"No Fit" Policy: 
Little known here to guide practice. lfno convulsion is apparent, the possibility is that no proper treatment 
effect will occur. At present. most psychiatrists require observable and sustained muscular twitching as 
ellidence of a Ireatment seizure. 
There were differences between the administering psychiatrists as to the procedures to be followed if the 
first treatment was ineffective. The analysis of Questionnaire B responds showed that 20 per cent did 
not proceed further, 47 per cent gave one more shock, and 22j>er cent gave two or three more shocks. Of 
those who proceeded further, the majority repeated the treatment in precisely the same way as the first 
time which had failed. However, it was clear during our visits that most hospitals did not have agreed 
guidelines as to appropriate procedure following a first ineffective shock. 
Unilateral ECT: 
Forty-five per cent of psychiatrists used unilateral ECT at least occasionally in the Irish group, as 
compared with 75 per cent in the British group. On the visits the administration of unilateral ECT was 
seen in five centres; there were three hospitals where unilateral electrode placement was routine, (see 
also Section C). The standard placement used was parieto-temporal or frollto-temporai. The mastoid: 
temporal position recommended in the Royal College of Psychiatrists Memorandum was seen once 
during our visits. Conflicting data collected from the opinion survey and the ECT practice survey makes 
it difficult to assertain the precise frequency with which different electrode positions are used (Table 22). 
The decision as to which was the dominant hemisphere was based on patients' handedness by 60 per 
cent of the psychiatrists. Other strategies (shown in Table 23) were used by a minority of psychiatrists. 
The Ratings: 
The ratings given to the psychiatrists' practice in administering the treatment reflected the adequac~' of 
both theoretical and'practical training and the care with which the treatment was administered . Most of 
the clinics where psychiatrists' practice scored 2 or less were not accredited for training purposes (Table 
24). . -

NURSING CARE 
Ratings were defined as foilows:-
A rating of 5 is given 10 clinics with regular. experienced andfriendly nursing staffwho areenthusiasticand 
favourable towards EeT. There are enough nurses in the clinic:-pf least one in the waiiing-room to reassure 
the patient. one experienced nurse in the treatment room. one or two experienced nurses in the recovery 
room. 
4 is given where the nursing standardfalls short of this but not safar as 3, given where staffare lessfriendly 
towards the patients or not very experienced. although not ignorant. 

2 is given where the nurses are inexperienced, while I or 0_ is given where staff are too few for safety, 
antagonistic, give no palient reassUrance or are ignorant, e.g. not knowing what 10 lookforduring recovery. 

Generally there were adequate numbers of nursing staff involved in giving ECT, working both in the 
treatment room and supervising the recovery of the patients. Usually one nurse supervised two or three 
recovering. patients and no nurse supervised more than four patients in the recovery area. In the 
majority of hospitals the nurses were alert to the difficulties of ECT treatment, both physical and 
psychological. In two clinics the standard of hygiene was poor. 
The nursing staff were. on the whole, given scores of 4' or 5 on the rating scale, reflecting their generally 
excellent standards. However, they were rated low where they were considered inadequately trained. In 
some clinics this lack of training and experience was evident throughout the treatment session, 
especially in clinics where ECTwas rarely given . In other clinics, it was evident only in the supervision of 
the unconscious patient, or the care of the disturbed patient awaiting .treatment. (Table 25) 

PATIENT CARE 
Ratings were defined as follows:-
A raling of 5 is given where patient car~ is unhurried at all slages and considerate with regard to privacy and 
individual anxielies. The patient is reassured in the waiting period, put at ease when heflrsl comes into the 
treatment room and during the initial stages of administration, and then well caredfor during the recovery 
stage. being allowed to 'sleep it off In his own lime. 
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4 is givenfor care which could be improved. while 3 was given where many of the abovefeatures were absent. 
e.g. the patient is hurried during recovery; there is no reassurance during the waiting period. 

A rating of 2 is given where patient care was less but not as poor as in clinics rated I or O. whete patients are 
badly cared for and feelings are ignored. e.g. no privacy between patients waiting. being treated or 
recovering; patients are never spoken to but are passed through a conveyor belt-like system. Low ratings 
are also given where many patients do not have jits because of staff ignorance or incorrect technique. 

During our visits we noted that all thS,staff, medical and nursing, considered and attended to the 
patients' anxieties about the procedure'in 64 per cent of the clinics. However, in 26per cent there seemed 
a gener~1 lack of awareness of the importance of reaSsurance. Patient care (Table 26) as assessed on 
Pippard and Ellam's scale, was rated 4 or 5 on over halftheclinics visited. Six clinics rated 2 or less. In 3 
of these clinics patients had no seizure, and this was not recognised ("missed fits"). In others, patients 
were ignored whilst waiting for the anaesthetist or were "packed" in the recovery area. In 3 hospitals 
where ECT was seen on both male and female wards, the male ward rated worse on patient care. 

ECT DOCUMENTATION , 
ECT was recorded on special forms in 75 per cent of the clinics (82per cent in Britain). It was unusual to 
find records of the waveform setting or the timing and electrode placement. Where ECT was recorded in 
case notes, the patient's seizure was rarely noted. 
A clinic register was kept in two-thirds of hospitals (77 per cent in Britain). 

Consent forms were not signed in 2 hospitals visited: in one, the charge nurse did not wish to make the 
patients more worried, and in the other, the signature on the informal admission form or "Temporary" 
(Compulsory Order) form was deemed sufficient. 

In three hospitals the patient signed an old form giving umbrella consent to all types oftreatment, such 
as insulin coma treatment and narcosis (now seldom used). Only II hospitals used a form which was 
signed by the patient as well as the doctor who had explained the treatment. 

PERSONAL RATINGS 
Ratings were defined as follows:-
A personal rating was given only to units where ECT was actually witnessed. The scale 5 to 0 was used to 
answer the question "would I be willing to have ECT, if necessary, in this clinic?" 

5 or 4 meant that the observer would have few, if any, doubts about the standard of care and safety in the 
clinic, and his well-being if he had to attend as a patient. 

3 was given where the observer felt that the standards in the clinic were not satisfactory and ECT would 
only reluctantly be accepted. 

2 and 1 reflect increasing reservations, and 0 was given wheo the answer to the question was "under no 
circumstanc~stt . 

These subjective ratings were based on the observations made for the other ratings, plus the question 
"would I have ECT here?" It was influenced by the ethos of the whole hospital, the enthusiasm or lack 
of it shown by the staff, as well as by the ECT clinics themselves. . 

In 7 clinics, the survey team would unreservedly have accepted ECT. In 20 there were few reservations. 
In 9 clinics there were very great reservations and in 8 clinics there would be a downright refusal to have 
the treatment. The clinics that were rated zero were often in wards where members of the survey team 
would not wish to be patients (Table 27). 

FEEDBACK OF RATINGS: IMPACT OF THE SURVEY 
When the visits were completed the ratings made by the team were sent to the Clinical Directors of the 
centres which were visited, together with the definitions of the rating scales. They were requested to give 
their comments on the ratings and on the visits and to mark a 10 cm. visual analogue scale indicating 
how much change had been made in the ECTclinics since the visit (see Appendix). The higher the score, 
the more changes had bl'en made. 

Twenty-eight Directors responded 'from 67 per cent of hospitals visited. The responses came from 17 
of the 22 centres that scored 3 or more on all the rating scales and responses from II of the 20 centres 
which scored 2 or less on one or more of the rating scales. An overall majority of the Qinical Directors 
indicated that some change had occurred. One requested another visit. 

Amongst the changes reported by the Clinical Directors, there were improvements in premises, which 
were structural in 2 clinics and consisted of better screens in one clinic. Several complained that the 
inadequacy of the premises in their Health Board psychiatric hospitals was due to lack of money. 

Improved training for psychiatrists was mentioned by 5 Directors; improved machines and techniques by 
three. Two hospilals had given overall responsibility for the ECT clinic to one consultapt since the visit. 
Many mentioned greater awareness about the administration of ECT. However, as we had no response 
from one-third of the clinics visited, it is impossible to assess the overall impact of the survey on practice 
in this area. 

'. 
ANALYSIS OF SCORES ON THE RATING SCALES 
In spite of the manifest subjective nature of some of tIie ratings, their inter-correlations were examined 
and also the correlations with admission rates, ECT rate~'and social variables. Some of the results are of 
professional interest. 
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Premises: , 
The higher the manic-depressive admission rate and total number of manic-depressive admissions, the 
higher was the score given to the premises, (P < 0.02)._The better the premises, the better the score given 

_ to the equipqrent, (P < O.OS). the psychiatrists (P < 0.01), the nurses (P < 0.05) and personal care 
(P <-0.001): A sttong "halo effect" 1!udoubtedly operated here in that .the raters were influenced by 
their impression- oLthe premises. Only in the case of the rating of the anaesthetist was the rating score 
validated by significant correlation with external measures (see below). . , 
Equipment: ' .. 
T)!e equipment score correlated significantly with. all the scores on the other rating scales. However, 
there. was also a significant inveise correlation of 'I his score with the average age of the psychiatrists. 
Thus, the older the psychiatrist, the poorer the equipment score. It was also found that the more isolated 
the hospital, the lower the score given to the equipment (P'< 0.001). 

" 
Anaesthetic Procedure: 
Procedures score was significantly higher in hospitals where there were fewer admissions (P < 0.02) 
and where there were fewer ECT patients (P < 0.05). This may be because larger and busier centres 
often had many anaesthetists on a rota system. The anaesthetists' score also correlated positively with 
the equipment score, (P < 0.01), and the personal score, (P < 0.05). 
Psychiatrists' Skills: 
These were rated higher where premises and equipment were also rated higher. Their ratings also 
correlated well with patient care and our own pe-rsonal score. Psychiatric skills were lower where there 
was a higher catchment population, greater number of schizophrenic admissions and higher out
migration rate: these trends were not very marked. 
Nurse Ratings: 
These were higher when there were more patients for ECT and where there was a greater out-migration 
rate. This was the opposite to our ratings of psychiatrists skills. Rural hospitals often had excellent 
nurse teams who knew the patients well. The nurses ratings also correlated very highly with those for 
equipment and personal care, (p.< 0.01). 
Personal Ratings: 
"Would I have ECT in this clinic?" correlated significantly with all the scores on the other rating scales 
used on the visits and most significantly with the ratings for the premises. No significant correlations 
occurred with admission rates or other external criteria. 
In summary the field visits revealed a total picture very much of the curate's egg variety - procedures 
and equipment were very good only sometimes, generally mediocre and occasionally downright 
neglectful of patients' privacy and feelings. However, these criticisms apply to the finer details of 
standards and technique. Only in the instances emphasised above, and referred to again in the 
discussion later, were deficiencies of such magnitude as to adversely affect the treatment of patients. 

Table Bl 
TYPES OF HOSPITALS VISITED DURING THE SURVEY: A COMPARISON OFTWO SURVEYS 

Psychiatric hospitals (public service) 
Psychiatric units in general hospitals 
Private hospitals 
Nursing homes 
Other units e.g. day hospitals 

Table B2 

" This Survey 

N % 
26 61.9 
8 19.0 
6 14.3 
o 0 
2 4.8 

100.0 

British Survey 

N % 
105 59.0 
52 29.2 
6 3.4 
o 0 

15 8.4 
100.0 

WHETHER ECT WAS SEEN ON THE VISITS: A COMPARISON OF TWO SURVEYS 

ECT seen on visit 
ECT not seen on visit 

18 

This Survey 

N % 
26 61.9 
16 38.1 

..Q 100.0 

British Survey 

N % 
99 56 
79 44 

178 . 100 



Table B3 

SEITINGS IN WHICH E;CT IS GIVEN (from opinion survey): Numbers and Percentages of 
Psychiatrists by Setting. 

Setting 
Psychiatric hospital ward 
Psychiatric ECT clinic 
General Hospital Psychiatric Unit 
Day Hospital 
Private Clinic/N ursing Home 
Patient's Home 
Other 

This Survey 

N % 
86 61.4 
38 27.1 
26 18.7 
4 2.9 

10 7.3 
o 0.0 
5 3.6 

British Survey 

N % 
403 32 
652 51 
379 30 

89 7 
77 6 
9 I 
2 I 

The sum of percentages is more than 100% as some psychiatrists gave ECT in more than one place. 

