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	Ein cyf / Our ref: 217/21/FOI 


	Dyddiad / Date: 31st August 2021


Further to your request for information dated 12th August 2021, I am pleased to provide the following response. 
Your request and our response:
Please provide a copy of the Board policy relating to electroconvulsive therapy (ECT).
Please find embedded below the Health Board’s policy for Electroconvulsive Therapy Service. 
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Please note that any information that is personal has been redacted under

Section 40 – Personal Information of the Freedom of Information Act.


We welcome correspondence through the medium of Welsh
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Current review changes: To ensure a consistent and safe approach to the administration 


of ECT across North Wales.  


First Operational:  Date the document was first activated (live) July 2010  


Previously Reviewed:  September 


2015  
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1. Introduction   
Electroconvulsive therapy (ECT) is a psychiatric treatment that is used for severe 


mental illness, namely a severe depressive disorder, puerperal psychosis, catatonic 


schizophrenia and severe treatment resistant mania. This policy should be useful for 


any consultant psychiatrist and team who wishes to refer a patient for this treatment 


and for those who are actually involved in the treatment.   


  


ECT has been a recognised treatment since the 1930’s and was given without 


anaesthetic ‘unmodified’ until the 1950’s. It is now only given with a general 


anaesthetic with a muscle relaxant which will cause a ‘modified seizure’ which means 


that no injury is caused by the seizure activity.   


  


In May 2003, NICE published its guidance on the use of ECT, and stressed the 


therapeutic benefits must be weighed against the risk of permanent memory loss in 


some patients. Therefore it was held that ECT should only be used to achieve a 


rapid and short-term improvement of severe symptoms after an adequate trial of 


other treatment options have proven ineffective and / or when the condition is 


potentially life threatening in individuals with severe depression, catatonia, or a 


prolonged or severe manic episode. It further recommends that the current evidence 


does not allow the general use of ECT in the management of schizophrenia.  


  


The Royal College of Psychiatrists’ Consensus Group on ECT published a position 


statement which was consistent with NICE guidance for ECT in mania, 


schizophrenia and catatonia. It was inconsistent with NICE guidelines on the place 


of ECT in the treatment of major depression. The College recommends:  


  


• Health professionals are expected to take NICE guidance into account when 


exercising their clinical judgement. NICE guidance however does not override 


individual responsibility of health professionals to make decisions appropriate to 


the circumstances of the individual patient.  


• Variance from NICE guidance must be supported by a documented assessment of 


the potential risks and benefits of treatment to which valid consent has been 


obtained. If the proposed treatment is potentially controversial, a second opinion 


should be sought. This second opinion may be from the ECT Consultant but also 


could be another colleague or involving tertiary referral from Cardiff University.  A 


documented discussion on the topic of memory loss, particularly for personal 


memories, should be undertaken.  


• The cognitive adverse effects of ECT may be reduced by the use of unilateral 


electrode placement, and by the avoidance of substantially suprathreshold 


electrical doses.   


• Practitioners may also have to consider ECT beyond NICE guidance when it is 


requested by a patient, provided it is clinically necessary and accompanied by 


valid, informed consent.  
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The NICE guidelines on Depression in Adults (90) 2009 indicate that ECT may be a 


treatment option in those with moderate depression who have repeatedly not 


responded to both drug and psychotherapy treatments.     


The variability in its administration across the UK led to the introduction of the ECT 


Accreditation Service ‘ECTAS’ which aims to standardise the procedure and provide 


a peer review process to help maintain these standards.   


Other changes that will be addressed in relation to the administration of ECT are the 


Mental Capacity Act 2007 and the amended Mental Health Act 2007.  


2. Scope  
This policy applies to all areas of the Mental Health and Learning Disability Division 


of the Betsi Cadwaldr University Hospital Board. This policy should be viewed in 


conjunction with relevant documents and with the ECT Booklet contained in the 


appendices.  


3. The ECT Suite  
The ECT suite is situated at the Ablett Unit in Glan Clwyd Hospital and opens off the 


main reception area. It comprises a small seating area for patients to be greeted by 


ECT staff and where isn’t this the office?  We don’t have discussions in the waiting 


are really do we? A discussion can take place in privacy regarding the treatment. 


The treatment room is where the anaesthetic and ECT apparatus is stored. There is 


a recovery area and a small sitting room with kitchenette where patients can sit when 


recovered and have a hot drink.  


4. ECT Equipment  
The ECT machine currently in use is the THYMATRON SYSTEM IV. There is a 


reserve machine available in the department. The anaesthetic equipment includes 


pulse, BP, ECG monitors, capnograph, oximeter, two suction machines and 


anaesthetic apparatus. There is also a nerve stimulator available.   


  


5. Roles and Responsibilities  


5.1 Team Composition  


Administration of ECT involves a multidisciplinary team (MDT) consisting of a Senior 


Psychiatrist, a Mental Health Nurse, Senior Anaesthetist, two trained nurses one in 


the treatment room, one in recovery, an Operating Department Assistant/ Practitioner 


ODA /ODP or Anaesthetic Assistant and a suitably trained Nurse from the patient’s 


ward not true of outpatients who accompanies the patient throughout the procedure. 


This document will be of relevance to all these professionals. All staff involved will be 


expected to be up to date with BCUHB training on resuscitation in case of 


emergencies.   


5.2 The Consultant Psychiatrist for ECT will:  


• Develop all Written Control Documents in conjunction with the ECT team  


• Implement changes to Process / documents ( in line with new evidence and 


guidelines  
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• Provide training opportunities for Junior and Senior Psychiatrists  


• Provide opportunity for Mental Health Consultant colleagues to discuss individual 


patients and providing an informal second opinion as to indications for ECT, and 


balancing benefits and side effects in relation to dosing schedule, and unilateral 


versus bilateral ECT.  


 


5.3 The Anaesthetist   


Will have sufficient training and experience to administer treatment in a (relatively) remote 


location of the ECT suite.   


  


5.4 The Psychiatrist   


Administering treatment will  be the Consultant Psychiatrists.  Trainee Doctors with 


sufficient training and observations may administer ECT under direct supervision form 


the Senior Psychiatrists involved.   


  


5.5 The Nurse Manager  


Will manage the operational delivery of the service including oversight of 


appointments, training of nursing and provision of continuity of service throughout 


the year.  


6. Training   


6.1 All medical staff  


Must have undertaken training in ECT prior to having sole responsibility for 


administering treatment.  


  


All medical staff must:  


• Have met the Consultant to discuss their past experience and training 


requirement.  


• Have viewed the Royal College training video and discussed the contents with the 


Consultant or Associate Specialist.  


• Have observed ECT being administered by a trained colleague for one session of 


at least three administrations and have been observed themselves in giving ECT.  


• Have demonstrated a familiarity with the indications for ECT, the 


contraindications, the precautions to be observed and followed and the protocols 


to be followed.  


• Junior Doctors must be sure to have their experience documented in their 


appraisal.  


• The ECT Consultant will provide training for all Consultant Psychiatrists in the 


Health Board. This will take place on a yearly basis to keep Consultants informed 


of new developments locally and nationally.   


Junior Doctors are welcome to attend training sessions provided for nurses and if 


training to practice ECT, will be expected to document sessions in their appraisal 


booklet and complete the ‘ECT Competencies’ section (Royal College of 


Psychiatrists) which expects competency in the practical administration of ECT as 


well as a thorough knowledge of its background, evidence base, and use of audit.  
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6.2 Nurse Training:   


Training is mandatory for all ECT Nurses. A 2 day training programme is offered  by 


ECTAS.  Nurses wishing to participate in ECT will be trained by the ECT Nurse 


Manager and will be required to demonstrate competent practice on at least three 


occasions before practicing.   


  


External training is available for the Royal College of Psychiatrists for all professional 


groups involved.  


  


7. The Patient Pathway  


7.1 Decision on treatment  


It will generally be the case that the decision to pursue ECT will be a joint one 


between treating Consultant Psychiatrist, Community Team, the patient and their 


family or carers as appropriate. It is important that the clinical notes reflect this 


process whereby patient and Carers (if appropriate) are involved in acquiring 


information about ECT. This will include the general nature of the treatment, the 


fact that a general anaesthetic is required, the side effects, and any alternatives to 


the treatment that could be provided.  


The Consultant needs to document these discussions in the clinical notes and state 


that the patient and Carer have had the printed information, and have had sufficient 


time to reflect on this to come to a decision (more than 24 hours).   


All patients should have access to literature provided for ECT including the CQC leaflet 


‘Your rights about consent to treatment’.  


Literature appropriate to the cognitive state and/or issues with sense and language 


need to be provided.  


The prescribing doctor should be assessing the patient every 2 treatments to monitor 


their progress and their recovery.  


7.2. Capacity  


7.2.1 Where a patient has capacity  


 


The Consultant needs to assess whether the patient has the capacity to make the 


decision to have ECT. The ECT booklet provides an aide memoir for this process. 