Table B4 
PREMISES RATINGS OF 64 ECT CLINICS WITHIN 42 CENTRES 

Clinics in 
Clinic in HB Private/ Clinics in 
Psychiatric Voluntary Psychiatric 

SCQRE Hospitals Hospitals Units 
5 - ECT suite 

excellent 2 4 I 

4 - 3 rooms not 
as good as 5 8 3 8 

3 - Ward settings 
missing facilit;", 20 I 2 

2 - Ward settings 
little privacy 9 0 I 

f - Even less privacy 2 0 0 
o - Premises severely 

hampered treatment I O. 0 
Total 42 8 12 

Table BS 
ECT MACHINES: MODELS SEEN IN THE IRISH SURVEY 

"Up-to-date": Ectron Mk. 4 
"Up-to-date": Ectron Duopulse Mk. 4 
"Up-to-date": Ectron Constant Current 
"Up-to-date": Theratronies ZUSS/ 3 
"Obsolete": Ectron Mk. 3 
"Obsolete": "grey box" 

Table 86· 

N 
32 

7 
3 
I 

Jl 
I 

55 

% 
58.2 
12.7 
5.5 
1.8 

20.0 
1.8 

100.0 

Day 
Hospitals TOTAL 

I 8 

I 20 

0 23 

0 10 
0 2 

0 I 
2 64 

FREQUENCY OF SERVlqNG OF ECT MACHINES: A COMPARISON OF TWO SURVEYS 

Annually 
Every 6 months 
Every I - 5 months 
Only if a fault degelops 
No information 

". 
.'. , 

19 

This Survey 
N % 
3 6.8 

II 25.0 
I 2.3 

27 61.4 
'- 2 4.5 
' 44 
- ' 

100.0 

.i-

British Survey 
N % 
49 14.0 
84 24.0 
54 15.0 

135 39.0 
25 7.0 

347 99.0 



'I 
i 

Table B7 
WHO DOES THE SERVICE? 

This Survey 

N % 
Manufacturers' agent in Republic of Ireland 
Hospital electrician or local .. 

16 36.4 

Table B8 

electrical contractor .... 
Regional electrical technician . 
Manufacturer - always or sometimes 
No information . 

10 22.8 
2 4.5 

14 31.8 
2 4.5 

44 100.0 

APPARATUS IN ECT CENTRES: A COMPARISON OF TWO SURVEYS 

Suction apparatus 
Cardiac defibrillator 
Emergency drugs 
Oxygen cylinders/piped oxygen 
and masks, etc. 
Equipment to tip patient in 
head-down position 
Telephone in clinic or nearby 

Table B9 

This Survey 
N % 
42 100.0 
II 26.2 
42 100.0 

42 100.0 

23 54.7 
41 97.6 

EQUIPMENT: RATINGS OF 64 ECT 'CLINICS WITHIN 42 CENTRES 
Clinics in 

Clinics in Private/ Clinics in 
H.B. Voluntary Psychiatric Day 

SCORE Hospitals HospitalS Units Hospitals 
5 8 4 I I 
4 14 3 11 I 
3 12 I 0 0 
2 7 0 0 0 
I I 0 0 0 
0 0 0 0 0 

42 8 12 2 

Table B10 

British Survey 

N % 
176 99.0 
63 35.0 

172 97.0 

173 97.0 

not available 
121 71.0 

All 
Clinics 

14 
29 
13 
7 
I 
0 

64 

THE GRADE OF THE ANAESTHETIST WHO USUALLY ATTENDS: A COMPARISON OF'TWO 
SURVEYS 

Consultant anaesthetist 
Consultant or Registrar/H.Q. (anaesthetics) 
Regisirar/S.H.O. (anaesthetics) 
General practitioner , . 
Consultant or Registrar (psychiatry) 

Table B11 

This Survey 

N % 
29 65.9 

6 13.6 
I 2.3 
5 11.4 
3 6.8 

44 100.0 

British Survey 
(Approx. Numbers) 

N % 
75 22 
74 21 
100+ '29+ 
86 25 

THE GRADE OFTHE PERSON WHO ATTENDS IFTHE REGULAR ANAESTHETIST IS ABSENT 

Consultant anaesthetist 
Registrar/ H.O. 
Consultant or Registrar/ H.O. 
General Practitioner 
Psychiatrist 
Other/no information 

20 

This Survey 

N '7c 
27 61.4 

5 11.4 
5 11.4 
2 4.4 
4 9.1 
I 2.3 

44 100.0 

British Survey 

N % 
o 0.0 

197 57 .0 
88 25.0 
45 13.0 

17 4.0 
347 99.0 



Table B12 

ANAESTHETIC DRUG USED FOR ECT 

Methohexitone (Brietal) 
Thiopentone (Pentothal) 
Either methohexitone or thiopentone 
Propanidid (Epontal) 
Alphaxalone (Alth~sin) 

Table B13 

RELAXANT DRUG USED FOR ECT 

Suamethonium chloride 
(Scoline, Anectine) . 
Suxethonium bromide (Brevidil E) 
Either of the above 
Suxamethonium bromide (Brevidil M) 
No information 

Table B14 

This Survey 

N % 
27 61.4 
12 27.3 
4 9.0 
I 2.3 
o 0 

100.0 

This Survey 

N % 

37 84.1 
3 6.8 
I 2.3 
2 4.5 
I 2.3 

44 100.0 

ANAESTHETICS PROCEDURE: RATINGS AT 42 CENTRES 

Privatel 
H.B. Voluntary Psychiatric Day 

SCORE Hospitals Hospitals Units Hospitals 

5 12 I 3 1 
4 8 0 2 0 
3 0 0 0 0 
2 0 0 I 0 
1 I 0 0 0 
0 I 2 0 0 

not rated 4 3 2 I 

26 6 8 2 

Table BIS 

British Survey 

N % 
275 79.0 
40 12.0 
27 8.0 

3 1.0 
2 1.0 

101.0 

British Survey 

N % 

282 81.0 
29 8.0 
17 5.0 
19 5.0 
0 0.0 

347 99.0 

--

TOTAL 

17 
10 
0 
I 
I 
3 
10 

42 

RESPONDERS WHO PRESCRIBED OR ADMINISTERED Eef IN LAST SIX MONTHS 

Prescribed only 
Both prescribed and administered 
Administered only 
Did not prescribe or administer ECT , 

Table B16 

This Survey 

N % 
65 31.6 
67 32.5 
7 3.4 

67 32.5 

100.0 

British Survey 

N % 
892 32.0 
344 12.0 

38 1.0 
1,481 54.0 

99.0 

PSYCHIATRIC MEDICAL STAFF REGULARLY PRESENT AT EACH ECT TREATMENT 
SESSION 

RegistrarIS.H.O. on duty roster 
Consultant only, or with junior doctor 
on duly roster 
Consultant sometimes/often in association 
with other doctors 
G.P.i'Clinical assistant always or on 
roster with junior doctors 
None (nurse gives treatment) 
No information 

21 

N 
26 

15 

3 

0 
'. 0 

0 
44 

This Survey 

% 
59.1 

34.1 

6.8 

0 
0 
0 

100.0 . 
,. 

British Survey 

N % 
255 73.0 

25 7.0 

16 5.0 

48 14.0 
2 1.0 
1 1.0 

347 101.0 



Table BI7 

TUITION AND EXPERIENCE OF ECT OF MEDICAL STAFF (from visits) 

This Survey 

Adequate tuition and 
supervised experience 
Some tuition and supervised 
experience 
Tutition and minimal training 
Minimal training only 
Supervised experience only 
No training at all 
No information 

Table BIS 

N ' % 

7 16.7 

19 45.3 
8 19.0 
5 11.9 

.• 0· 0 
3 7.1 
o 0 

42 100.0 

British Survey 

N % 

35 20.0 
12 7.0 
73 41.0 
51 29.0 
3 2.0 
4---kQ. 

178 101.0 

DRUGS WHICH SHOULD BE DISCONTINUED DURING A COURSE OF ECT: RESPONDERS' 
OPINIONS (from opinion survey) 

Hypnoiics 
Tricyclic antidepressants 
M.A.O.l.s 
Phenothiazines 
Butyrophenones 
Beta-Blockers 
Antihypertensive drugs 
Diuretics 
Digoxin 
Lithium 
Rauwolfia 
Other (including benzod!azepines) 

Table BI9 

This Survey 

N % 
16 11.5 
22 15.8 
85 61.2 
13 9.3 
10 7.2 
32 ' 23.0 
11 7.9 
4 2.8 
3 2.1 
1 0.7 

28 20.1 
8 5.7 

British Survey 

N % 
30 2.0 

100 8.0 
537 42.0 
36 3.0 
9 1.0 

153 12.0 
62 5.0 
11 1.0 
20 2.0 
59 5.0 

284 22.0 

ANTIDEPRESSANTS PRESCRIBED AFTER A 'COURSE' OF ECT: A COMPARISON (from 
opinion survey) 

Not prescribed 
Sometimes prescribed 
Often prescribed 

. Always prescribed 
No information 

Table B20 

FREQUENCY OF ECT 

Once a week 
Twice a week 
Three times a week 
Various practices 
Others 
Not answered 

22 

This Survey 

N % 
1 0.7 

29 20.9 
66 47.5 
43 30.9 
o 0 

139 100.0 

This Survey 

N % 
2 1.4 

51 36.7 
66 47.5 
12 .8.6 
5 3.5 
3 2.3 

139 100.0 

British Survey 

N % 
25 2.0 

472 37.0 
753 59.0 

21 2.0 
3 1.0 

1,274 101.0 

British Survey 
N % 

) ,016 80.0 
127 10.0 
93 7.0 

38 3.0 
1,274 100.0 



Table B21 

TYPE OF CURRENT GENERALLY ADMINISTERED (from visits) 

Bidirectional sinus wave only 
Unidirectional sinus wave only 
Unidirectional or bidirectional 
sinus wave 
Pulsed bidirectional only 
Pulsed unidirectional only 
Varies in definite plan 
Varies with consultants' prescription 
Varies depending on administering 
doctor 

Glissando always used 
Glissando sometimes used 

Table B22 

This Survey 

N % 
16 38.1 
4 9.5 

7 
6 
I 
2 
3 

3 

16.7 
14.3 
2.4 
4.8 
7.1 

7.1 

42 100.0 

This Survey 
N % 
2 4.8 
3 7.1 

POSITION OF ELECTRODES FOR UNILATERAL ECT (from opinion survey) 

Parieto-temporal 
Fronto-parietal 
Mastoid-temporal 
Various other possibilities 
No position given, or left to 
administering doctor 

Table B23 

This Survey 

N % 
38 61.3 
10 16.1 
8 12.9 

6 
62 

9.7 

100.0 

British Survey 
N % 
10 6.0 
7 4.0 

British Survey 

N % 
521 54.0 
181 19.0 
120 13.0 

7 1.0 

129 13.0 

100.0 

UNILATERAL ECT: DECISION AS TO WHICH IS DOMINANT HEMISPHERE (from opinion 
survey) 

Rely on handedness alone, possibly 
questioning footedness as well 
Fuller clinical assessment and 
observation of the hand in writing 
Additional tests performed if 
in doubt andlor more formal 
tests used 
Where there is do'ubt about 
dominance, bilateral ECT is 
used instead 
Change side on which unilateral 
ECT given if post-ictal 
confusion 
Do not determine dominance 
No information 

N 

37 

9 

. 3 
" O. 

10 

This Survey 

%* 
IN =62 

59.6 

14.5 

6.4 

1.6 

4.8 
0 

16.1 
... Sum more than 100% because some .responders gave mo're than one answer. ~. 

23 

British Survey 

N %* 
N = 985 

628 66.0 

187 19.0 

27 3.0 

40 5.0 

8 1.0 
30 3.0 
86 9.0 



Table B24 

PSYCHIATRIST: RATINGS,AT 42 CENT-RES . 
. Clinics in 

Clinics in Private! Clinics in 
H.B. Voluntary Psychiatric Day All 

SCORE Hospitals Hospitals Units Hospitals TOTAL 

5 6 3 5 0 14 
4 5 I 2 I 9 
3 6 I I I 9 
2 6 0 0 0 6 
I I 0 , 0 0 I 
0 0 0 ' 0 0 0 

Not rated 2 I 0 0 3 
26 6 8 2 42 

Table B25 

NURSES: RATINGS OF 64 ECT CLINICS WITHIN 42 CENTRES 

Clinics in 
Clinics in Private! Clinics in 

H.B. Voluntary Psychiatric Day All 
SCORE Hospitals Hospitals Units Hospitals TOTAL 

5 II 5 6 I 24 
4 19 2 4 I 25 
3 4 0 0 0 4 
2 3 I 0 0 4 
I 0 0 0 0 0 
0 0 0 0 0 0 

Not rated 5 0 2 0 7 
42 8 12 2 64 

Table B26 

PATIENT CARE' RATINGS OF 64 ECT CLINICS WITHIN 42 CENTRES 

C1inies in 
Clinics in Private! Clinics in 

H.B. Voluntary Psychiatric 'Day . All 
SCORE Hospiials Hospitals Units Hospitals TOTAL 

5 3' 4 4 0 II 
4 15 I 2 0 18 
3 7 0 0 0 7 
2 2 0 2 0 4 
I I 0 0 0 I 
0 I 0 0 0 I 

Not rated 13 3 4 2 22 

42 8 12 2 64 

Table B27 

PERSONAL RATINGS - "WOULD I HAVE ECT HERE?" - RATINGS OF 64 CLINICS WITHIN 42 
CENTRES 

Clinics in 
Clinics in Private! Clinics in 

H.B. Voluntary Psychiatric Day All 
SCORE Hospitals Hospitals Units Hospitals TOTAL 

5 3 2 2 0 7 
4 13 0 5 2 20 
3 2 5 I 0 8 
2 5 0 0 0 5 
I 3 I 0 0 4 
0 8 0 0 0 8 

Not rated 8 0 4 0 12 

42 8 12 2 64 
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SECTION C: PROSPECTIVE 3-MONTH SURVEY 

This part of the survey attempted to establish the typical course and outcome of illness for patients 
treated with ECT. All psychiatrists working with adults were asked to chart the progress of ECT-treated 
patients during a three-month period in 1982. The questionnaire was identical with that used by 

. Pippard and Ellam (1981). 

Fourteen psychiatrists were unable to contribute because they did not prescribe ECT during the three
month period. The findings reported below we're provided by 43 psychiatrists (35 per cent of 
psychiatrists in adult work) and 6 Clinical Directors (superintendents, hospital directors or equivalent) 
who gave information on all ECT-treated patients in thei~ hospitals. The information collected related 
to 391 courses of treatment (and approximately the same number of patients). Most areas of the country 
were represented as shown in Table 1. In most instances the data were recorded prospectively but a few 
patients were documented retrospectively. 

The findings are presented below under three headings: 
(I) The patients; 
(2) The treatment; 
(3) The outcome. 

(1) THE PATIENTS 
(i) BiographIcal (Tables 2, 3, 4) 
Assuming that the courses of treatment correspond to individual patients, there were 143 men and 247 
women with ages varying widely from 17 to 85 years. Peak incidence occurred in the seventh decade in 
female patients and sixth decade in male patients. Compared with the British sample, the Irish patients 
were somewhat younger and included slightly more men. These differences, althougb of small 
magnitude, were statistically significant at tbe 5 percent level. Women outnumbered men by 2: 1 in both 
samples. 

(ii) Diagnosis 
Of the 391 patients, 304 (77.7 per cent) had some form of depressive disorder and 65 (16.6per cent) wer. 
schizophrenic. Eighteen (4.6 per cent) suffered from mania, 2 patients were neurotic and 2 had 
personality disorder. (When assigning cases to main diagnostic category, schizophrenia took 
precedence over depression or mania, which in tUfn took precedence over psychoneurosis and 
personality disorder.) 
The British sample was remarkably similar with respect to diagnosis but there were some small 
differences which were significant statistically: the Irish patients included more schizophrenics 
(P < .05), fewer depressives (P < .02) and more manic patients (P < .01). 
A secondary or subsidiary diagnosis was mentioned ~ometimes and included personality disorde-f. 
psychoneurosis, alcohol abuse, epilepsy and chronic brain syndrome. The proportions so diagnosed 
were strikingly similar in the Irish and in the British surveys (Tables 5 and 6). 
Schizophrenic patients were significantly younger than depressed patients (P < 0.05) and there were 
also more men than women in this group. (Tables 7 and 8). The diagnostic subgroups shown in Table. 9 
and 10 showed a few differences between the two surveys. Amongst the depressed patients, the two main 
subgroups were endogenous depression plus recurrent depression (50 per cent) and manic-depressive 
psychosis (15 per cent). There were significantly more cases diagnosed schizo-affective compared to the 
British survey (P < 0.001). 
(2) THE TREATMENT 
Reasons for Prescribing ECT 
In keeping with the opinion survey returns, the majority (almost 80 per cent) had some form of 
depressive disorder. But not all depressed patients receive ECT in practice so it is of interest to learn the 
reasons for prescribing ECT, particularly since these reasons follow a pattern closely reflected in the 
British results. 
The failure of other treatments (usually antidepressant drugs) was the reason for ECT in 67 per cent. 
ECT was the treatment of first choice in 13 per cent of cases. Drug refusal or intolerance was noted for 
2.6 per cent, severity of illness in 8 per cent and suicidal risk factors in 7 per cent. (Table II) 
Fewer Irish than British patients were being treated with ECT for the first time (29 per cent and 40 per 
cent respectively). Details of previous ECT treatment were otherwise very similar in the two groups. 
(Table 12) 
Length of Treatment Course 
Six treatments (spaced every two or three days) emerged as the modal length of course in both the Irish 
and British surveys. A mean length of course of 5.09 for the Irish group was significantly and 
substantially lower than 6.3 for the British patients. This short mean course length was confirmed from 
statistics submitted separately by ten hospitals on Questionnnaire B, giving both the number of 
treatments and the number of courses per annum. As Figure 3 indicates, the difference is reflected in an 
excess of Irish patients given one, two or three treatments only. Most of these patients had 
schizophrenia. 
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, Figure 3. Length of Completed E.C.T. Course by Number .. of Patient .. (per cent) 
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Electrode Placement 
As in the Britis!UlUvey, bilateraleleetrodes were used for the majority (80 per cent). Unlike the British 
survey, howevCT.'DD$ignificant slifference "as found in course lengths between unilateral and bilateral 
aCT (Tables 14 al!d·15). However, it wa" found that the course of ECTwas significantly shorter when 
given twice a week as opposed to three times a wee~ (P < '0.05). It is difficult to assess the significance of 
this as factors other than ECT frequency inay have been in operation. 

Nine per cent of the Irish patients were out-patients, significantly fewer than the 16 per cent in Britain 
(P < ,0:01). . . , 

Concurrent Drug Therapy (Table 16) 
This varied widely. The following drugs were reporteo as being prescribed concurrently with ECT (per 
cent of Irish cases): antidepressants (63 per cent of depressives, 26 per cent of schizophrenics), lithium 
salts (28 per cent of manic patients, 7 per cent of depressives), neuroleptics (87 per cent of schizophrenic 
patients, 66 per cent of manics, 55 per cent of depressives), minor tranquillisers such as diazepine (89 per 
cent of schizophrenics and 17 per cent of depressives or marlics). 
Reported Side-Effects 
Very few side effects of the treatment were reported. The reliability of this part ofth. survey is in some 
doubt because the rarity with which memory problems were noted by the psychiatrists does not reflect 
the very high incidence of transient and temporary memory problems whieh are known to be common 
following treatment. It may be the case that most psychiatrists .did not trouble to record transient side 
effects which they regarded as of little importance in practice. 

(3) THE OUTCOME OF TREATMENT 
There was agreement between doctor and patient as to outcome fourteen days after treatment in three
quarters of the cases reported. Where the doctor and pa:!ient disagreed, the patient was less satisfied 
than the doctor in two-thirds of cases and more satisfied in one-third. (Table 17). Where there was 
agreement, 88 per cent found that there had been a great or moderate improvement, and 10 percent that 
there had been little or no change. (Table 18). Remarkably similar findings were given in the British 
survey. . 

When comparing the three main diagnostic sub-groups, the figures both for outcome and for agreement 
between doctor and patient were very similar for depressed 'and for schizophrenic patients. The manre
patients showed similar improvement but tended more often to disagree with their doctors as to 
outcome. (Table 19). Twenty-eight days after completion of the course of ECT, 76 per cent afpatients 
had maintained a good initial response, 9 per cent had replased following an initial response and 8 per 
cent who responded poorly remained ill. (Table 20) 

We were unable to emulate Pippard and Ellam's (1981) survey of family doctors. This omission was 
chiefly because differences in the organisation of family practice between the United Kingdom and the 
Republic of Ireland would make difficult any meaningful comparison of the two sets of findings. The 
fami~octor surv~y was a minor part of the British study in which a random sample of general 
practitioners was surveyed by postal questionnaire re!larding the outcome of patients on their lists who 
recently had received ECT. Returns suggested a recovery rate of66 per cent at 3 months prus. This result 
was somewhat less optimistic than the 80 to 90 per ce~t recovery reported by the,British psychiatiists at 
one month in the three month prospective survey and the 76 per cent reported in tbe corresponding part 
of the present study. 
In summary. this part oft)te survey showed how ECT is in practice given. As in the British survey, most 
of the patients were suffering from serious psychiatric illness, usually depressive. The mean number of 
treatments in a course was 5.1 (compared with 6.3 for the British patients). Overall, 76 per cent of 
patients had made at least some improvement which was maintained for at least twenty-eight days. In 
all aspects there was a very close resemblance between mese rmdings and the results of the 
corresponding part of the British survey. 

Table Cl 
NUMBERS OF COURSES OF ECT REPORTED FROM THE HOSPITAL GROUPS 

Eastern Health Board 
Dublin Voluntary Hospitals 
Midland Health Board 
Mid-Western Health Board 
North-Western Health Board 
North-Western Health Board 
Western Health Board 
South-Eastern Health Board 
Southern Health Board 
Private Hospitals outside Dublin 
Private Psychiatrists 

28 ' 

No. of ' 
Courses 

35 
93 
10 
17 
10 
12 
40 
99 
45 

5 
~ 
391 

% 
8.9 

23.8 
2.6 
4.3 
2.6 
3.1 

10.2 
25.3 
11.5 

1.3 
~ 
100.0 

i 

I 
01 
~ 
; 
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Table C2 

AGE DISTRIBUTION OF MALE AND FEMM"E PATIENTS IN THIS SURVEY 

AGE MALE 
N % N 

FEMALE 
% 
o 

13.4 
19.0 
16.6 
17.8 
23.5 

16-19 2 1.4 0 
20 - 29 23 16.1 33 
30 - 39 20 14.0 47 
40 - 49 23 16.1 41 
50 - 59 35 24.4 44 
60 - 69 27 18.9 58 
70 - 79 12 8.4 18 7.3 

2.0 
0.4 

W-~ 0 0 5 
Not known 1 0.7 1 

(Age and sex not known in one case) 

Table C3 

143 100.0 247 100.0 

AGE OF PATIENTS RECEIVING ECT: A COMPARISON OF TWO SURVEYS 

AGE 
16 - 19 
20 - 29 
30 - 39 
40 - 49 
50 - 59 
60 - 69 
70 - 79 
80 + 
Not known 

Table C4 

This Survey 

N % 
2 0.5 

56 14.3 
67 17.1 
64 16.4 
79 20.2 
85 21. 7 
30 7.7 
5 1.3 
3 0.8 

391 100.0 

British Survey 
N .% 
35 1.0 

247 10.0 
335 B.O 
365 14.0 
571 22.0. 
522 20.0 
357 14.0 

75 3.0 
53 2.0 

100.0 

SEX OF PATIENTS RECEIVING ECT: A COMPARISON OF TWO SURVEYS 

Male 
Female 
Not recorded 

Female: Male ratio: 

Table CS 

This Survey 

N % 
143 36.6 
247 63.2 

1 0.2 

391 100.0 

1.73 

MAIN DIAGNOSTIC CATEGORY: A COMPARISON OF TWO SURVEYS 

This Survey 

Schizophrenia 
Depressive disorders 
Manic states 
Psychoneuroses 
Personality disorders 
Insufficient information 

Table C6 

N % 
65 16.6 

304 77.8 
18 4.6 
2 0.5 
2 0.5 
o 0 

391 100.0 

SE.CONDARY DIAGNOSIS: A COMPARISON OF TWO SURVEYS 

This Survey. 

N % 
Personality disorders 18 4.6 
Psychoneuroses 9 2.3 
Alcohol abuse " 

'. 6 1.5 
Epilepsy 4 1.0 
Chronic brain syndrome ", 3 0.8 
No secondary diagnosis 35'1 89.8 

391 100.0 

.. 
29 )-

British Survey 

N % 
778 30.0 

1,766 69.0 
16 1.0 

100.0 

2.27 

Ikitish Survey 

N % 
326 13.0 

2,145 83.0 
60 2.0 
23 1.0 
10 1.0. 
30 1.0 

2,594 101.0 

. British Survey 

N % 
103 4.0 
45 2.0 
24 1.0 
10 1.0 
14 1.0 

2,398 92.0 

2,594 101.0 
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Table C7 

AGE: COMPARISON OF DEPRESSED AND SCHIZOPHRENIC SUBGROUPS (This survey) 
~" ' 

Depressed Cases Schizophrenic Cases 

N % N % 
16"- 19 0 0 o 0 
20 - 29 " 41 13.5 12 18.5 
30 - 39 49 16.1 16 24.6 
40 - 49 47 15.5 15 23.0 
50 - 59 62 20.4 10 15.4 
60 - 69 73 24.0 7 10.8 
70 - 79 ~6' 8.6 "3 4.6 
80 - 89 5. 1.6 o 0 
Not known I 0.3 2 3.1 

304 100.0 65 100.0 

Table C8" 

SEX: COMPARISON OF DEPRESSED AND SCHIZOPHRENIC SUBGROUPS (This survey) 

Depressed Schizophrenic 
Subgroup Subgroup 

N % N % 
Male 94 30.9 38 58.5 
Female 210 69.1 27 41.5 

304 100.0 65 100.0 

Table C9 

DEPRESSION: A COMPARISON OF DIAGNOSTIC SUI)GROUPS IN THE TWO SURVEYS 

Utis Survey " British Survey 

N % N" % 
Depressive ps~chosis, 
endogenous depression 85 28.0 182 36.0 
Recurrent; unipolar depression 68 22.4 226 11.0 
Manic depressive 46 15.1 252 12.0 
Agitated depression 7 2.3 163 8.0 
, Reactive; neurotic 14 4.6 104 5.0 
Mixed states - including 
atypical grief reactions 8 2.6 66 3.0 
Puerperal depression 6 2.0 63 3.0 
Schizoaffective states 36 11.8 75 3.0 
Depression, not otherwise specified 34 11.2 414 19.0 