Please note that the Consultant must be the professional who signs the consent 


form. Please also note that these aspects will be individually scrutinised and audited. 


There is a risk that ECT will not be given if the above is not carried out.  


  


7.2.2. When a patient does not have capacity or is refusing treatment:  


 


The Consultant or other Doctor must then complete the ECT booklet, which must 


include a baseline Depression rating scale (BDI or HADS), CGI and Montreal 


cognitive test (MOCA) (if these are not completed it must indicate why this was the 
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case, e.g., the patient is too ill). The booklet will then be completed by the 


Anaesthetist in preparation for ECT.   


7.3 Preparation for ECT procedure  


Minimum requirements in preparation for ECT are as follows (to be carried out 


before the anaesthetic assessment):  


• Full medical history, including previous anaesthetics and enquiries as to drug 


sensitivity. The medical notes MUST be available.   


• Physical examination particularly paying attention to cardiovascular and 


respiratory systems, dentition (specifically, does the patient have crowns or 


dentures or any other dental work that may present risks?), musculoskeletal 


conditions, or a hiatus hernia.  


• Investigations; FBC, U&E’s, (and Lithium level if prescribed), routine urine test  


ECG.   


• Any allergies 


• Chest X ray if symptoms or signs of cardio respiratory disease or patient is 


alcohol dependent.   


• Pregnancy status should be known in women of childbearing age 


  


7.4 Anaesthetist assessment  


Any potential complications or possible contraindications for ECT or the anaesthetic 


must be discussed with the Anaesthetist.  


  


For patients at either Wrexham or Bangor, the treating team will have to contact 


Lead Nurse ECT at Glan Clwyd. An arrangement will then be made for the patient  


to be assessed by an Anaesthetist.   


  


The team will ensure that all notes available for the anaesthetist including medical 


notes so that previous response to anaesthesia and general medical conditions can 


be reviewed.   


  


Each patient is accompanied by a checklist, the ECT Booklet, medical and 


psychiatric notes.    


  


7.5. Transferring patient for treatment   


  


7.5.1 Travel on the day  


Most patients will travel up to Glan Clwyd Hospital on the day of the treatment. 


Their journey to the hospital can be in a hospital taxi with the attending Nurse from 


the ward who knows the patient. The following should take place and be 


documented as complete before the journey to Glan Clwyd:  


Are the correct notes with current medication card and ECT booklet in a sealed 


plastic envelope with the accompanying Nurse?   


• Has the patient been adequately fasted?   Is the patient consenting? (if informal)  


Have baseline checks been carried out?   
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• Without these it will not be possible ECT to take place when the patient arrives at 


Glan Clwyd.  


   


Patients will return to their hospital approximately three hours after the treatment but 


must be seen by the anaesthetist who will assess their condition and document a 


discharge time. The ECT Nurse will ensure they have stable observations and 


authorise discharge at the allotted time.  


  


7.5.2 Transfer to ward at Ysbyty Glan Clwyd prior to treatment indicators  


In some cases it will not be possible, or safe, for the patient to travel each treatment 


day. The following are indicators that the patient should reside at Glan Clwyd for the 


treatment:  


• The ASA grade is above 3 or the ASA grade has deteriorated during the course of 


treatment. The Anaesthetist must be involved in the discussion as to the best way to 


reduce the risk which may involve limiting the travelling needed.   


• The patient has a high suicide risk which means safe transport between hospitals 


twice a week cannot be ensured.  


• The patient is presenting behavioural difficulties, which makes twice weekly   transport 


for treatment difficult.   


  


7.5.3 Facilitating the transfer to a ward at Ysbyty Glan Clwyd  


If the treating team decide the patient must reside at Glan Clwyd, the following 


issues need to be addressed:  


• Identify an appropriate ward environment for the patient at Ablett Unit.  


• The Consultant will identify a local Consultant at Glan Clwyd to take over 


responsibility for the week to week assessment and management of the patient.  


This will include Approved Clinician (AC) responsibilities.   


• Ongoing discussion regarding progress and agreement on a time to return to 


Heddfan/Hergest will need to take place. It may be that the patient can continue the 


treatment after the transfer back to the original location.   


   


Remember that family members need to be involved in this decision making.     


7.6 Following satisfactory preparation and assessment  


ECT sessions take place on Mondays and Thursdays on most weeks an 


appointment will be made and if necessary transport arranged.  


  


The patient must be nil by mouth from 3am on the day of the procedure. The 


exception to this is if the treatment is being given as an emergency.   


  


All benzodiazepines must be omitted the night prior to treatment to as this will affect 


the seizure threshold and seizure length. It is important that any changes to ASA 


grade or medication change be communicated to the treating team.  


HDRS or similar depression rating scale should be carried out weekly.  
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7.7 On the day of ECT treatment  


7.7.1 The Doctor administering ECT must check:  


• Validity of documentation. The doctor must ensure that he/she has had sight of a valid 


consent form, or, if the patient is unable to consent, that the requirements of the 


Mental Health Act or the Mental Capacity Act , have been met. If the administering 


Doctor has any doubt they must seek further advice. For a consenting patient, there is 


a signed declaration in the booklet for signing to confirm consent for that particular 


treatment.   


• That a proper physical examination has been carried out and entered into the 


patient’s notes and the results are also available in the notes.  


• That the ECT machine is functioning and that the electrodes have been prepared 


properly.  


• That the setting of the ECT machine is correct for the particular patient.   


• Please make sure the cognitive rating scale has been completed  


  


7.7.2 Prior to commencing treatment the nurse must check   


• The patient is wearing an identity badge with their name, date of birth, any allergy 


indications and Hospital number  


• All jewellery is removed from the head and neck if restrictive or could cause 


discomfort 


• Dentures can remain in situ if well fitting, to be assessed by the anaesthetist 


• The patient is encouraged to empty his/her bladder   


• Make sure the patient has been fasted appropriately 


• The Doctor has confirmed the consent for today’s treatment (Please note this is in 


addition to the consent form).  


• When under anaesthesia, the BITE BLOCK is inserted prior to applying the 


electrodes.   


 


In Exceptional circumstances ECT may be given at Wrexham or Bangor hospitals. This 


has been the case when patients are so ill they are being treated in Intensive care, for a 


malignant catatonia and its complications. In these circumstances, the ECT machine will 


be brought to ITU by the ECT team at pre-arranged times, and the treatment given in 


conjunction with the ITU staff.   


 


In other cases, the patient may be too unwell to travel to the Ablett Unit.  In these 


circumstances, the Consultant Psychiatrist will discuss these individual patients with the 


area Clinical Director and Consultant Psychiatrist Lead for ECT for approval. 


 


7.8 Treatment  


When the Anaesthetist indicates that the patient is ready the administering Doctor 


will apply the treatment electrodes. This is followed by an impedance check following 


which the Nurse in Charge will ask for confirmation that treatment may proceed. If 


the impedance shown is within the allowed limits, i.e., greater than 100 and less than 


3000 ohms, confirmation that treatment is to proceed, at which time the Nurse in 


Charge will press the treatment button.   
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If after 3 checks, the impedance continues to lie outside the limits treatment must not 


proceed. The duration of the electrical stimulus is controlled automatically. It is 


important to ensure good contact between electrodes and the scalp is maintained for 


the FULL DURATION OF THE STIMULUS TO PREVENT A BURN TO THE SCALP.  


   


At the end of the stimulus the ECT machine will start to print out an EEG and EMG 


recording. The print should be allowed to proceed until the graphs have returned to 


baseline levels. The ECT machine will provide at the end of recording a summary of 


the seizure characteristics. This part of the record is retained for a permanent record 


in the notes.  The administering Doctor must also note the details of the stimulus and 


the result of the treatment, and give an indication of what dose needs to be 


administered in the next session. An entry must also be made in the clinical notes.  


Any problems or complications arising during the treatment session must be reported 


to the ECT Consultant and the Consultant in charge of the patient’s care.  When the 


Anaesthetist is satisfied, the patient is moved into recovery room where his / her 


condition is monitored by Nursing Staff.   


7.9. Practical administration of ECT  


7.9.1. Electrode placement  


• UNILATERAL placement requires one electrode to be placed on the right temple 


(the centre of the electrode should be 4cm above and perpendicular to the 


midpoint of a line between the lateral angle of the eye and the external auditory 


meatus). The other electrode is placed over the vertex. The assistance of the 


Nurse is necessary to move the patient’s head to face left and to stabilize the 


patient’s head. This will be the preferred electrode placement for minimising 


cognitive side effects long term.  


• BILATERAL placement requires the centre of each electrode to be 4cm above, 


and perpendicular to, the midpoint of a line between the lateral angle of the eye 


and the external auditory meatus.   


• The choice of which to use will ultimately be the prescribing Consultant’s in 


conjunction with the patient. The NICE guidelines for Depression in Adults (2009) 


indicate that this is a complex issue;   


• ‘Bilateral ECT is more effective than unilateral for people with depression, 


although the effect size is small and complicated by variation in dosing and 


electrode placement. A subanalysis by dose suggests that high dose Unilateral 


ECT (>150% of threshold) may be at least as effective as low/ standard dose of 


bilateral ECT’.  