- -- -
304 100.0 2,145 100.0 

Table CIO 

SCHIZOPHRENIA: DIAGNOSTIC SUBGROUPS: A COMPARISON OF TWO SURVEYS 

Paranoid (including paraphrenia) 
Catatonic 
Chronic 
Acute 
Hebepnrenic/simple 
Not otherwise specified 

30 

This Survey 

N % 
13 20.0 
7 10.8· 
7 10.8 
o 0 

12 18.4 
26 40.0 

~ 100.0 

British Survey 

N % 
68 21.0 
29 9.0 
28 9.0 
16 5.0 
13 4.0 

172 53.0 

326 101.0 



Table Cl1 

REASONS FOR PRESCRIBING ECT 

One or more reasons were given for each patient: Total number of reasons = 439 

This Survey British Survey 

N % N % 

Because of treatment considerations 
Failure of other treatments 263 67.3 1,522 59.5 
Treatment of first choice 51 13.0 482 18.8 
Previous good response to ECT 5 1.3 124 4.8 
Drug refusallunreliability / drug intolerance 10 2.6 82 3.2 
At patient's request 1 0.3 39 1.5 

Because of symptoms or illness - behaviour 
Suicidal ideas/suicidal attempts 29 7.4 209 8.2 
Severity of illness 31 7.9 167 6.5 
Depression (in those diagnosed 
schizophrenic) 22 5.6 141 5.7 
Stupor/retardation 11 2.8 95 . 3.7 
Disturbed behaviour 13 3.3 fl4 4.5 
Refusal of food/drink and/or serious 
weight loss 3 0.7 64 2.5 

Table Cl2 

NUMBER OF PREVIOUS COURSES: A COMPARISON OF TWO SURVEYS 

o 
I 
2 
3 
4 
5 
6 - 10 

II - 20 
20 
Not recorded 

Table C13 

, 
This Survey 

N % 
112 28.6 
77 19.7 
75 19.2 
45 11.5 
16 4.1 
II 2.8 
32 8.2 
. 9 2.3 

4 1.0 
10 2.6 

391 100.0 

INDEX COURSE LENGTH: A COMPARISON OF TWO SURVEYS 

British Survey 

N % 
1,030 40.0 

522 20.0 
297 11.0 
208 8.0 
119 5.0 
61 2.0 

146 6.0 
54 2.0 
13 1.0 

144 5.0 

100.0 

Number of Completed Treatments 

This Survey BritIsh Survey 
No. of ECT in Course N % N % 

1 20 5.2 19 0.6 
2 25 6.4 85 3.4 
3 54 13.9 146 5.7 
4 57 14.7 301 12.0 
5 56 14.4 247 9.7 
6 98 25.2 829 33.0 
7 29 7.5 207 8.1 
8 , 16 4.1 366 14.4 
9 

, 
16 4.1 85' 3.4 

10 - 14 15 3.9 199 7.8 
15 - 19 0 0 22 0.9 
20 1 0.3 1 0.5 
26 I 0.3 6 0 
27 , 0 --- 0 1 0.5 

388. 100.0 . 2,508 100.0 
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Table CI4 

INDEX COURSE OF ECT: UNILATERAL OR BILATERAL ELECTRODE PLACEMENT 

Bilateral 
Unilateral 
Both unilateral and bilateral 
Not known 

Table CIS 

This Survey 

N % 
312 79.8 
70 17.9 

8 2.0 
I 0.3 

'391 100.0 

British Survey 

N % 
1,944 76.0 

543 21.0 
51 2.0 
22 1.0 

100.0 

INDEX COURSE: A ' COMPARISON OF LENGTH OF COURSE WITH DIFFERENT 
ELECTRODE PLACEMENTS 

No. of ECT Unilateral Bilateral Both Tota! Number' 
in course N N N Treatments 

I 6 14 0 20 
2 7 18 0 25 
3 8 46 0 54 
4 7 48 2 57 
5 10 43 2 55 
6 20 77 1 98 
7 6 23 0 29 
8 2 14 0 16 
9 2 13 I 16 
10 - 14 0 13 2 15 
15 - 19 0 I 0 I 
26 0 I 0 I 

Total 68 211 8 387 

Table CI6 

MEDICATION PRESCRIBED DURING COURSE OF ECT 

DIAGNOSIS 

MEDICATION D~pressed Schizophrenic Manic 
N % N % N % 
N=306 N=65 N=186 

Neuroleptics 133 54.9 57 87.7 12 66.7 
Minor tranquillisers 53 17.4 58 89.2 3 16.7 
Antidepresssants 190 62.5 19 29.2 0 0.0 
M.A.O.!. 19 6.3 0 0.0 0 0.0 
Lithium 21 6.9 0 0.0 5 27.8 
No information 5 1.6 0 0.0 0 0.0 

Table C17 

PATIENTS' AND DOCTORS' OPINIONS ON OUTCOME OF TREATMENT: A COMPARISON 
OF TWO SURVEYS 

Agreement between doctor and 
patient 
Patient less satisfied than doctor 
Patient more pleased than doctor 
Insufficient information 

32 

This Survey 

N % 

301 
50 
25 

..J.2 
391 

77.0 
12.8 
6.4 
3.8 

100.0 

British Survey 

N % 

1,949 
378 
141 
92 

2,560 

76.0 
15.0 
6.0 
3.0 

100.0 



Table C18 

ASSESSMENT OF OUTCOME WHERE PATIENT AND DOCTOR AGREED: A COMPARISON 
OF TWO SURVEYS 

Good - great ill,lprovement 
Fair - moderate improvement 
Poor - little or no change 
Worse 

Table Cl9 

This Survey 

N % 
181 60.1 
87 28.9 
31 10.3 
2 0.7 

301 100.0 

British Survey 

N % 
1,226 63.0 

536 28.0 
117 9.0 

10 '1.0 

101.0 

DOCTORS' ASSESSMENT/PATIENTS' SATISFACTION WITH TREATMENT 14 DAYS AFTER 
COURSE: A COMPARISON BETWEEN THREE DIAGNOSTIC SUBGROUPS 

Where patient and doctor are agreed 

Doctor's Patient's 
assessment satisfaction 

Great improvement Very satisfied 
Moderate improvement Moderately satisfied 
Poor ~ little or no change Doubtful 
Worse Di~satisfied 

Total number of cases with agreement 
between doctor and patient 

Where patient and doctor disagree 

Patient less satisfied than doctor 
Patient more satisfied than doctor 

Total number of cases with disagreement 
between doctors and patients 

Table C20 

Depression 
N % 

N-304 

143 47.0 
66 21.7 
27 8.9 

I 0.3 

237 77.9 

Depression 
N % 
N~65 

37 12.2 
19 6.3 

56 18.5 

Schizophrenia Mania 
N % N % 
N~65 N~18 

25 38.5 10 55.5 
19 29.2 I 5.5 
4 6.2 0 0.0 
0 0.0 I 5.5 

48 73.9 12 66.5 

Schizophrema Mania 

N % N % 
N~304 N~18 

8 12..3 5 27.8 
5 7.7 I 5.5 

13 20.0 6 33.3 

RELAPSE WITHIN 28 DAYS OF COMPLETION OF COURSE: A COMPARISON OF TWO 
SURVEYS 

Relapse 
Partial relapse 
Relapse, subsequent 
recovery with more ECT 
-without more ECT 

Not applicable 
No infonnatlon 
No relapse 

This Survey 

26 
6 

2 
o 

34 (8.7%) 

33 (8.4%) 
25 (6.4%) 

',~ (76.5%) 
Total: 391 (100.0%) 

33 

, 
'. 

.?--

British Survey 

229 
34 

5 
9 

277 (11.0%) 
271 (11.0%) 
92 (4.0%) 

..ll!ZO.. (75.0%) 
2560 (100.0%) 
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SECTION D: RATES OF PRESCRIPTION OF 
ECT IN THE REPUBLIC OF IRELAND, 1982 
The Clinical Directors or Superintendents of forty-four ECT centres were asked to provide numbers of 
ECT treated patients and numbers of individual treatments given in 1980.. Less than half (39 per cent) 
were able to comply. The remainder estimated these rates from rather fragmentary statistics for 1981 or 
1982. On this basis it was estimated that about 18,50.0. treatments were given in one recent year. 
Mean rates of ECT -treatment were computed for Health Board areas and (in the case of private 
hospitals) groups of hospitals. The mean rate of 5.37 treatments per 1,0.0.0. population (range 3.16 to 
6.45) for the Republic of Ireland was substantially greater than the corresponding British rate of 3.67 
(1.64 to 5.15) inclusive of the relatively small U.K. private sector. 
The variation in ECT rates by Health Board area is shown in Table I. The highest rate of 6.45 was more 
than twice that of the lowest rate of 3.16. No rates are shown for private hospitals since these hospitals 
take admissions from over the country and do not relate to specific catchment areas. 
Extremely wide inter-hQspital variations were encountered, sometimes within Health Board areas and 
occasionally between hospitals with contiguous catchment areas. The ECT rate in the hospital \\Ihich 
used the most ECT was twenty-two times greater than the rate in the hospital using the least ECT. 
Discussion with local psychiatrists on field visits did not clarify the reasons for disparities of this 
magnitude. Several explanations suggested themselves. The first possibility was that ECT prescription 
was injUdicious, random or otherwise dictated by non-clinical social factors independent· of clinical 
need. A second possibility was that some Health Board areas or even some specific hospitals admitted 
fewer ECT eligible patients because of referral of such patients to private hospitals to the extent tbllt 
artificial differences were being created. Next, there was the possibility that authentic variations in tbe 
numbers of ECT eligible patients presenting at the hospitals for treatment could explain most or part of 
the extensive variaions encountered. Finally, as a background to each of these hypotheses, it was 
possible that remarkable variations in professional attitudes favouring or opposing the treatment were 
in operation. 

At least some of these hypotheses were open to further examination with the data available 
THE PUBLICIPRIVATE HYPOTHESIS: 
This argument was not supported when ECT rates for public and private hospitals were compared. As 
Table 1 indicates, the private hospitals together gave 17 per cent of ECT treatments, which is roughly 
proportional to their numerical strength amongst the public sector hospitals. Since 27 per cent of manic 
depressives entered private care in 1982 (the remaining 73 per cent entering public care) the private 
sector was in fact carrying its due share of ECT treated patients only. Indeed, from limited data 
available it could be argued that the private care sector was mere conservative than the public sector ir. 
prescribing SCT. 
THE PREVALENCE HYPOTHESIS: , 
This hypothesis could not be tested directly without extensive community prevalence study obviously 
outside the brief of this survey. However, hospital-related admission statistics will reasonably be 
presumed to have some relation to area prevalence. 
Data were available in the regularly published reports of the Medico-Social Research Board relating to 
the activities of Irish psychiatric hospitals and units. These sources yield information on numbers and 
rates of admission by hospital and by diagnosis. Of forty-two centres visited, there were thirty-eight for 
which admission data were available. Demographic data were available by catchment area for 
proportions of popUlation aged over sixty-five years, rural isolation and out-migration rates. A 
measure of patient turnover was devised consisting of the ratio of patients discharged within one month 
to the number discharged after a stay of one to three months. This last variable was included as a 
measure of pressure of work in individual hospitals. Finally, the mean ECT 'attitude scores' of the staff 
psychiatrists at each celitre were included. Taken together, these data furnished a concise set of 
parameters relating to each 'of the thirty-eight ECT centres. The hypothesis that the observed wide inter
hospital variation in ECT use depended mainly on local community prevalence of mental illness would 
be supported (but not confirmed) if the statistical association between these admission patterns and 
ECT rates exceeded chance. On the other hand, if psychiatrists' atitudes alone, or together with 
urban/rural variables, proved major predictors of ECT use, the clinical hypothesis would be weakened 

. in favour of a social hypothesis. . 

The statistical model chosen to examine this possibility was that (>f multiple regression analysis. By this 
method a number of 'predictors' is correlated with a criterion (ECT rate) so that the complex 
intercorrelations between the predictors themselves are taken into account. In this way it was possible 
to derive the best sub-set of predictors of ECT utilisation from the variables included 1n the analysis. 

RESULTS: '. 