  


A recent article (‘Bifrontal , bitemporal and right unilateral electrode placement in 


ECT: randomised trial’ Langley et al, BJP 2010 Vol 196 226-235) led Scott to 


conclude ‘There is no ideal placement for ECT. When the rate of clinical 


improvement and completeness of response have priority, then bilateral electrode 


placement is preferable. When minimising the risk of cognitive adverse effects has 


priority, then unilateral electrode placement is preferable’.   
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As regards cognitive side effects in relation to this issue, ‘It is still not clear to what 


degree the trade-off between efficacy and cognitive side effects can be avoided by 


manipulating the dose and electrode placement. There is evidence however that 


bilateral ECT produces more cognitive side effects than unilateral ECT’.    


  


The NICE guidelines (2009) indicate that during a course of ECT, bilateral electrode 


placement can be converted to unilateral ECT if cognitive side effects are becoming 


problematic.   


  


7.9.2. Stimulus dosing   


Is an empirical method used to determine the SEIZURE THRESHOLD this is the 


electrical dose needed to induce a seizure. Once this is known, a suprathreshold 


dose is given to induce a THERAPEUTIC SEIZURE.   


The seizure threshold will be altered by age, anti-epileptic and Benzodiazepine 


drugs, the state of hydration, and oxygenation.   


  


7.9.3. Dose adjustments  


Repeated ECT may lead to a rise in seizure threshold and a shortening of the length 


of the seizure. However, there is no correlation between the length of seizure and 


clinical efficacy so this can be ignored provided there is evidence of a generalised 


seizure and provided there is continued clinical improvement.  


  


If however a missed seizure occurs, the setting should be increased by 5% and 10% 


(ie one level).   


  


The dosing schedule is available in the appendix and in the ECT treatment room.  


7.10. Adverse effects of ECT  


7.10.1 Memory is affected by ECT   


There are anecdotal reports of autobiographical memory loss which have been 


severe and long lasting. Other reports have not confirmed this.  The literature on 


short term memory loss has been more consistent and should be expected for the 


majority of patients for a period of three months. Patients should be informed and 


prepared for this  


.   


More recent research tools have confirmed that some patients do suffer 


autobiographical memory loss (Sackeim et al 2007). This is particularly associated 


with electrode placement; type of electrical waveform used, and lower premorbid 


intellectual function.   


  


The NICE guidelines (2009) suggest that baseline cognitive functioning prior to the 


start of ECT is supplemented by cognitive re-assessment after 3-4 sessions to find 


out if any deterioration is occurring.   


During the consent process, patients must be informed of the likely adverse effects 


related to treatment, within the context of considering benefits, risks and alternative 


treatment  


.   
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7.10.2 Other adverse effects  


Other adverse effects include headaches, muscular aches, weakness, nausea 


and anorexia. There are usually mild and respond to symptomatic treatment.  The 


risk of dental damage, although uncommon, can occur and patients and relatives 


need to be informed of this.   


  


7.11. Discontinuation of ECT  


Discontinuation of treatment will be necessitated by:  


• Withdrawal of consent of either an Informal patient or a Formal patient who has 


during the course of ECT regained capacity.  


• Occurrence of unacceptable side effects, e.g. prolonged confusion.  


• Ineffective treatment. It is accepted that some response should be evident after 


12 treatments, and if not, the treatment should be discontinued.   


• The NICE guidelines (2009) advise assessment of clinical status after each 


treatment using a formal valid outcome measure and that treatment is stopped 


when remission is achieved or sooner if side effects outweigh potential benefits.   


  


8 Psychotropic Drug Treatment  
In the UK, it is accepted practice to co prescribe Psychotropics with ECT. However, 


these drugs may have an effect on the seizure threshold, or the seizure duration.   


8.1 Benzodiazepines  


These drugs are anticonvulsant. Concomitant use should be avoided. An alternative 


night time medication could be considered, or the drug is omitted the night before 


ECT. A longstanding prescription may need to be titrated down slowly to avoid 


lowering the seizure threshold suddenly.  


8.2. Antidepressants  


Prescription of an antidepressant drug during the course of ECT substantially 


reduces the risk of relapse. An antidepressant should not be abruptly withdrawn 


before ECT, particularly one with a short half-life.   


Monoamine oxidase inhibitors may be continued but the Anaesthetist must be 


informed especially if they are being added.   


  


8.3. Lithium  


This can be used safely through ECT but an up to date serum level must be 


available and any changes to dose be communicated to the Anaesthetist.  It may be 


prudent to start with a lower ECT setting e.g., 25mc.   


8.4. Antiepileptic drugs  


These will raise the seizure threshold and shorten the duration of the seizure. This 


will be reflected in the dosing regimen of ECT. If particularly troublesome, this will be 


discussed with the treating team.   
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8.5 Antipsychotic drugs   


Antipsychotics other than Clozapine do not usually affect the quality of the fit. 


Clozapine should be withheld 12 hours before any general anaesthetic as it is 


associated with prolonged or tardive seizures. Clozapine may lower the seizure 


threshold. Initial electrical stimulation should start at 5-10%. Please note that 


continuation with psychotropic drugs following a course of ECT will help to 


reduce relapse.  


   


9. ECT in different conditions  


9.1 Depression  


ECT could be used as first line treatment for:  


• The emergency treatment of depression where a rapid definitive response is 


required  


• Patients with high suicide risk  


• Patients with severe psychomotor retardation and associated problems with 


eating and drinking.  


  


ECT could be used as a second line treatment for: 


 patients with treatment resistant depression  


• patients who suffer side effects from medication  


• patients whose psychiatric condition deteriorates despite adequate medication  


9.2. Schizophrenia  


ECT may in exceptional circumstances be considered as an option where catatonic 


symptoms dominate the clinical picture and where there is a risk to life through 


dehydration.   


9.3. ECT and Learning Disability.  


There are no randomised controlled trials of the use of ECT in people with learning 


disability. Adherence to NICE guidelines and college recommendations apply 


equally. The principles to diminish adverse effects and relating to capacity and 


consent apply equally.   


9.4. ECT and physical illness  


People with a wide range of medical illnesses are successfully treated with ECT.   


During the passage of the electrical stimulus, there is a sudden rise in intracranial 


pressure, together with sinus bradycardia and sometimes asystole. This is rapidly 


followed by a tachycardia which may result in myocardial ischaemia. Because of 


these changes, possible contraindications to ECT are recent myocardial infarction, 


recent cerebrovascular accidents, raised intracranial pressure and acute respiratory 


disease. In all other cases, if a person is at high risk, an appropriate medical opinion 


should be sought to clarify the degree of risk and identify ways of minimising this. An 


anaesthetic opinion should be sought and ECT treatment technique may be modified 


to minimise risk.  
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In patients with permanent pacemakers, a temporary conversion to fixed rate pacing 


before ECT is recommended to minimise the risk of Interference with pacemaker 


functioning as a result of inhibitory myopotentials. In patients with an automatic 


internal cardiovert-defibrillator, the device should be de-activated before the current 


is applied and re-activated in the early recovery period.   


In summary the following are recommendations:  


• The balance of risks and benefits to physical and mental health must be 


considered for each individual.   


• As far as possible, patients and their families should be involved in discussions 


about the treatment, its risks, its possible benefits and any alternative treatments.  


• All coexisting medical or surgical conditions should be assessed and where 


possible treated or stabilised before ECT is given.  


• When a patient is thought to be at greater risk consideration should always be 


given to ways of minimising risk by modifying medical management or ECT 


technique.  


• On the occasions when ECT is prescribed to save life there may be no absolute 


contraindications (Royal College of Psychiatrists).   


9.5. ECT and older adults.  


Age does not constitute a contraindication for ECT. All existing medical or surgical 


conditions should be assessed and, where possible, treated or stabilised prior to 


ECT. Increasing age may be associated with higher seizure threshold. However, 


there is no single demographic which predicts seizure threshold and stimulus 


principles should be followed. The ECT technique should be modified to minimise 


any cognitive adverse effects.  


9.6. ECT in pregnancy  


A large number of reports show the efficacy and very few complications in all three 


trimesters of pregnancy.   


  


Of the drugs used in anaesthesia, the Anticholinergics are of concern as they may 


increase the risk of regurgitation by lowering the oesophageal sphincter tone. If an 


Anticholinergic is used, Glycopyrolate is preferable because its placental transfer is 


more limited than that of Atropine.  


   


When administering ECT in pregnancy the following is recommended:  


• Obstetric consultation before referral for ECT  


• Routine foetal heart monitoring before and after each individual treatment 


when gestational age is beyond the first trimester (obstetric consultation may 


suggest earlier monitoring in high risk pregnancies)  


• Case by case consideration for intubation because of the risk of regurgitation 


particularly beyond the first trimester.   