Prediction or ECT trealmenls per annum. , 
Amongst thirty-eight ECT centres, the number of ECT treatments per annum correlated signific'antly 
with total admissions (r=Q.7, P <:: .0.1), first admissions' (r=Q.64, P < .0.1) and manic-depressive 
admissions (r=Q.61, P < .0.1). Favourable ECT attitude score~ also correlated with the number ofECT 
trealments al Ihe 5 per Cent level of significance (r=Q.39, P <'..Q5k 
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A multiple regression analysis ""'§ carried out 'to determine which item or items provided the best 
prediction of number of ECT given: The. results (not shown) showed that the number of manic

_depressive admissions was the!ilem possessed of the greatest individual predictive power when other 
relationships were taken into account. ECT attitude scores and first admissions were second and third 
in importance respectively. ; . . . 
Prediction of ECT Rates . 
A more meaningful approach employed measllr..,~ of hospitalisation and ECT prescription expressed as 
rates per unit of population. When rates, as oppose4 to gross numbers, were used, the data could be 
expected to express inter-hospital differences more realistically than gross numbers. With ECT rates as 
the variable to be predicted (the dependent variable), "regression was done using admission rates, mean 
attitude scores and social variables as independent ("p~edictor") variables. In this new analysis, the 
number of ECT centres was reduced from 38 to 33 by attrition of the 5 private hospitals for which no 
data were available as to admission rates. It was quickly app'areill that the social variables descriptive of 
the proportion of elderly in the area, out migration rates and rural isolation had near zero correlations 
witb ECT rates and these variables were dropped. Repeating the analysis, of the six remaining predictor 
variables, ECT attitude scores, manic-depressive admission rates and patient turnover emerged as 
clearly the three most important, each having correlations at or beyond the 5 per cent level of 
significance with the criterion to be predicted, that is, rates of ECT prescription. These three predictors 
together accounted for 36 per cent of the predicted variance in ECT rates: prediction was slightly 
improved to 42 per cent of variance by inclusion of the total admission rate, schizophrenic admission 
rate and first admission rate in the equation. The results are shown in Table 2 .. The percentages in the 
last 'column of the table are derived from coefficients of separate determination (Hope, 1968) and 
express (in per cent) the respective worth of the various items in prediction of ECT rates. 

. . 
In summary. Irish ECT rates were found to be substantially higher than in Britain. Within the Republic 
of Ireland, ECT rates coyaried with manic-depressive admission rates, patient turnover and the attitude 
scores of psychiatric staff but were independent of public/private care, urban/ rural domicile and other 
social variables. , 
All of these findings are important and are discussed fully in the next section. 

Table 01 
USAGE OF ECT IN THE REPUBLIC OF IRELAND 

Number of Catchment 
Individual Population 

Group of . Applications in thousands ECT/ IOOO 
Hospitals of ECT in 1981 (1981 census) Population 
South-Eastern 
Health Board 2,800 433.6 6.45 
North-Eastern 
Health Board 1,144 193.3 5.92 
Midland 
Health Board 1,602 273.5 5.86 
Western 
Health Board 1,818 341.3 5.32 
North-Western 
Health Board 1,001 202,2 4.95 
Eastern 
Health Board 4,165 1,118,0 3.73 
Southern 
Health Board 1,808 "516.4 3.50 
Mid-Western 
Health Board 975 308.2 3.16 
Dublin Private and 
Voluntary Hospitals 2,744 - -
Private Psychiatric 
Hospitals outside 
Dublin 441 - . -
TOTAL 18,498 3,443.4 5.37 

" 1979 Census 
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Table D2 

PREDICTION OF ECf RATE PER THOUSAND POPULATION FROM SIX VARIABLES. 
(N=33 public sector ECT centres) 

Correlation (r) 
Variable with ECT rate 

Attitude score .51· 

Manic Depressive 
Admission Rate .34· 

Patient Turnover .33· 

Total Admission Rate .09 

Schizophrenic 
Admission Rate .10 
First Admission Rate .03 

Multiple Correlation (R) = 0.6S·· 
•• P < .01 • P < .OS 

Beta = Standardised Partial Regression Coefficient. 
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Coefficient of 
Separate 

Determination as 
Beta per cent 

0.36 33.8% 

0.39 24.3% 
0.40 22.7% 

-0.69 11.4% 

0.36 7.S% 
O.OS 0.3% 

100.0% 

. . 
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DISCUSSION AND 
RECOMMENDATIONS 

DISCUSSION 

PREVIOUS Eel SURVEYS 
In the United States and Western Europe nearly a dozen surveys have been reported; some were 
national, (A.P.A. 1978, Heshe and Roeder, 1976, Fredericksen and d'Elia, 1979), others regional 
(Morrissey et al 1981, Gill and Lambourn 1981, Grosser et al 1975). Data collected varied from ECT 
statistics only (Mills et al 1984) to all aspects of ECT administration and usage. A regional French 
survey was by telephone (Bourgeois et aI, 1982); the remainder was conducted by postal questionnaire. 
A Northern Ireland ECTsurvey (Curran, personal communication to R.L.) was based on data collected 
by postal questionnaire from all consultant psychiatrists. Some of the reported surveys were by 
questionnaire to hospitals only. (Weiner and Power 1980, Heshe and Roeder 1976, Fredericksen and 
d'Elia 1979). Only Pippard and Ellam's survey included prospective follow-up and measures of 
outcome based on reports from both the patients themselves as well as the treatiflg psychiatrists. Also, 
only Pippard and Ellam undertook field visits to ECT clinics. 

The present survey replicates that of Pippard and Ellam except that . . 

(I) the Irish ECT rates were correlated with national admi~sions data, public-private care, urban
rural domicile, per cent population over sixty·five years and rural isolation; 

(2) psychiatric nurses served on field visits to ECT clinics; 

(3) a general practitioner survey was not carried out 

THE 'MEDICAL AUDIT' APPROACH 
The survey by Pippard and Ellam (1981) was the first of its kind to use a medical audit approac» based 
clearly on field visits. This kind of approach, used also in the present survey, attempts to describe what 
happens under everyday conditions of professional practice. In this way, medical audit differs from 
controlled scientific experiment designed to answer narrowly defined questions. Some sacrifice of 
reliability and objectivity is inevitable in medical audit work. 

The gains, it is hoped, lie in the broad national picture that can be drawn. In the pres~nt survey, the best 
insurance against error lay with our ability to check our findings against Pippard and EII.m's findin!!s, 
Where the Irish results resemble the British, a minimum level of reliability of both sets of data maY'be 
assumed and the findings can be seen as having a probable basis in reality. Where differences arise 
between the two surveys, there is a possibility that these differences are real and further controlled 
enquiry is needed for confirmation. . 

Following. the format of the Report, it is convenient to discuss the findings under headings of: 
(I) Ipdications for ECT. 
(2) Informed consent procedures. 
(3) Premises, equipment and procedures. 
(4) Outcome and progress of patients. 
(5) Frequency of use of ECT in the Republic of Ireland in 1982. 

(I) INDICATIONS FOR ECT 
Between the Irish and British psychiatrists there was virtually nothing to choose here. The vast majority 
in both surveys looked upon ECT as a valuable and safe treatment, especially for patients with severe 
depression unresponsive to drugs, or some patients with schizophrenia or other conditions. It is worth 
noting that the Irish psychiatrists practice what they preach: independent data from field visits, national 
admission rates and the prospective study findings all fitted in woll with the opinion scores from the 
postal survey. The opinions of the psychiatrists were in this way validated by a variety of external 
criteria. 
(2) CONSENT PROCEQURES . . 
One area of significant difference from the British survey is the comparatively casual approach of Irish 
psychiatrists to the important and complex issues of valid and informed consent. It would appear that 
Irish patients (and their families) trust their psychiatrists to an extent greater than in the United 
Kingdom or the United States. We formed the impression of very little public or professional concern 
about safeguarding the rights of patients having electro-convulsive therapy. By contrast, Pippard and 
Ellal)l write eloquently of the pressures that British psychiatrists feel themselves under when conflict 
arises between the right to choose and Ihe right to treatment of severely ill patients. This is a particularly 
difficult lIrea. The nature of distress experienced by those few patients who are, very ill often raises 

. doubts about their ethi~al and legal capacity to give informed consent to ECT, These .issues are 
currently of wide interest (Lancet, 1984). and furtber discussion is not merited ' here. Definite 
recommendations are included at tbe end of tbis report, wbich, if acted upon, will · bring Irish 
psycbiatric practice into line With tbe most stringent etbical requirements. . 

(3) . PREMISES, EQUIPMENT AND PROCEDU~ES 
Standards of equipment and premises were extrem.ely variable. In the course of the survey it became 
clear that something could be done to improve the comfort of patients in almost every clinic visited, 
including our own at Galway.' The Royal College of ~ychiatrists Memorandum on EIST (·1977) 
recommended three connected rooms, a waiti,ng room, treatment room and recovery Toom. Where 
numbers of patients for ECT are small which is usually tbe cas~ now, these would seem-to' us coun,els of 
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perfection. It is the principle of consideratIon for the rights, privacy and feelings of patients which 
should take precedence. We have se«n many examples of quite modest premises successfully modified 
to high standards. These poin~ ardiiduded in our final recommendations. 

-The lowest ratings for premises and equijJment~ent to a minority of clinics in Health Board psychiatric 
hospitals. Most of these were not app'rpved for the training of psychiatrists by the College of 
Psychiatrists and, therefore, did not benefit-from periodic peer review as part of the College's approval 
scheme. In making these criticisms, we are se~ible of the subjective nature of the rating scales we used 
and it is emphasised that these hospitals were in ",small minority. These were mostly shabby premises in 
a depressing state of repair and with poor use of apportunity to afford privacy to anxious waiting 
patients. A further difficulty should be mentioned" Our very presence in ECT clime,s undoubtedly 
distorted the picture somewhat. Even very experieRced colleas..ues were sometimes disconcerted by the 
presence of strangers in the treatment room. A strong "halo effect" probably operated to cause 
the clustering together of our ratings on premises, proced.ures and other aspects of the various clinics we 
visited. Yet, the experience of ECT treatment is essentially subjective and this is the greatest problem for 
the patients. 

Psychiatric and nursing procedures left little to be desired except in ,matters of organisational detail. 
Thus, we are critical of the rarity with which one consultant is designated as responsible for ECT in one 
hospital. It was also rare to find that a regular nurse team could be identified, instead of different nurses 
coming in to join the team on a roster basis. Similar criticisms of course applied to junior psychiatrists 
and junior anaesthetists who were rostered for ECT duty. ,On the other hand, staffing levels were 
uniformly good and the level of qualification and experience of psychiatrists, anaesthetists and nurses 
were high. One matter of considerable concern is that on three of our field visits we encountered 
instances of "missed fits". This is, the survey team did not agree with the treating psychiatrist that a full 
and satisfactory treatment convulsion had taken place. The implication here is that the patient had 
merely received a general anaesthetic and had not undergone genuine ECT. "Missed fits" are now well 
known to occur from time to time and were encountered far more frequently by Pippard and Ellam. 
Suspicion has been expressed that they are more frequent than is commonly supposed in the United 
States (Fink, 1983). Finally, it is important for the lay reader to remember that technical imperfections 
and a lackadaisical approach to the se""icing of equipment was not found in this survey - or in any 
other survey -to have a demonstrable adverse effect on the outcome of treatment, with the important 
exception of "missed fits" already discussed. . 

We regret the necessity to refer to the segregation by sex of patients having ECTin a minority of Health 
Board hospitals. This procedure, which has its roots in traditional hospital practice, still survived in 
some Health Board hospitals at the time of our field visits in 1982 and, to our knowledge, continues to 
pellist at the time of writing this Report (1984). Such hospitals require that male and female patients be 
nursed by staff of corresponding sex - men nursed by men and women nursed by women - and men 
and women nurses seldom work together. These arrangements lead inevitably to the necessity to 
operate two ECT clinics where one only would be needed if male and female staff worked together. We 
cannot condemn this practice with sufficient emphasis'. It is difficult to operate two ECT clinics in one 
hospital with equal efficiency. "Male" ECTclinics attni,ctedsurvey ratings consistently inferior to those 
given to "fema,le" clinics. Issues of decor and hygiene are relevant here, with women's wards always 
scoring higher marks. In addition, there is something about the unnece .. ary and enforced separation of 
sexes which makes impossible the creation of the kind of relaxed professional atmosphere so important 

..in the reassurance of fearful patients. Another, but more trivial, example of traditional practice was the 
, quite unnecessary requirement that patients in some hospitals be undressed and in bed before ECT. 
These points are covered in our recommendations. 

Anaesthetic Procedures 
In matters of detail, anaesthetic techniques demonstrated to us on our field visits showed wide variation 
from anaesthetist to anaesthetist. For example, there was little uniformity with regard to restriction on 
concurrent drug therapy, the timing of oxygenation or the use of premedication agents. Such variety 
may reflect a general lack of professional interest in the anaesthetic aspects ofECT generally. This was a 
neglected area in reaching hospitals we visited. ECT is not frequently included in questions asked of 
candidates in higher professional examinations in the specialty. Roughly similar observations were 
made by our British colleagues in their survey. It is hoped to draw further attention to these points in a 
separate publication. 