• Threshold for giving treatment in theatre with the obstetric team on hand 


should be low and should be considered and documented after consultation 


with the Obstetric Team. This will enable any obstetric or neonatal 


emergencies to be dealt with.   
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• It has been agreed that ECT given to a woman with a 24 week pregnancy or 


later will take place in theatre rather than the Ablett Unit.   


9.7. ECT in adolescents  


ECT should be used with caution in those under 18 years because of the lack of 


evidence in the literature. First line treatment should be rare. For a person under 16 


years, two independent opinions from child and adolescent (CAMHS) Psychiatrists 


should be sought. For adolescents 16-17 years of age, an opinion from one CAMHS 


Psychiatrist is required. As there are reports of increased length of seizures and post 


ECT convulsions, all non-essential medication should be stopped. Stimulus dosing 


must be employed with the initial dose of 5%.  


  


Questions regarding ongoing capacity and consent need to be addressed with the 


CAMHS Psychiatrist. Please also to refer to legal considerations.  The following 


are recommended:  


  


• ECT should be used with caution in young people because of the lack of 


evidence from RCT’s.  


• First line use in young people should be very rare.  


• Young people should be treated separately from adult treatment sessions.  


Special arrangements for separate treatment days will be organised.  


• Because of reports of increased length of seizures and post-ECT convulsions, 


clinicians are advised to stop all non-essential medications.  


  


• Stimulus dosing should take into account the lower seizure threshold in young 


people. The dosing should start at 25Mc.  


9.7. ECT in Parkinson’s Disease  


The dose of L-dopa should be reduced by half and adjunctive treatments should be 


discontinued to prevent emergent dyskinesia and post-ECT delirium.  


Brief pulse unilateral ECT is to be preferred as it has been shown to be effective and 


provides less cognitive side effects.   


  


The treatment should be stopped as soon as maximum benefit is attained.  Re-


instate optimal medications as soon as ECT is terminated.  


10. Legal Considerations  


10.1 Informal patients  


The Mental Capacity Act applies to all patients and all procedures. It is the 


responsibility of the responsible clinician to determine the presence or absence of 


capacity to consent to this procedure. Prior to each session, it is the responsibility of  


the ECT Consultant or Associate Specialist and Trained Nurses to satisfy 


themselves that consent is continuing. Consent can be withdrawn at any time.  


  


If the patient does not have capacity, it may be possible that capacity will be 


regained in which case capacity should be assessed again. If not regained, there is 
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a need to make a ‘Best Interests’ decision. This will be a complex process that will 


involve finding out what the views of the patient were before ill, finding out if any 


Advance Decision to refuse medical treatment exists, finding out what the views of 


the next of kin are, views of a donee under Lasting Power of Attorney, Deputy under 


the Court of Protection, views of the IMCA, Carers and Staff and a second opinion 


from a colleague. If the decision is to give ECT, this may be given if the patient is 


compliant. If not, the Mental Health Act should be considered. Capacity to consent or 


otherwise may be regained as the treatment course proceeds. This is reflected in the 


ECT booklet which provides a space for confirming the above before each session.   


10.2. Treatment under the Mental Health Act Section 58A  


If ECT is proposed, capacity must be assessed by the responsible clinician. If capacity 


is present, consent must be confirmed in writing by the Responsible Clinician (RC) or 


by the Second Opinion Approved Doctor (SOAD) using Form CO4.  


If the patient is believed to lack capacity and ECT is thought to be necessary, a SOAD 


is consulted, and if the treatment is appropriate, Form CO6 is completed. There must 


be no conflict with a validated advance refusal or the refusal of a Donee or Court 


Appointed Deputy. During the course of ECT capacity should be re-assessed by the 


RC and the treating team. If capacity is regained and consent refused then ECT must 


discontinue.   


  


For patients who are under 18 years, and have capacity and consent to treatment, a 


second opinion must be sought and consent confirmed using Form CO5.   


In an emergency, ECT may be given to a detained patient under Section 62, pending 


the decision of a SOAD.  


11. Continuation and Maintenance ECT  
Continuation ECT is where ECT is continued beyond the point where sufficient 


recovery has occurred. This is felt by some clinicians to be very helpful to prevent 


relapse but which NICE (TA59) consider not to have sufficient evidence base to 


recommend. Likewise, maintenance ECT (where ECT is given over an extended 


period to prevent relapse) is not recommended by NICE (TA59).   


  


The new NICE guidelines (2009) indicate that evidence is limited. They still cannot 


recommend this treatment routinely but recognise that for some patients not tolerant 


of, or not responsive to, pharmacological means of preventing relapse, maintenance 


treatment may be indicated. However, in these cases, cognitive function monitoring 


should be carried out frequently and data collected for national audit purposes.   


  


Therefore, if a clinician wants to use ECT in this way, a second Consultant opinion 


would be indicated and a clear rationale should be documented in the clinical notes. 


The Royal College of Psychiatrists recommend that continuation ECT can be 


considered when:  


  


• The index episode of illness responded well to ECT and   


• There is early relapse despite adequate continuation drug or psychological 


treatment or  
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• There is an inability to tolerate continuation drug treatment.   


  


As the use of continuation ECT is outside NICE guidelines, a full discussion must take 


place between the patient, referring team and ECT team. The patient will have the 


same routine work-up specified earlier in these guidelines and the same exclusion 


criteria apples. The consent of the patient must be based on full discussion of risks, 


benefits and alternatives as well as target symptoms that will be used to determine 


frequency and duration of treatment. The patient’s capacity to make the decision 


together with this consent must be recorded in the clinical notes. This must be 


reviewed before each ECT session. The principles regarding stimulus dosing and 


electrode placement apply equally, with clinical response being the most important 


indicator of efficacy. Once clinical recovery has occurred with twice weekly ECT, the 


goal should be to reduce the frequency to the minimum required to maintain clinical 


response. Thus, frequency may be reduced to weekly, two weekly, or monthly 


intervals.   


  


As continuation ECT will involve a period of outpatient treatment, reference must be 


made to the relevant outpatient ECT procedure. Any changes of medication or 


alteration of medical condition must be documented by the referring Consultant and 


discussed with the Anaesthetist as well as the ECT Consultant.   


  


As relapse is most likely within the first 12 months or recovery, it is appropriate to 


consider continuing treatment for this period of time. If prevention of relapse was the 


initial goal of treatment, consideration can be given to stopping at this time. If however 


the treatment goal is prevention of recurrence then continuation beyond a year may 


be considered.   


12. Prolonged seizures  
Prolonged seizures occur rarely but are defined as lasting 120 seconds or 


above. The anaesthetist may need to terminate the seizure with intravenous 


benzodiazepine. The treating clinician should consider the following:  Has there 


been a change in medication that may be pro- convulsant?  


• Alert the ward staff receiving the patient.  The patient must be closely monitored 


for post ictal confusion.  A MOCA should be carried out before the next session.  


• Drop back one treatment level for the next session.  


  


13. Day patient ECT  
This is a significant undertaking and should be carefully organised. This should be 


reflected in a clear care plan for the patient for the duration of the treatment course. 


Increasingly there is a need for this treatment modality especially with the development 


of the acute community treatment teams.  The following factors should be taken into 


account:  


• Does the patient have a history of suicidal behaviour that could worsen during a 


course of ECT? If so, how will this need be met in the community care plan?  
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• Does the patient have another responsible adult at home who is able to provide 


24 hours of support after the treatment? Does this person have access to all 


emergency numbers?  


• What are the support networks in place from the Community Team or the Crisis 


Resolution Home Treatment Team?  


• Who will transport the patient to the hospital and back home? Have you liaised 


with the ECT Department to advise on who will provide 2 hours of support post 


treatment, before leaving the ECT department?  


• Will the patient be seen by the prescribing Consultant on a weekly basis 


throughout the treatment? If not, can the patient be seen by a medical member of 


the team?  


• There needs to be communication between the ECT team and the Community 


Teams so that any issues arising are picked up. In particular, risk issues relating 


to worsening cognitive status or increased suicidal risk may necessitate hospital 


admission.   


  


The patient and Carer will be advised on the following; the patient shall sign the day 


patient consent form before the treatment:  


The carer must be with the patient for 24 hours after treatment.  


• The patient must not operate machinery throughout the course  


• The patient must not sign any legal documents  


• The patient must not drive for the duration of the treatment course  


• In addition, the Carer must sign the carer’s form to confirm the above and their 


responsibility in these issues. The consenting Doctor before each session must 


ensure the arrangements are still in place.    


14. Cognitive assessments  
The patient shall have a baseline MOCA and this should be repeated at the end of 


the course. If concerns arise during the course and the patient is becoming more 


confused, or there are prolonged seizures, then the MOCA should be repeated 


weekly. Autobiographical memory Inventory Short Form (AMI-SF) is also available 


but is rarely used. This is a pre and post ECT scoring interview for the rarer side 


effect of autobiographical memory loss.    


  


 


15. Special Treatments.  


Most patients can be treated in the ECT suite in the Ablett Unit. Occasionally, it is not 


safe to perform the treatment in an isolated site. ECT should be carried out in main 


theatres at Glan Clwyd Hospital. Such occasions include: -  


  


• Depression that is life threatening but there are serious medical problems 


requiring close proximity to ITU.  


• The patients are so unwell that they are unable to be transferred to Ablett Unit for 


treatment  
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16. Monitoring  
Standards are maintained by the process of audit both internally and via the ECT 


Accreditation Service which provides a self-review and peer review on a 3 yearly 


cycle.   


  


17. References  
The ECT Handbook 2nd Edition, Allan I.F. Scott, (CR128) Royal College of 


Psychiatrists  


  


NICE Guidelines on Depression in Adults (CG90) 2009  


‘Bifrontal, bitemporal and right unilateral electrode placement in ECT. 
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Neuropsychopharmacology 2007, 32; 244-254 
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Appendix 1 - Anaesthetic Assessment Guidelines for ECT  


Assessment  


1. It is the responsibility of the referring psychiatrist to decide whether the patient 


has the capacity to consent to the treatment.  


2. All patients must have an anaesthetic assessment prior to ECT and this must be 


recorded in the notes and ECT Booklet. This may be on the day of first treatment 


(for urgent treatment) or ideally a few days before treatment is to start. Mostly the 


patients are assessed in the ECT suite but it is occasionally necessary to see the 


patients on the wards.  Patients from the East and West will be assessed in the 


Ablett Unit unless there are special circumstances when an Anaesthetist from 


that area may see the patient and liaise with the ECT suite. The Anaesthetist for 


ECT must check the assessment prior to treatment starting.  


3. The patient’s notes (general medical and psychiatric) will accompany the patient 


for assessment; the psychiatric notes only will be available during treatment 


sessions.   


4. A standard anaesthetic assessment should be carried out with particular attention 


to CVS, RS and Neurological systems. Height, Weight and BP should be 


measured and recorded. An assessment of the airway must be carried out and 


recorded. There are a number of special points to consider –  


5. Look at old ECT notes if applicable – lots of valuable information can be obtained 


from these!  


6. Dentition – as teeth and complex restorations (crowns, bridges and dental 


implants) are vulnerable during treatment due to the increased forces produced 


when masseter is simulated, it is important to assess the presence and state of 


dentition, and warn the patient re damage if applicable.  


7. Intraocular, intracerebral and intragastric pressures increase during ECT and 


therefore the anaesthetist should look for glaucoma, hiatus hernia and 


neurological disease. Steps may need to be taken to modify the effect of ECT for 


these patients (e.g. prescription of PPI or H2 blockers for reflux).  


8. Check for cardiac conduction defects, or medications that affect conduction, such 
as beta-blockers. Application of the electrical stimulus results in vagal stimulation 
regardless of whether a seizure is induced. The most apparent effect of this 
parasympathetic discharge is bradycardia. Asystole may occur.   


9. Anxiety is often a significant problem – premedication is sometimes required.  


Use Phenergan 25 mg in the morning of treatment. Do not use benzodiazepines 


as they affect the length of the seizure.  


10. Laboratory investigations (FBC, U and E and liver function) and an ECG are 


routinely requested before treatment starts and the results recorded. Other 


investigations should be requested as appropriate (e.g. Sickle test, CXR, blood 


borne viruses, lithium levels, thyroid function etc).   


11. If treatment is to be given urgently (for life threatening disease) then other 


desirable investigations might have to be performed after the first treatment (e.g.  


Echocardiogram).   
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12. The ASA grade should be clearly recorded in the notes and reviewed/ 


documented with each treatment.  


  


13. After assessing the physiological state of the patient discuss with the psychiatrist 


the risk/benefit balance of having ECT and record in the notes.  


14. Day case treatments – The normal criteria for day case surgery apply but 


remember the patients may not be compliant regarding nil-by-mouth instructions. 


If there is any doubt, admit them overnight prior to treatment. All patients must 


stay overnight in Hospital after their first treatment   


15. Each patient should be assessed for the risk of venous thromboembolism, and 


this recorded. Flowtrons are available if at risk of developing DVT.  
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Appendix 2 - ECT Treatment.  


  


1. Treatment days are Monday and Thursday mornings (special arrangements 


are made for Bank Holidays and emergency lifesaving treatments).   


2. The session starts at 9 am. There will be recovery staff, an ODP and the ECT 


nurse in attendance in addition to the Anaesthetist and Psychiatrist.  


3. The Anaesthesia machine, suction and other airway equipment checks should 


be completed and recorded.  Note that Oxygen is supplied in cylinders not by 


pipeline and that checks should ensure there is sufficient Oxygen in the 


cylinders on the machine and spares in the ECT suite. Remember to turn off 


after the session is finished.  


4. ECT Nurse to will ensure all QA4 Surgery trolleys are fully functional prior to 


the session commencing.  


5. Ablett inpatients will be escorted from the wards by one of the ward Nurses. 


Inpatients from other hospitals (Heddfan and Hergest) will have an allocated 


nurse from their ward who is familiar with the patient.   


6. Baseline observations (BP, pulse, oxygen saturation) and if appropriate a 


blood capillary glucose measurement, will be performed in the suite before 


treatment starts.  


7. The Doctor administering the treatment, the Anaesthetist and the ECT Nurse 


should check the consent form or other relevant documentation before the 


first treatment.   


8. The patient should be asked when he or she last ate and last drank. The 


fasting guidelines, six hours for solids and two hours for clear fluids should be 


followed.  


9. The anaesthetist should check that there have been no problems with 


previous anaesthetics.  


10. Dentures, glasses and hearing aids are usually left in place until the patient 


arrives for treatment.  They are usually removed in the treatment room; it is at 


the discretion of the Anaesthetist whether they remain in situ during treatment.   


11. The Anaesthetist should explain what he/she is doing and why. An 


intravenous cannula is inserted. If there is any difficulty with IV access hot 


packs or gloves can be applied prior to treatment. Emla cream is available for 


those who find the pain of cannulation troublesome. If dehydration is present 


then Intravenous fluids should be given. Monitoring is applied – Blood 


pressure (left arm), SaO2 probe (foot or left hand) and ECG electrodes. 


Capnography (with gas monitoring) is available and should be used – attach 


to the HME/Bacterial Filter.  


12. Leads are situated on the isolated cuffed (right) forearm to measure the EMG 


and on the head to measure the EEG.  A baseline EEG reading must be 


obtained before any of the anaesthetic drugs are injected.  The patient can be 


pre-oxygenated during the baseline reading.  


13. If it is the first treatment the minimum amount of Propofol should be given 


since Propofol affects the fit length due to its anticonvulsant effects (the 


desirable fit length is more than 20 seconds). Give Propofol very slowly until 
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the patient loses consciousness. Suxamethonium is given at a dose of 0.5 – 


1mg/kg. This is given to ‘modify’ (prevent the chances of injury during) the fit.  


Thiopentone is available should Propofol not be suitable and alternative  


muscle relaxants are available if there are contraindications to 


Suxamethonium.  


14. For the second and subsequent treatments, look at the ECT chart and give 


doses of Propofol and Suxamethonium that were given in the previous 


treatments, with any recommended alterations.   


15. Hyperventilate the patient with 100% oxygen after administering  


Suxamethonium since relative hypocapnia increases the fit length. It is not 


usually necessary to use volatile agents.  


16. Once fasciculations are seen, a bite block should be inserted into the mouth 


paying particular attention to the protection of the lips, tongue, buccal mucosa 


and of any crowns.  


17. The Psychiatrist will then give the treatment. The patient should then fit and 


this will be timed both with EMG on the cuffed forearm and the EEG.  


18. During the clonic phase of the seizure the measured oxygen saturation should 


not fall below 90%. Manual ventilation with 100% oxygen is quite easily 


achieved in most patients  


19. ECT is accompanied initially by stimulation of the parasympathetic system 


leading to bradycardia, which seldom requires treatment.  However, 


occasionally asystole may occur, particularly in younger patients or individuals 


that have pre-existing cardiac conduction defects, or medications that affect 
conduction, such as beta-blockers. Atropine should always be readily 


available. Glycopyrollate 0.2 - 0.4mg may be given at the time of induction 


particularly in those patients with a previous history of sustained bradycardia 


with ECT.  


20. After the parasympathetic stimulation follows a short period of sympathetic 


stimulation which leads to hypertension and tachycardia.  This is also 


shortlived and does not usually require treatment. Labetalol and metoprolol 


are available in the cupboard if necessary.  


21. Occasionally, particularly during the first session of treatment, for “missed 


seizures” or if the fit length is short, the psychiatrist may ask to give another 


treatment. You must ensure that the patient is still anaesthetised and 


paralysed, so you may need to give top ups of both propofol (30 – 50mg) and 


suxamethonium (10 – 25mg). Beware the second dose of suxamethonium – 


may need atropine pre-treatment.  