(4) OUTCOME AND PROGRESS OF PATIENTS 
The remarkable concordance between the three month prospective survey findings in the Irish survey 
and in the British 'survey is a finding of considerable importance. For many reasons, it is extremely 
difficult to provide a full and detailed account of how patients fare after ECT in the course of "classical" 
scientific research. This difficulty arises because of the careful way in which patients have to be selected 
for ECT research and the restraints imposed by the need to guarantee full and informed consent by 
patients who participate. These strictures frequently result in a very artificial and uniform group of 
depressives whose response to treatment may not be typical of the ordinary "mixed bag" of patients 
who receive ECT. The "medical audit" approach applied here enabled a much more broad and perhaps 
more realistic ,>icture to be drawn of how patients fare in response to ECT under ordinary conditions of 
professional practice. It is not surpri.,if\~, therefore, to find that not all patients did well. 

The, British finding', that approximately 80% of patients were substanti~ improved twenty-Oight days 
after the treatment, might be suspected of being over optimistic, particularly since no control group of 
untreated patients was IIsed. However, the almost identical result now produced in the present survey 
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could hardly have been concocted and is an impressive c6nfirmation of the British findings. 
Information collected, as in this survey, from so many different psychiatrists in different hospitals is 
seldom reliable. Any significant results will emerge despite of - and not because of - the inherent 
unreliability of data of this kind. Therefore, it is encouraging to note the excellent results of treatment in 
two independent and separate surveys where the outcome was based partly on the patients' own 
opinions. 
Where the Irish and British findings differ significantly, the differences mostly stem from relatively 
minor variations in technique and styles of practice. The more frequent use of unilateral electrodes 
instead of bilateral in the United Kingdom is one example and the Irish preference for three times 
weekly treatment instead of twice weekly is another. A finding of professional interest is that we could 
not confirm the claim that the use of bilateral electrodes enabled shorter courses of treatment. For 
reasons that cannot be elucidated in a survey of this kind, courses of treatment in Ireland were rather 
shorter. 
(5) FREQUENCY OF USE OF ECT IN THE REPUBLIC OF IRELAND IN 1982. 
This present survey was not designed to determine if ECT is used to excess in th.e Republic of Ireland. By 
general consent, frequency of use of ECT in Irish psychiatry, as elsewhere, has declined markedly in 
recent decades. This decline could not be documented by us for lack of accurate records. The 
importance of requiring ECT clinics to keep good records is emphasised in our recommendations. 
The observation that ECT is used one and a half times as often here as in the United Kingdom is a 
finding or considerable interest. The reasons for this discrepancy are not clear. 
First, the higher Irish ECT rates should be seen against a background of much' higher rates of treated 
prevalence for mental illness in the Republic of Ireland compared with the United Kingdom. Thus, the 
higher rates of ECT in Ireland may simply reflect a much larger number of patients presenting for 
treatment. A second possibility - and one that reflects somewhat on Irish standards of service - is that 
more extensive community psychiatric services in Britain s·omehow reduce the need for EeT. 
Confirmation here would require that regional British ECT rates be shown to correlate with local 
measures of service provision; this hypothesis should be examined further. Next, there is some evidence 
from our survey that ECT is more often used for schizophrenia here. But there are mere speculations. 
To positively elucidate the 'extent and quality of any differences in ECT practice, a controlled 
prospective comparison between the Republic and the United Kingdom would be necessary. Such a 
study would pose formidable problems of method. 
ECT Use Within the Republic of Ireland 
We are on much firmer ground when it comes to discussing the inter-hospital variation in ECT rates 
within the Republic of Ireland itself. When we looked at the Irish ECT rates in relation to national rates 
of hospital admissions ana relevant social factors, we were carrying out this kind of analysis fo, the first 
time in a national context. The result (of the multiple regression analysis) indicate fairly clearly that the 
inter-hospital variation of ECT rates could be statistically explained to a great extent by variations in 
the numbers of patients presenting for treatment. In a statistical sense, "hair' of the ECT rate variance 
could' be attributed to numbers of manic depressives coming for admission, rapidity of patient turnover 
and strongly favourable ECT attitude scores of psychiatric staff. The busiest hospitals, attracting the 
largest numbers of patients needing ECT were staffed, not surprisingly, by those psychiatrists most 
favourably disposed to the treatment. It is tempting to conclude from this finding that the incidence of 
manic depressive psychosis varies in a remarkable way across the country. But admission rates are not 
quite the same as prevalence. Differential rates of referral to Dublin of private patients might reduce the 
number of suitable patients in some areas more than others and could distort the findings. It is of 
interest that a feature of Pippard and Ellam's findings which has never been explored is an apparently 
increasin~ incidence of ECT from South-East to Northern England, with the highest ECT r!ltes 
occunng ID Yorkshlfe, an area of comparable populauor. 5'zetO the Repubhc ofIreland. The posSlb,hty 
that variation in ECT rates within the United Kingdom are influenced by similar variables is currently 
being explored. 
It was particularly encouraging that we could not find any evidence that social factors (private-public 
care, urban-rural domicile, proportion of elderly in the community) had any significant bearing on the 
frequency of the use of ECT. This is an important observation because findings from the United States 
of America (Grosser et ai, 1975) and France (Bourgeois et ai, 1982) indicate that ECT is 'used more often 
in the private sector and that social class and affluence have a powerful effect on the choice oftre.tment. 
Failure to 'confirm this connection in Ireland could, of course, be due to a lack of reliability in our 
measures of affluence. However. this is unlikely because the social variables we used were previously 
sbown to predict accurately the attitudes of Irish family doctors to psychiatric patients in their practices 
(Fahy, O'Rourke and Wilson-Davis, 1974) and they also correlate significantly with psychiatric 
hospitalisation rates (Walsh, D and Walsh, B, 1968): that is, the data are. of proven reliability. 
The findings discussed above are clear-cut and are sufficient to reject any notion that ECT prescribing 
in the Republic is injudicious, random or dicta'ted mainly by social expediency - criticisms levelled at 
ECT in other countries in recent years. However, tQ maintain a balanced view, it is necessary to. draw 
attention to two poin~. First, the statistical associations do not prove cause and effect and were never so 
great as to exclude the possibility that other, unknown, (actors operate to prompt psychiatrists to give 
ECT. Second, the significant correlation between the rates.ofECTprescribing on the one hand, and the · 
rate o/patient turnover on the oth~r, should be noted. This·observation leaves open the disconcerting 
possibility that pressure of work in busy hospitals promotes t!te use of ECT by the staff psychiatrists 
over those hospitals where treatment is cc;>n~ucted at a more lei£urely pace. It may well be tha~ 
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psychiatrists who favour rapid treatment prescribe more ECT, whilst others, who favour treatment at a 
slower pace, use less ECT. These issues are complex and we may take some comfort in reflecting that 
future medical audits of surgeons, obstetricians, physicians and others may well show that psychiatrists 
are not alone in.the mailer of their practi~ being affected by service pressure and treatment approach. 

". 
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RECOMMENDATIONS BASED 
ON THE 

SURVEY TEAM'S FINDINGS 
Psychiatric Procedures 
1. There should be one senior psychiatrist in charge of the running of the ECT clinic. His duties would 
inc1ude:-
(a) proper training for new trainee psychiatrists, 
(b) ensuring proper maintenance of the equipment, 
(c) ensuring that there is a clear clinic policy for the administration of ECTand the procedure to be 
followed when no fit is produced following passage .of current. 
(d) responsibility for ensuring that proper records are kept of medication and treatment response and 
seeing that consent forms are correctly completed. 

2. The training of psychiatrists should be both theoretical and practical:-
(a) theoretical training should include the electrical aspects of ECT, the effect of age, the .number of 
ECT given, and the frequency with which it is given on the induction of a seizure. Psychological factors 
affecting the patient's experience of the treatment should be emphasised., Other theoretical aspects such 
as the indications for ECT are already well covered in standard textbooks. 
(b) a practical demonstration should be given at least twice to a new trainee and should include how to 
obtain good electrode contact, electrode placement for both bilateral and unilateral ECT; machine 
setting and changes that may be required if no seizure is produced, detection of seizure, e.g. by noting 
repeated plantar flexion or by use of the Hamilton cuff method. 

3. The prescription of ECT should be a decision reserved to consultant psychiatrists only. 

Consent Procedures 
1. There should be greater emphasis on informed consent. 
2. The consent form should be an integral part of the case record. 
3. The form 'should be one designed specifically for electrovonvulsive therapy and both the patient 
and the doctor who explains the treatment should sign it. It is useful and convenient to have the consent 
form printed on the reverse side of the ECT record. An example of a suitable form is printed in the 
appendix. 
4. There whould be an agreed ethical procedure where validity of consent is in doubt; in such 
circumstances the consent form should be signed by an appropriate relative or guardian, as well as by 
the patient. In special cases of refusal to accept treatment by very ill patients, a second consultant 
opinion is advisable, following consultation with the patient's family. 

Nursing Procedures 
1. There should be one senior member of the nursing staff in charge of the nursing procedures. His/her 
responsibilities include ensuring sufficient privacy for the patient, ensuring that equipment is regularly 
checkeo once a week, and co-ordination of teaching both of student nurses and post-graduate nurses 
with the nursing ·tutors. 
2. There should be some continuity and the deployment of different staff on different days should be 
avoided. 
3. There should be sufficient experienced nurses at the ECT clinic. 
4. Nursing staff are particularly well placed to pay attention to the psychological needs of the patient: 
(a) waiting patients should be accompanied by nurses known to them who can supervise their 
recovery and, if necessary, accompany them back to the ward. thus ensuring some reduction of anxiety. 
(b) Nurses should explain the treatment to both patients and relatives, if necessary. 
5. The nurses involved in ECT clinics should be familiar with the paper on ECT nursing procedures 
issued by the Royal College of Nursing Society of Psychiatric Nursing (1982). 

Premises 
1. There should be one ECT clinic within each hospital where patients of both sexes are treated. 
2. The clinic should be in premises adapted in such a way as to provide a pleasant and separate waiting 
area, where the patients can s'it whilst waiting for the treatment. The treatment and recovery areas 
should, if possible, be separate with proper screening provided in each of these. 
3. The Royal College of Psychiatrists chart on ECT administration should be prominently displayed. 

Equipment 
1. The ECT machine should be an up-to-date model. . 
2. It should be serviced regularly by a qualified electrician and records should be kept of any 
faults. 
3. A spare machine in good condition should be immediately available on the trolley in case of 
breakdown. 
4. Individual hand-held electrodes, rather than fixed electrodes, should be used in order to provide 
good electrode contact. . 
5. The suction apparatus must be regularly tested; we~uggest that this should be once a week together 
with a routine check of the ECT machine, anaesthetidlrugs and other equipment. 

Patient Care "', 

1. If possible, ECT should be given first thing in the morning. 
2. Patients may wear ordinary clothes and not necessarily night atlire for this very minor procedure. 

43 



Anaesthetic Procedures 
The anaesthetist: a qualified anaesthetist.should be in charge who is responsible for equipment and 
~r9Cedures relevant to the anaesthetic. 
Records . 
A separate ECT Register should be kept o( the numbers of treatments and of patients treated: these 
should be checked by the psychiatrist in charge and should be included in the annual report of the 
Superintendent or Director. Bilateral and unilateral treatments should be separately recorded. 
Consultants Who Prescribe ECT " . 
Consultants who prescribe ECT should personall)" administer the treatment at least twice a year: 
alternatively consultants should be rostered to administer the treatment on a regular basis, so as to 
insure against 'abdication of consultant responsibility'. , 

I 
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APPENDIX 

Postal Questionnaire forms: Form A (opinion survey) 
Form B (clinic survey) 
ECT Record and Consent Form 

~t 
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FORM A (OPINION SURVEy) 

IN CONFIDENCE NATIONAL" E.C.T. SURVEY 

0EP1IImolEm' OF PSYCHIATRY , 
UNIVERSITY COLLEGE, 

GAUilAY •.. 

I 

'. 
PART A. 

, , 
FOR ALL PSYCHIATRISTS 

Please tick responses unless directed otherwise 

1. YEAR OF BIRTH ................................................................... 
2. SEX ........................................................................ 

3 • COUNTRY OF BIRTH •••••..••••.•....••••••.••.••••••.•.•..•.•••••..•. 

4. COUNTRY OF FIRST MEDICAL QUALIFICATION . .............................. . 
5. QUALIFICATIONS: (specify and give year) 

a. DPM ..................................... t .......................... . 

b. MRCPsych ................................................................ 
c. All other qualifications · ............................................. . 

· ........................................ . 
• ................................. 0' ••••••• 

6. STATUS IN PSYCHIATRY: 

a. Consultant or equivalent 
b. Senior Registrar 
c. Registrar/SHO 
Q. Retired fran psychiatric practice 
e. Other (specify) 

1. Male 
2. Female 

19 
f-I-I 

19 
1-1-1 

19 
I--il-l 

19 
HI-! 

19 

7. WHAT PERCEUrAGF. OF YOOR vnRIiIl'lG 1¥.XJI',s ARE SPENl' IDRKING IN PSYCHIATRY ? CD 
IT] 

8. 

9. 

HOW LONG HAVE YOU PRACTISED PSYCHIATRY IN IRELAND ? 

IS YOUR WORK PREDOMINANTLY CLINICAL (i.e. working directly with 
patients) ? 