22. Once the fit has ceased, remove the bite block and ventilate the patient with 


the bag and mask until spontaneous respiration has returned.  


23. Once the patient is breathing, turn them on their left side or sit them up on the 


trolley and take them into recovery.  


24. Document the drugs used, physiological observations and any problems that 


problems that occurred in the ECT booklet. Prescribe the oxygen for recovery.  


25. A prolonged seizure (duration > 2 minutes) and a tardive seizure (late return 


of seizure activity) may occur. The principles of treatment are to maintain 


oxygenation and to monitor EEG activity. The anaesthetist should be 


prepared to abort the seizure with further doses of anaesthetic agents or 


benzodiazepines.  
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Appendix 3 – Recovery  


  


1. The patient is given oxygen by facemask and the usual monitoring continued.  


  


2. Hypotension can be a problem in recovery. Fluids should be given. The 


patient will not return to the ward until the infusion has finished.  


  


3. Once the patient is awake they will be sat up and given a drink and breakfast.   


Nausea and vomiting do not seem to be a problem in these patients. 


Ondansetron is available if it should be.  


  


4. Patients will remain in the ECT suite until they are fit to go back to the ward, 


for at least two hours for day patients and those travelling back to other 


hospitals.   


  


5. The Anaesthetist must stay in the ECT suite until the patients are at least 


awake and able to drink, and not leave until the ECT staff are happy that the 


patients are sufficiently recovered.  
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Appendix 4 - Special Treatments  


  


Most patients can be treated in the ECT suite in the Ablett Unit. Occasionally, it is not 


safe to perform the treatment in an isolated site. ECT should be carried out in main 


theatres at Glan Clwyd Hospital. Such occasions include: -  


  


1. Depression that is life threatening but there are serious medical problems 


requiring close proximity to ITU or labour ward.  


  


2. The patients are so unwell (e.g. requiring IV fluids) that they are not suitable to be 


admitted to the Ablett Unit.   
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Appendix 5 - ECT Referral Pathway 
 


ECT in North Wales is provided in one centralised site within the Ablett Unit, Glan Clwyd Hospital. 


This takes place on a Monday and Thursday mornings (apart from Bank Holidays when the treatment 


is given on Tuesday). 


This pathway is a general over view to aid teams in referring patients for ECT. 


 


 


 


 


 


 


                                                                          ↓ 


                                                               


Initial information required  
 Patient Name, address, D.o.B. Status  


 Reason for referral 


 Name of Consultant and Care coordinator 


 Any past history of ECT 


 Any medical issues that could affect treatment 


 


                                                               ↓ 
 If the Patient wishes to view the department prior to treatment 


beginning please contact the Lead Nurse / ECT Staff Nurse 


 Instruction will be given re a convenient appointment time for an 


Anaesthetic assessment 


 Request that all current medical notes are obtained and made available 


to the Anaesthetist 


 Obtain up to date bloods, ECG and where indicated chest X-Ray, attach 


all to the notes ready for the Assessment 


 Any other investigations if indicated   


 The patient may receive treatment on the day of the Anaesthetic 


assessment so please keep patient fasted 


                                                                           ↓ 
 Complete Individual Patient Booklet, copies can be sent via email on request 


 Complete Depression Rating scale  


 Complete Cognitive assessment (MoCA) as baseline, if patient noncompliant please 


document in Booklet 


                                                                           ↓ 


 Establish if Patient has capacity to consent – if consenting the Consent form must be 


completed by the referring Consultant Psychiatrist  


 or establish legal framework for treatment 


                                                                          ↓ 


 Arrange transport for each day of treatment 


 Ensure trained staff are always available to accompany the patient 


 Ensure all documentation follows the patient on each occasion including medication chart 


 If the patient elects to receive Treatment as an Outpatient the first treatment must be as an 


inpatient in Ablett, Heddfan or Hergest. 


 If the patient requires a bed within the Ablett unit please contact HHT/Triage 01745 


585484 ext 8397. Gaining a bed is the responsibility of the referring team. 


 


Any further queries re medical problems or concerns including Anaesthesia please contact:- 
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Appendix 6 - ECT Administration Protocol  


Preparing the Patient for Treatment:  


1. Using the ECT Individual Patient Safety Checklist - all staff in attendance will 


discuss current areas of care before the Patient is brought into the treatment room.  


2. The Psychiatrist will then speak to the Patient in a private office where they will 


confirm consent/check M.H.A. documentation, complete Orientation checklist and go 


over any issues the Patient wishes to discuss.  


3. On occasions, staff who are not directly involved with the Patients care (e.g. Medical 


students) will request to observe the procedure, permission for this is always sought 


before the patient is introduced to them.  


4. Encourage the Patient to empty their bladder before treatment begins.  


5. The Patient is shown into the treatment room and introduced to all the team members 


and any other members of staff who are solely there to observe treatment.  


6. Confirm that the Patient is nil by mouth before treatment (water can be drunk up to 


7am on the day of treatment).  


7. Explain the procedure to the Patient, and offer them an opportunity to speak to the 


Anaesthetist about any concerns they might have.  


8. Check any physical health issues with the Patient and postpone treatment if the 


patient is unwell, after discussion with the treating team bearing in mind risks versus 


benefits of treatment.  


9. Ask the Patient to take off their shoes and wristwatch and loosen tight fitting 


belts/clothing.  


10. Ask the Patient to lie or sit on the trolley and offer a blanket for comfort and warmth 


with additional pillows as required.  


11. Carry out blood capillary blood glucose estimations (B.M.) Test if indicated.  


12. The Anaesthetist will check the state of the patient’s teeth and discuss problems with 


the patient.  


13. Ill-fitting dentures should be removed if likely to hinder treatment.  


14. The Lead Nurse will then ask if the Patient is happy to proceed and begin placing on 


electrodes and monitoring along with the O.D.P. ( Operational Department 


Practitioner)   
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Connecting the EEG/EMG Recording electrodes  


Thymatron System 1V  


  


ElectrConnections for - 2   EEG, Red above eye and 
( Mastoid)   
  
  
  
  
  
Electrode connection for - 2   EEG, Red above eye and 
( Mastoid)   
  
Patient ground must –   Gre
lead   
  
Electronnection for 
Brown placed on   
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The red wire should be placed on the forehead, above the eye. It is important not to get the 


connection too close to the eye, or the eye movement during the seizure may cause a false 
reading to be obtained.  


The black wire should be placed on the mastoid of the same ear. In this way a recording of 


the EEG from each side of the brain is archived.  


The green, patient ground wire is placed on the clavicle.  


It is important not to mix channel 1 and 2 (right and left) wires  


  


  


Stimulus Dosing Schedule for the first Session of ECT:  


We try to keep the dosing as low as possible to prevent side effects. To do this, we have to find 
out what the SEIZURE THRESHOLD is (i.e. the minimum dose of electricity that causes a fit to 
occur).  


  


Step one  


Decide which dose to start with.   This is as follows:  


  


 Female Unilateral          -            5%    (LEVEL 1)  


Female Bilateral            -           10%  (LEVEL 2)  


Male Unilateral             -           10%  (LEVEL 3)  


 Male Bilateral                -           15%  (LEVEL 4)  


  


The Patient may have factors that suggest the dose should be increased to the next level  


(But are Not additive)  


- Over 65  


- Concomitant use of Benzodiazepines  


- ECT in the last 3 months  


  


                                                                          ↓  


Step two  


Administer the treatment at the agreed dose,  


When the anaesthetist has confirmed the muscle relaxant is active.  
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                                  ↓  


 


                                                  ↓     


Step four  


                      SEIZURE THRESHOLD DETERMINED  


  


                                                   ↓  


                                                 Step five  


Recommended dose for the next session, which will be the ‘Therapeutic seizure’  


  


BILATERAL ECT       -       ONE LEVEL ABOVE SEIZURE THRESHOLD  


UNILATERAL ECT   -       FOUR LEVELS ABOVE SEIZURE THRESHOLD  


  


  


                                                            Step three   


  


Decide response to treatment. You should see some muscle activity in the body   


Which is usually obvious in the isolated arm? The EEG or EMG Thymatron recording will assist.   


                                                                     


               No Seizure                                                          Seizure   


                        ↓   


               Apply 2 nd   dose        


               One level up   


                        ↓   


                No Seizure.   


                end the session and recommend   


                one level up for next session   
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DUKE UNIVERSITY DOSING SCHEDULE FOR THYMATRON:  


  
LEVEL                                                                           %  


1          FEMALE ULATERAL                             5  


2          FEMALE BILATERAL                                                                                        


            MALE UNLIALERAL  


10  


3          MALE BILATERAL                                                                                          15  


4                                                                                                                                 20  


5                                                                                                                                 30  


6                                                           50  


7                                          70  


8                                        100  


  


Increase by one level if the Patient is over 65 years, on Benzodiazepines or anti-epileptics or ECT administered 


in the last month.   