If No, go to Q.12 

46 

years 

Iyesl No I 



Please tick responses unless directed otherwise 

10. DO YOU WORK MAINLY IN OR FROM: 

a. A mental hospital e. The prison service 
b. A psychiatric unit 
c '. Private practice 

f. A.mental handicap hospital 
g. Other (specify) 

d. Child Psychiatric Clinic 

11.A.IS YOUR WORK MAINLY IN THE FIELD OF: 

a. Adult psychiatry e. Mental handicap 
b. Psychogeriatrics f. Drug dependency 
c. Child psychiatry g. Forensic psychiatry 
d. Psychotherapy h. Other (specify) 

B. WHAT IS YOUR SUBS:IDIARY FIELD OF WORK ? 

tF YOUR WORK IS MAINLY CLINICAL GJ TO Q.13. 

12. IS YOUR WORK MAINLY IN: 

a. Teaching/research 
b. Administration 
c. Writing/editing 
d. Other (specify) 

13. !lAVE YOU READ THE COLLEGE MEOORANDUM ON E.C.T. ? 

DOE.S THE COLLEGE .MEIC)RANDUN ON ECT (Brit.J.Psychiat. 1977, 131, 261-272 
OFFER ADEQUATE GUIDANCE ON: 
a. How to give ECT? ••....•..•.••••••.•.•..•........••.•••......•••••• 

b. The legal and administrative aspects of giving ECT? •.••..•••..•••• 

If No, please comment: 

14. HAVE YOU EVER BEEN INVOLVED IN ANY LITIGATION OVER TIlE USE OF ECT? 

If Yes, please give ~rief details: 

15. WHICH OF THE FOLLOWING BEST DESCRIBES YOUR ATTITUDE TOWARDS ECT: 

a. ECT should never be used 
b. Generally opposed but would us~ as a last resort 
c. No opinion '. 

d. Generally favourable for appropria~~ patients 

If answer to 0.15 is {a}, go td 0.37 

" 

\ 
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Yes No 

) Yes No 

, 
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Please txck responses unless directed otherwise 

16. UNLESS YOU ARE TOTALLY OPPOSED',TO THE USE OF ECT, PLEASE INDICATE 
YOUR OPINION OF THE APPROPRIATENESS OF ECT AT SOME TIME DURING . . 
THE TREATMENT PROGRAMME FOR EACH O~ THE FOLLOWING: 

(Assume that there are no physical 
contraindications) 

'IReactive" or "neurotic" depression 

Depressive psychosis; involutional 

" 

'~" , 

melancholia; endogenous depressionl _____ t-__ ~r---_t----_;----_i 
Schizoaffective disorder 

Acute schizophrenia ....... ~ ........ . 
Chronic schizophrenia 

Manic excitement 

Drug or alcohol abuse 

Personality disorders 

Catatonic states .................... 
Intractable pain 

Anorexia nervosa .................... 
Unremitting hypochondriasis 

Acute organic confusional states 

Chronic organic confusional states 

Depression, some dementia, in old age 

Epileptic disorders 

Children under 16 

Puerperal psychosis 

other (specify) ...................• 

I----ir--;---+---;---; 

If you wish to qualify any of these responses, please use this space: 
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Please tick responses unless directed otherwise 

17. HAVE YOU IN THE LAST SIX MONTHS: 

a. Prescribed ECT? 
b. Physically administered ECT? 

If neither, go to 0.37 

18. WHERE DO YOU GIVE ECT? 

a. Psychiatric hospital ward e. Private clinic/nursing home 
b. Psychiatric hospital ECT clinic f. Patient's home 
c. ~sych.Unit in a general hospital 
d. Day hospital 

g. Other (specify) 

19. WHAT ELECTRODE POSITICNS ARE USED? 

a. Bitemporal always 
b. Bitemporal usually 
c. Unilateral usually 
d. Unilateral always 

If answer to 0.19' is (a), go to 0.22 

20. INDICATE THE POSITION OF THE SECOND ELECTRODE FOR UNILATERAL ECT: 

(Assume, as is usual, that one electrode is placed about 4 cm. above the 
midpoint of a line joining the external auditory meatus to the lateral 
angle of the orbit) 

a. In the Parietal region 
b. Frontally 
c. OVer the mastoid process 

If your practice differs from these three possibilities, please describe: 

21. IF UNILATERAL (NON-DOMINANT HEMISPHERE) ECT IS USED, PLEASE DESCRIBE HOW 
DOMINANCE IS DECIDED: 

a. Handedness (e.g. L-handed patients given L-sided ECT) 
b. Fuller clinical assessment including additional features (e.g. family 

history) 
c. Other (specify) 

22. WHICH ONE ~ THE FOLLOWING BEST DESCRIBES YOUR USUAL PATTERN OF PRESCRIBING 
ECT? " 

a. Once a week 
b. Twice a week ", 

c. Three times a week '. ., 
d. Four to tive times a week " 
e. Other (specify) 

, 
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Pleas~ tick resoonses unless directed otherwise 

23 (~)_ DO ANY. OF THE FOLLOWING DESCRIBE YOm USUAL PRACTICE ? 
'. 

a . Preseribe a course of 6.C.T. e.g. 6 ·treatments for.severe depression, 
10 for schizophrenia, and then review. 

b. Prescribe a course of E.C;T. as described above and review after each .. treatment. ., 
c. ·Prescribe. a course of E.C.T. and review week,ly. 
d. Prescribe E.C.T. and then review after each -treatment until you judge 

that "recovery" has occurred and ·'s):op. 
e. Review weekly until "recovery" and ·tpen stop. 

(ii) DO YOU GIVE ONE OR TWO EJCrRA TREATMENTS AFTER "RECOVERY" ? 

24. DO YOU EVER ADMINISTER .MORE THAN ONE SEIZURE DURING ONE TREATMENT 
SESSION? 

If Yes, describe circumstances : 

, 

25. DO YOU EVER USE MAINTENANCE ECT? 

If Yes, describe brieflg gaur use of it: 

26. DO YOU EVER ADMINISTER "REGRESSIVE" ECT? 
(ECT several times·a day or daily) ) 
If Yes, describe brieflg gaur use of it: 

27. DO YOU THINK THAT ANY OF THESE DRUGS SHOULD USUALLY BE STOPPED DURING 
A COURSE OF ECT? 

a. Hypnotics g. AntihypertenSiqe drugs 
b. Tricyclic & tetracyclic antidepress1ves h. Diuretics 
c. Monoamine oxidase inhibitors i. Digoxin 
d. Phenothiazines j • Lithium 
e. Butyrophenones k. Rauwolfia drugs, e.g. Reserpine 
f. Beta-blockers such as Propranolol l. Other (specifg) 

28~~lDO YOU EVER GIVE ANTIDEPRESSANT DRUGS FOR AT LEAST A FEW MONTHS AFTER 
A COURSE OF ECT FOR DEPRESSIVE ILLNESS ? 

a. No 
b. Sometimes 
c. Often 
d. Always. 

28(iilDO YOU GIVE ANTIDEPRESSANT DRUGS CONCURRENTLY WITH ECT ? 
a. No 
b. SOmetimes 
c. Often 
d. Always 
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P~ease tick responses unless directed otherwise 

29. PLEASE STATE WHO EXPLAINS ECT AND THE NEED FOR 1·1 TO: 

a. The patient: b. His relatives: 

1. Doctor 1. Doctor 
2. Nurf?e 2 . Nurse 

3. other (specify) 3. Other (specify) 

30. IS A WRITTEN EXPLANATION GIVEN? 

31. ARE THE RISKS DISCUSSED? 

32. WHO DECIDES THAT A PATIENT CAN GIVE VALID CONSENT? 

a. Consultant 
b. Other doctor 
c . Other (specify) 

SHOULD THE DECISION ABOUT A PATIENT'S CAPACITY TO GIVE VALID 
TO TREATMENT REMAIN A MATTER FOR THE PSYCHIATRIST? 

If No, WHO SHOULD MAKE THE DECISION? 

CONSENT ffi 
34. SHOULD A MULTIDISCIPLINARY PANEL BE INVOLVED IN ANY DECISION TO GIVE 

35. 

:~ ::~:::,::: ;:~~ ;':: . ::~:~. :::::::: .. :::::: ::: ::: ::::::: ::::: I '"T"I 
IF AN INFORMAL PATIENT NEEDS ECT BUT 
YOU USUALLY: 

a. Get another consultant's opinion 

b. Without further formality: 

1. Treat ••••. •••••• ••• ••••••••••••••••••••••••• : •••••••••••••• ~ 
2 . Inform the next-of-kin and treat ••••••••••• • ••• • •••••••••• 

3. Treat only with consent of the next-of-kin •••••••••••••••• 

c. "Detain as temporary patient or under new Health (Mental. Services) 

Bill when it is enacted and then tr .. at ••••••••••••••• ; •••••••••• EE 
d. Withhold ECT and give drugs instead' •••••••••••••••••• ,. ~ ••••••••• 

Please comment: 
, , 

\ 
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Please tick responses unless directed otherwise 

36. IF A DETAINED PATIENT NEEDS EcT.BUT REFUSES·CONSENT, WOULD YOU USUALLY: 

a. Treat after informing the next~of-ki~ (if possible) 
b. Treat even if the next-of-kin obj.ects 
c. Withhold ECT and give drugs instead--

• i. 

If you wish to qualify your answers to Q:~. and 36, please use this space: 

37. Much information can be collected by formal questions such as have been 
asked so far. However, an enquiry inevitably misses much of interest 
and importance because of the difficulty of framing precise questions. 
Attitudes towards psychiatric practice differ: what is your orientation? 

Pleas~use this space to comment on experiences (including social pressures 
from groups opposed to psychiatry or to the use of ECT) which have developed 
your approach to psychiatry and in particular to ECT, whether or not you 
agree with its use. 

38. ARE YOU DOING RESEARCH ON ANY ASPECT OF THE USE OF ECT? 

If Yes, brief details would be appreciated: 

39. PLEASE SPECIFY ANY ASPECTS OF ECT ON WHICH YOU FEEL RESEARCH SHOULD 
BE UNDERTAKEN: 
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40. DO YOU KNOW OF ANYONE IN YOUR DISTRlcr WHO GIVES Ecr ELSEWHERE 
THAN IN A PSYCHIATRIC HOSPITAL OR PSYCHIATRIC ' UNIT (e.g. general 
practitioners, other specialists, or practitioners operating only 
in private clinics or consulting rooms) ? PLEASE GIVE NAMES AND 
ADDRESSES SO THAT QUESTIONNAIRES MAY BE SENT TO THEM: 

41. Please use this-space for any further comments: 

'. 

", , 
, 
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FORM B (CLINIC SURVEY) 

~ . ~'-
\ 

IN CONFIDENCE I 
, 

TO BE COMPLETED FOR EACH UNIT GIVING ECT AND BY PRACTITIONERS I--..&-..... 

WORKING ON THEI~ CMN 

Please tick responses unless directed otherwise 

42. NAME OF PLACE WHERE ECT IS GIVEN: 

43. ADDRESS: 

44. IS THE UNIT WHERE ECT IS GIVEN SPECIFICALLY DESIGNED OR MODIFIED 

STRUCTURALLY: 

a. For giving ECT ••••••••••••••••••••••••••••••••••••••••••••• 
·b. To provide a separate waiting area for patients •••••••••••• 
c. To provide a separate recovery area for patients ••••••••••• 
d. Please describe briefly any way in which the unit design is 

less than satisfactory: 

45. WHAT IS YOUR ROUTINE BEFORE ECT IS GIVEN? 

a. Routine physical examination 
b. Chest X-ray 
c. Skull X-ray 
d. Haemoglobin estimation 
e. E.S.R. 
f. Serology for syphilis 
a Otner (specif'y). 

46. IS ECT EVER GIVEN ON THE. INSTRUCTIONS OF A DOCTOR WHO IS NOT A 

CONSULTANT ? 

If Yes, specify: 

47. WHAT TYPES AND MODELS OF ECT MACHINJ;; ARE IN USE? 
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Please tick responses unless directed otherwise 

49. BOW OFTEN ARE THE ECT MACHINES SERVICED? 

a. Annually 
b. At least twice a year 
c. Only if a fault develops 
d. other (specify) 

50. WHO DOES THE SERVICE? 

a. Manufacturer 
b. Hospital electrician 
c. Other (specify) 

51. IS -A RECORP KEPT OF WHAT IS DONE? 

52. HOW IS ELECTRODE CONTACT OBTAINED? 

a. Preliminary skin/hair preparation 
b. Electrodes soaked in: 

1. Saline 
2. Sodium-bicarbonate solution 
3. Ectronolyte (or similar proprietary solution) 
4. other (specify) 

c. Electrode jelly 
d. Other measures (specify) 

53. ARE THE ELECTRODES SIMILAR TO ANY OF THOSE SHOWN BELOW? 

(please- circle appropria-ce diagram~. 

8. 

55. IS ATROPINE USED BEFORE PATIENT IS TAKEN "I:O ECT CLINIC? 

If Yes, WHAT DOSE?' 