      Positioning of Electrodes, both Unilateral and Bilateral:  


  


  


  


  


  


E.C.T.  Administration:  
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• When the Anaesthetist has given the approval for treatment to commence.  
• The treating Doctor carefully applies the gelled electrodes maintaining contact by firm pressure.  
• Then checks that the impedance is within range and the correct treatment dose selected.  
• This is cross checked by the treating Nurse,  


  


DOCTOR:       ‘Impedance within range’  


  


NURSE:          ‘Impedance within range’  


  


DOCTOR:       ‘Treat at xxMc’  


  


NURSE:          ‘Treating at xxMc’  


                   


 STUMULUS ADMINISTRED  


  
• Electrodes should be maintained until an adequate seizure has been observed.  
• On no account should the electrodes be removed while the stimulus is being administered, as 


this could lead to burns.  
• Should the treating Doctor wish to terminate the stimulus for any reason he must do so by 


clear verbal instruction to the treating Nurse  


  


DOCTOR:         ‘Stop Stimulus’  


NURSE:            ‘Stimulus Stopped’  


  


  


• The same procedure to be followed for any subsequent stimuli required.  
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The Thymatron System 1V  


SELF TEST  


  


The Thymatron System 1V incorporates an automatic self-test feature that tests the integrity of all circuits. 


When the unit is first powered on, a flashing nonsense symbol first appears for several seconds in 8 


character L.E.D., followed by the flashing message “SELFTEST” for a few seconds, after which a self-test 


confirmation report is printed automatically and the words “NO BASE” appear in the 8 character L.E.D., 


indicating that the baseline EEG collection still has to be accomplished.   (See IMPEDENCE TEST 


procedure in user manual for initiating baseline EEG collection.)  


  


The printed SELF TEST confirmation report will appear on the paper strip.  


  


SAFETY MONITOR CIRCUIT ALARM TEST  


  


The Thymatron System 1V has a special safety monitor circuit test button on the back panel labelled 


“ALARM TEST”. The safety Monitor Circuit can be tested as follows:  


  


1. Turn power to Thymatron System 1V on and connect only the ECT cable.  
2. Set PERCENT ENERGY dial to any setting.  
3. Connect ECT treatment cable banana plugs to 200 OHM test box.  
4. Press and hold down rear panel “ALARM TEST” button while pressing and holding the “TREAT” 


button as if giving a real treatment.  
5. Continue pressing “ALARM TEST” and “TREAT” buttons while the Thymatron System 1V goes 


through the full cycle of stimulus warning signal and stimulus indicator tones, then release both 


buttons.  


  


At the end of the stimulus indicator tone the “SAFETY MONITOR ACTIVAED” front panel indicator light 


will go on and a high-pitched, continuous signal tone will sound until the unit is powered off. This shows’ 


the alarm signal is operating correctly. If the indicator light and alarm signal tone do not occur, do not 


use the unit to treat patients until it has been examined and cleared by authorized biomedical personnel.  
(EBME)  


Please refer to The Thymatron System 1V user Manual for further details on the use of 


The Thymatron System 1V.  
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ECT Individual Patient Safety Checklist  


     


Name:  


Address:  


Date of Birth  


Use patient sticker if available  


     


     □   Have all the team members been introduced by name and role?  


       □   Has there been a team brief before the start of the session  


     


   


     


  DATE:  DATE:  DATE:  DATE:  DATE:  DATE:  


Has the patient identity been confirmed and checked with 


prescription?  


            


Has the procedure been confirmed?              


Laterality                 


Dosing              


Has consent been confirmed?              


Consent form in case notes?              


Assessment of capacity              


MHA Documentation present?              


Does the patient have any known allergies?              


Is there any airway/aspiration risk?              


Nil by mouth              


Dental State/dentures removed              
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Are there any other patient specific concerns?              


ASA Grade change?              


Signature of registered practitioner:              


  


  


   


  Are there any specific concerns for recovery and management of this patient?    Yes/No  
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ECT Machine Check List Record 


The following should be checked prior to each ECT session as recommended 
by the instruction manual. 


Date : Time : 


Machine : Thymatron 1V EBME Number :  


 PASS 


Connected to electrical supply power on/off  


Self-test – Automatic self-test – Feature that tests the integrity of all circuits  


Check all monitoring devices are functioning    


Check cable and handsets  


Impedance test headsets                 OHMS 


 


 Time: 


Machine : Thymatron 1V  (Backup machine) EBME Number :  


                                                                                                                                        PASS 


Connected to electrical supply power on/off  


Self-test – Automatic self-test – Feature that tests the integrity of all circuits  


Check all monitoring devices are functioning    


Check all monitoring devices are functioning    


Impedance test headsets                 OHMS 


Nurse : Doctor : 
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FORMAL 


PATIENT 


S2, S3 or Court 


Order 


Capacity 


assessed by  


Responsible 


Clinician/SOAD 


 


Capacity 


Present 


 


Capacity 


Absent 


→ SOAD confirms 


treatment is 


appropriate 


→ Does not conflict       


with:-  


▪ Advanced Refusal 


▪ Donee 


 


Consents 


 


Refuses 


Form 1 


Form CO4 


Consider 


other 


treatment 


Form CO6 


Form CO5 or Form CO6 


patient under 18 years  


 


(Refer to MHA/ECT Policy) 


 


 


Form CO7 Community 


Patient subject to 


Community Treatment Order  


 


(Refer to MHA/ECT Policy) 


Emergency 


ECT  


S.62 


Capacity 


returns 


Follow 
capacity  


Present 


   Appendix 7A –  
Patient Flow chart for 


Receiving Treatment 
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Appendix 8 - Procedure for Outpatient ECT   


  


The client is to be seen by their Consultant Psychiatrist who then assesses their suitability to 


undergo Electro Convulsive Therapy on an Out-patient basis.  


  


1. The referring team contact the Lead ECT Nurse with the following referral information  


• Patients name , address, D.o.B. and status  


• Reason for referral  


• Name of Consultant and care  Coordinator  


• Ant past history of ECT   


• Any medical issues that could affect treatment.  


2. Consultant/Doctor to ensure the Medical notes along with their Psychiatric case notes 


are obtained, all investigations, bloods, ECG,  X-ray if applicable, full physical and 


assessment of cognition function and depression rating are done and recorded in the 


Patient individual booklet, before the client can be given a date for the pre-treatment 


assessment.  


3. Consultant to ensure the nature of the treatment is explained to the client along with 


risk factors, information literature regarding ECT is available for issue to the client (this 


can be obtained from ECT department). And the Welsh Government Consent form 1 is 


completed prior to treatment commencing.  


 


INFORMAL 


PATIENT 


Capacity 


assessed by  


Responsible 


Clinician 


Consultant/Deputy 


 


Capacity 


Present 


 


Capacity 


Absent 


→ Responsible 


Clinician confirms 


treatment is in Best 
interests 


→ Does not conflict 
with:-       


 


 ▪ Advanced Refusal 


 ▪ Donee 


             


 


Consents 


 


Refuses 


Consent 


Form 


Consider 


other 


treatment 
Form 4 


M.C.A – Mental 


Capacity Act 


 


C.A.D – Court 


Appointed Deputy 


 


 


 


Appendix 7B -  
Formal Patient 


Flow Chart for 


Receiving 


Treatment 
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4. A convenient date will be given for and Anaesthetic assessment. The Anaesthetist will 


assess the client’s suitability for an anaesthetic, address any physical problems and 


explain the anaesthetic procedure.  


5. Advise re fasting (information leaflet available) and taking current medication will be 


given. And where appropriate a date and time will be given for treatment to 


commence.  


6. If the client has not received ECT in this department before they will require remaining 


in a hospital setting with 24hour medical cover for their first treatment only. Gaining a 


bed is the responsibility of the referring team.  


7. All clients receiving ECT as an Out-patient will be required to sign an Out-patients 


discharge form at the start of each treatment session, along with their accompanying 


carer to ensure their safety and wellbeing are adhered to.   


8. The carer is to remain in the department during the treatment process, refreshments 


will be made available.  


9. Arrangements to be made by the Consultant in charge of the patient for his/her 


psychiatric condition to be monitored throughout the treatment process.  


10. The client will be required to remain within the department and monitored for 


approximately 2 hours post treatment, when their condition and fitness to travel will be 


assessed by the Anaesthetist and discharge overseen by the ECT Nurse  


11. A notification letter will be sent to the clients G.P. at the start of the treatment process 


and on completion.  


  


  


  


  


  


  


Appendix 9 – Outpatient GP Notification Letter  
Uned Ablett 
Ysbyty Glan Clwyd 
BODELWYDDAN 
Sir Ddinbych 
LL18 5UJ 
 
Ffon: 01745 585484 
Ffacs: 01745 534343 
Est: 6637 
 


 


 
 


Ablett Unit 
Glan Clwyd Hospital 


BODELWYDDAN 
Denbighshire 


LL18 5UJ 
 


Tel No: 01745 585484 
Fax No: 01745 534343 


Ext: 6637 


 


                               
 
 


 


Date:   
 
Patient:  
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D. O. B.  
 