56. IS ATROPINE USED INTRAVENOUSLY AT TtME OF ANAESTHETIC? 

If Yes, WHAT DOSE? 

57. "-
IS AN ANAESTHETIST ALWAYS PRESENT DURING ECT TREATMENT SESSIONS? , 

Yes'No 
a. During treatment ". 

.~ ... ~ ......•.•.•.........•••...•.....•..•. 

b. During the recovery period '. 
·······t,·················.···· ..... l' ", 

'" '--_'--_J 
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Please tick respons~s unless directed otherwise 

,- . 

58: WHAT IS THE GRADE OF THE ANAESTHETIST WHO USUALLY ATTENDS? 

a. Consultant 
b. Registrar/SHO 
c. Clinical assistant/general pract~tioner 
d. Medical assistant 

, 

e. Other (specify) 

59. WHAT IS THE GRADE OF THE PERSON WHO ATTENDS, IF THE REGULAR ANAESTHETIST 
IS ABSENT? 

a. Consultant 
b. Registrar/SHO 
c. Clinical assistant/general practition~r 
d. Medical assistant 
e. Other (specify) 

60. DOES THE ANAESTHETIST SEE, THE PATIENT BEFORE THEY MEET IN THE ECT 
CLINIC? 

• 

61. IS THE ANAESTHETIST INFORMED IN ' WRITING OF ALL DRUGS WHICH ARE BEING lyeslNO I 
GIVEN TO THE PATIENT? ' 

62. DOES THE ANAESTHETIST INSIST THAT CERTAIN DRUGS MUST NOT BE GIVEN 
AT THE SAME TIME AS' ECT ? 

If Yes, specify: 

63. IS A SHORT ACTING ANAESTHETIC DRUG USED BEFORE ADMINISTERING ECT? 

a. Always 
b. Usually 
c. Never 

64. IS A MUSCLE RELAXANT USED BEFORE ADMINIll.TERING ECT? 

a. Always 
b. Usually 
c. Never 

65. IF "UNMODIFIED" ECT IS EVER GIVEN, PLEASE STATE YOUR REASONS: 

66. WHAT ANAESTHETIC IS USED? 

a. Methohexitone sodium (Br1etal sodium) 
b. Tqiopen~one (Pentothal) 
c. Other (specify) 

67. WHAT RELAXANT IS USED? 

a. Suxamethonium bromide ' (Brevidil M) 
b. Suxamethonium chloride (Anectine, scoline) 
c. Suxethonium bromide (Brevidil E) 
d. Other (specify) 
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Please ttck responses unless directed otherwise 

68. 

" O~~ ~-, I'·'I~ I a. Before the period. of apnoea? .. • •.... . .... . ......•........••.•• . •. . 
b. After the period of apnoea? ••............•...........•.......••.•. . 

IF THE CLINIC IS NOT IN A HOSPITAL EQUIPPED FOR INTENSIVE CARE, m --- Yes No WOULD "POOR RISK" PATIENTS NORMALLY BE REFERRED FOR ECT TO SUCH 
A HOSPITAL ? 

69. 

70. 

71. 

OTHER THAN REFUSAL BY THE ANAESTHETIST TO ADMINISTER AN ANAESTHETI~, 
ARE THERE ANY CONDITIONS WHICH YOU REGARD AS A BAR TO GIVING ECT? 

WHAT PSYCHIATRIC MEDICAL STAFF ARE REGULARLY PRESENT AT EACH ECT 
TREATMENT SESSION? 

a. Consultant psychiatrist 
b. Senior Registrar 
c. One of a "duty roster" of doctors in training 
d. Other (specify) 

72 . HAVE THE MEDICAL STAFF HAD: 

a. Tuition in the theory of ECT 
b. Supervised experience in the practice of ECT 
c. Minimal training (e.g. shown how to operate the'machine) 
d. Other (specify) 

73. HOW MANY NURSING STAFF ARE PRESENT WHILE ECT IS BEING GIVEN? (gi ve number) 

74. APPROXIMATELY HOW MANY PATIENTS ARE SUPERVISED BY EACH NURSE DURING 
THE RECOVERY PERIOD? (give number) 

75. WHAT IS THE STANDARD CLINIC PRACTICE FOR THE PLACING OF UNILATERAL 
ELECTRODES? 

a. None 
b. Parieto-temporal 
c. Fronto-temporal 
d. Mastoid-temporal 
e. Other (specify) 

76. IS A DIAGRAM OF RECOMMENDED ELECTRODE POSITIONS CLEARLY DISPLAYED IN 
THE CLINIC? 

77 • WHAT TYPE OF CURRENT IS GENERALLY ADMINISTERED 7 

a. Sinusoidal 
b. Unidirectional 
c. Pulsed bidirectional 
d. Pulsed unidirectional 
e. Glissando (e.g. Ectonus), 

at (a) to (d) above 
f. Other (specify) 

These correspond to 
the four wave form settings 
of the Ectron Duopulse, 
Mark 4 

in association with the item ticked 

Please state the reason for this choice: 

, 
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Please tick responses ,unless directed otherwise 

IS THE SETT;rN<'. OF THE ECT MACHI~E VARIED IN THE COURSE OF A CLINIC 
SESSION (e.g. by changing wave form on the Ectron Duopulse) ? 

If Yes, WHEN? 

" 

79. IS THE QUANTITY OR ENERGY OF THE ELECTRICITY'MEASURED? 

If Yes, HOW? 

80. IF THE ;'IRST SHOCK IS INEFFECTIVE, HOW MANY MORE SHOCKS ARE GIVEN 
BEFORE THE TREATMENT IS ABANDONED ON THIS OCCASION? 

a. None 
b. one 
c. Two 
d. More than two 

8l. IS THE REPEAT TREATMENT: 

a. The same? 
b. Varied? (specify) 

82. IS THERE 'IMMEDIATE ACCESS TO THE FOLLOWING? 

a. Suction apparatus' 
b. Car~iac defibrillator 
c. Emergency drugs 
d. Positive pressure oxygen apparatus 
e. Equipment to tip the patient into head-down position 
f. Telephone 

~ ::~ :::: o~.~.~~~~~~~~.~~~~~.~~~.~~.~.~~~~~.~~~~~~~~~~~~:mes No 
b. Saved a patient's life ...•..••..•.•..•....•••.•..•••.••...•••.• 
c. Was not available, and a patient died of ventricular fibrillation 

83. 

If Yes, give brief details: 

84. HOW ARE THE DETAILS OF ECT AND ANAESTHESIA RECORDED? 

a. Special form in case notes 
b. Note in case notes 
c. Research notes 
d. Other (specify) 
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Please tick responses unless directed otherwise 

85. IS A CLINIC REGISTER KEPT TO RECORD DETAILS OF ALL ECT GIVEN? 

If Yes, ARE ADVERSE EFFECTS RECORDED IN IT? 

86. WHAT IS THE TOTAL NUMBER OF ECT TREATMENTS GIVEN 
ANNUALLY IN THE CLINIC? I 

87. HOW MANY COURSES OF TREATMENT WERE COMPLETED DURING THE I I 
YEAR ENDING 31/12/'80? ~ _______ ~_ 

88. PLEASE GIVE THE DAYS AND TIMES OF THE ROUTINE ECT 
SESSIONS IN YOUR UNIT. (THIS WILL BE HELPFUL TO THE RESEARCH 
TJ:AM WHEN ARRANGING VISITS TO THE ECT CLINIC) 

IF THERE ARE ANY FORMS* USED IN YOUR UNIT(S) 
IN CONNECTION WITH GIVING ECT WE WOULD BE 
GRATEFUL TO HAVE SPECIMENS WHEN YOU RETURN 
THIS QUESTIONNAIRE 

* e.g. For recording ECT. 

·For obtaining patient consent 

For informing next-of-kin of intention 
to give ECT, of risks, etc. 

For instruction on the giving of ECT, 
placing electrodes, etc. 

, 
TK~NK YOp VERY MUCH FOR YO~ HELP IN THIS ENQUIRY. 

'. 

;-
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ECT RECORD AND CONSENT FORM 

om OF PSYCHIATRY, -
irnPIONAL HOSPITAL,GALWAY 

\ 
tlNITNO. 

ECTRECORD 
SURNAME (Block Letters) 

, . 

(Check consent overleaf) . 
FIRST NAMES 

ECTNOTES' 

No. Date Anaesthetic Note and Initial Mode Duration, 

. . 

NOTES FOR STAFF 
1. Initial standard setting is ECT MODE 2 and duration of 3 seconds. 
2. Current medication must be shown to Anaesthetist. 
3. If no fit observed, walt 30 seconds and repeat stimulus once only, set at increased duration 
'and Mode 2, (Electron constant current duopulse). 
4'.'No fit" cases must be notified to Consultant. 
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aIISENT BY PATIENT 
I · •••••• a ................................................ of •......•......... , ................................ . ........ ~ ••.......•......•.•....••....••....•••.....• ~ ..•••......•..........•.....• ~.~ .••....•........••.... 
hereby consent to undergo electrIlplexy, the nature and effect of .... 1ch !-eve been expl4Jned fa III! by 

Dr • •• : ............................... ~ •• 
I·also consent ttl suet. further III!8SUI1!S or alternative III!8SUleS as My be flUId to be IW"'eSssry claJng -the 
course of the proceGae and to the adI1nistratiOn of :xc:; local or other .-sthet1c far q of these 
purposes. ,., assUnn:e has been given to III! ttet the .ill be ~fllrlll!d by q partiaWlr -'lea! 
prEtlt1oner. Ilate • '" '" .......... '" ...... '" • '" • • • • • • S1gre:I '" '" .......... ' ••• '" ••••• ,. ...... '" ........ ,. • ,"' •••••••••• '" '" •• 

aIISENT BY RElATIVE 
I ......................................•.............. 0' ............... , ................................. . 
........•...............................................................•................................. .. ~ 
hereby COIlSeII.t to tile sut.1ss1on of ............................... , ••..•.••..•. ,.................. to e.l.ectr'q)lexy t 
the nature and effect of .... ich have been eJCPla1ned to .e by Dr. • ................................ ~ ............. . 
I also consent to such further -=s -or alternative III!8sure5 as .. y be foInI to be necessary claJng the 
course of the proceGae and to tte adI1n1st::ratlon of 8 general.. local or other InIII!StheUc for -q of tre. 
purposes. ,., assurance has been given to lIB ttet tte procemae .ill be- prefor.d by' q partlcuJar IIII!d1cal 
prEtl tiCW'er. Date ............................ S1gIed ................................................ , •••••• 

Relationsh.lp to patient 

1XX)'IUl' 5 CIlII'IJMITIDN 
I confirll _ttet I !-eve expl4Jned the nature and effect of this proceclJre to the 

• patient I patient· s relative .-:I above 
Date ••••••••••••••••••••••••••••• Signed ••••••••••••••.•..•••••.••••• • •••••••••••.•••••••.••••••••..•.•••• 

-----_._------
aIISENT BY PATIENT 

I ................... . .................................... or ................................................... . 
. ....... ........... ....... ..... ... ...... .... ..... . ...... ...... . .... ... . ... .... ..... .... ... . ..... ...... . ... . ....... .... . .... .. . .... ..... .. ... .. . 
hertiby consent to undergo electroplexy. the nature and effect of IIh1ch have bei!n elcpJ.a1ned. to by 

Or.. .. ........................................ ' ........ . . 
I also coosent to such further III!8SUI1!S or alternative noeasures as lillY be flUId to be necessary claJng the 
course of the p1'OCI!Wre and to the adIlnlstratlon of a !iereral, local at other .-sthetic for any pf these 
purposes. ,., assurance has been given to III! thrt the procemae .ill be prefor-' by q particular -rical 
practitioner. Date •••••••••••••••.•••••••••••• Signed ••••••••••••••••••••••••••••••••••••••••••••••••• 

aIISENT BY RElJITIVE 
I ............................................................... or ............ ." .... . ' ........... .; ................................ . 
•......... ~ .................................. , . .. ........................... . ............. ~ ......................... . 
herdJy consent to the 5ID1ssion of ••••••••••••••••••••••••••••••••••••• , •••••••• ; ....... to elecUqJlexy, 
the nature and effect or IIh1ch have been ~la1ned to III! by Dr •••••••••••••••••••••••••••••••••••••••••••••• 
I also cause"t to such further III!8SUreS or alternative IIe8SUreS as My be flUId to be -necessary claJng the 
course of the proceclJre and to the ....wstratlon of a general, local oar other .-sttoet1c for q of these, 
purposes. ,., aSsurance has been, given to E ttet the proceclae .ill be prefllrlll!d by q partln.Jar -'leal 
practitioner. Date ................................. S1pned ..................................................... . 

Relat1onsh.1p to patIent •••••••••••••••••••••••••••••••••••••• 

IXX)'IUl'S ctN"IJMITIlJj 
I canfirll ttet I !-eve explained the nature and effect of this proceGae to the 

• patient /"patient's relative .-I above 
~ ........ '.............................. ~ ................................... , ........................ .... ~ .. 

, . 

, 
" , 

\. 
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