Address: 
 
 
 
Dear Dr 
 
This letter is to inform you that your patient named above has elected to receive a course of 
ECT (Electro Convulsive Therapy) as an outpatient beginning on the  
 
This treatment will be given twice a week unless otherwise stated and you will be informed 
when treatment has completed. 
 
Your patient has agreed to be accompanied home and supervised for at least 24 hours post 
treatment on each occasion. 
 
Kind Regards 
 
 
 
 
Signed ………………………………                        Designation ……………………….. 


Out Patient ECT  


Out Patient ECT (Patient Copy) As you are receiving 


ECT as an outpatient and to ensure your safety and wellbeing the following must 


be adhered to.  


  


You and the person who is caring for you post ECT treatment will need to sign a 


form each time you receive treatment to confirm that you have read and 


understood the following information. As you will receive a general anaesthetic 


each time you have treatment the following standard precautions apply.  


You must:-  


• Be in the company of a responsible adult for 24hours following your 


treatment  


• Be accompanied home  


• Not operate machinery or appliances for 24 hours  
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• Not to be left in the sole charge of young children for 24 hours  


• Not to sign any legal documents or make any important decisions for 24 


hours  


• Not to consume alcohol for 24 hours  


• Take DVLA advice on driving whilst receiving treatment for your mental 


health problem ( your psychiatrist should inform you of this)  


• If you feel unwell once you have returned home please contact either the 


ECT Team on 01745 585484 ext 6637 or your GP.   


  


  


  


  


  


  


  


 


  


  
                        OUT PATIENT E.C.T.  


  


 Discharge Form (To be retained in case notes)  


  


I (Name)  


  


 


Of (Address)  


  


  


 


  


As I am receiving Electro Convulsive Therapy (E.C.T.) as an Out-Patient I 


confirm that I:-  
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• Will be in the company of a responsible adult for 24 hours following treatment  


• Will be accompanied home  


• Will not operate machinery or appliances for 24 hours  


• Will not be left in the sole charge of young children for 24 hours  


• Will not sign any legal documents or make any important decisions for 24 hours  


• Will not to consume alcohol for 24 hours  


• Will take DVLA advice on driving whilst receiving treatment (your Consultant 


Psychiatrist should inform you of this)  


  


 I have been given an information leaflet relating to receiving E.C.T. as an 


outpatient.  


  


Patient  


Signature: __________________ _______ Date:__ ____________________  


  


Doctor/Nurse Signature:       __________________________       Date:   


(Please print name)         _________________________________  
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Treatment 1 
 
I confirm that I have read and understood the guidelines 
 
Date 
 
Patient …………………………………………………………………………… 
 
Carer ……………………………………………………………………………... 
 
 
Treatment 2 
 
I confirm that I have read and understood the guidelines 
 
Date 
 
Patient …………………………………………………………………………… 
 
Carer ……………………………………………………………………………... 
 
 
Treatment 3 
 
I confirm that I have read and understood the guidelines 
 
Date 
 
Patient …………………………………………………………………………… 
 
Carer ……………………………………………………………………………... 
 
 
Treatment 4 
 
I confirm that I have read and understood the guidelines 
 
Date 
 







  


  


I confirm that I have read and understood the guidelines  


  


Date  
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Treatment 5 
 
I confirm that I have read and understood the guidelines 
 
Date 
 
Patient …………………………………………………………………………… 
 
Carer ……………………………………………………………………………... 
 
 
Treatment 6 
 
I confirm that I have read and understood the guidelines 
 
Date 
 
Patient …………………………………………………………………………… 
 
Carer ……………………………………………………………………………... 
 
 
Treatment 7 
 
I confirm that I have read and understood the guidelines 
 
Date 
 
Patient …………………………………………………………………………… 
 
Carer ……………………………………………………………………………... 
 
 
Treatment 8 
 
I confirm that I have read and understood the guidelines 
 
Date 







  


  


I confirm that I have read and understood the guidelines  


  


Date  
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Patient …………………………………………………………………………… 
 
Carer ……………………………………………………………………………... 
 


Treatment 9 


 


I confirm that I have read and understood the guidelines 


 


Date 


 


Patient …………………………………………………………………………… 


 


Carer 


……………………………………………………………………………... 


 


 


Treatment 10 


 


I confirm that I have read and understood the guidelines 


 


Date 


 


Patient …………………………………………………………………………… 


 


Carer 


……………………………………………………………………………... 


 


Treatment 11 


 


I confirm that I have read and understood the guidelines 


 


Date 


 


Patient …………………………………………………………………………… 







  


  


I confirm that I have read and understood the guidelines  


  


Date  
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Carer 


……………………………………………………………………………... 


 


Treatment 12 


 


I confirm that I have read and understood the guidelines 


 


Date 


 


Patient …………………………………………………………………………… 


 


Carer
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Appendix 10 - Discharge criteria  
 
OUTPATIENT/ DAY PATIENTS FROM OTHER HOSPITALS (To be completed 


prior to each discharge) 


 


Discharge criteria – must be YES to each point     √ = Yes       x = No        N/A = not 


applicable 


 SESSIONS             


1 Has stable BP and pulse?             


2 Can breathe comfortably and looks of a normal 


colour? 


            


3 Can swallow and cough?             


4 Is orientated in time and place?             


5 Has passed urine?             


6 Has minimal or no pain e.g. headache, muscle 


ache? 


            


7 IV Cannula removed – site satisfactory?             


8 Has had something to eat?             


9 Has minimal nausea and is not being sick?             


10 Can walk without feeling faint?             


11 Feels well enough to go home?             


  


12 


Has their GP and Care Team informed?  


( Outpatients only ) 


            


13 Is the patient an outpatient- if so, have the 


arrangements been  


Confirmed with their carer 


  


 
          


14 Has someone to take them home? 


 Own transport (relative/carer) 


 Hospital Transport 


 Ambulance  


 


 


 


 


 


 


 


 


          


15 Knows when to come back for next treatment or 


assessment? 


 


 


           


16 Has a contact number been given in case further 


information required? 


 


 


 


 
          


17 Patient valuables returned – if applicable?             


18 Patient has been assessed by Psychiatric Team or 


Doctor? 


 


 


           


19 I confirm that these discharge criteria have been 


met and that the                                 


Patient can go home.                         Signature : 


  
          


20 
Time of discharge? 
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Taflen Wybodaeth i Gleifion a’u 


gofalwyr am ECT Cleifion Allanol 


  


Information Leaflet for Patients and 
their carers for Outpatient ECT 


 
 
Rydych chi, eich teulu a’ch tîm triniaeth 
wedi penderfynu y byddai ECT Cleifion 
Allanol yn eich helpu.  
 
Mae ECT yn golygu cael anaesthetig 
cyffredinol.  Felly mae’n bwysig iawn eich 
bod yn dilyn y pwyntiau canlynol: 
 
1. Gwnewch yn siŵr na fyddwch yn bwyta 


dim o hanner nos ymlaen ar y noson 
cyn triniaeth. Cewch yfed dŵr hyd at 
7.00am ar ddiwrnod y driniaeth. 


 
 
2. Gwnewch yn siŵr bod unigolyn cyfrifol 


ar gael i fynd â chi i Ysbyty Glan Clwyd 
am y driniaeth, a’i fod yn gallu aros yn 
yr adran gyda chi. 


 
3. Gwnewch yn siŵr bod unigolyn cyfrifol 


ar gael a fydd yn gallu aros gyda chi 
am 24 awr ar ôl y driniaeth (rhag ofn i 
chi syrthio) 


 
 
4. Fel arfer mae’n cymryd 2 awr cyn y 


byddwch yn teimlo’n barod i adael yr 
ysbyty. Bydd doctor yn eich gweld cyn i 
chi fynd. Mae’r broses gyfan yn cymryd 
tua 3 awr. 


 
5. Ni ddylech yrru trwy gydol y cyfnod y 


byddwch yn derbyn ECT (tua 6 
wythnos).  


 
6. Ni ddylech ddefnyddio peiriannau trwm 


am 24 awr. 
 
7. Ni ddylech lofnodi unrhyw ddogfen 


gyfreithiol 


  
 
You, your family and your treating team 
have decided that outpatient ECT would be 
helpful for you. 
 
ECT involves being given a general 
anaesthetic. Therefore, it is very important 
that the following points are followed: 
 
1. Make sure that the night before 


treatment you have nothing to eat from 
midnight. You can drink water up to 
7am on the day of treatment. 


 
2. Make sure that you have a responsible 


adult to take you to Glan Clwyd Hospital 
for the treatment, and are able to 
remain in the department with you. 


 
3. Please ensure you have a responsible 


adult that will be able to stay with you 
for 24 hours following treatment (risk of 
falls) 


 
4. It usually takes 2 hours before you will 


feel ready to leave the hospital. A 
doctor will see you before you go. The 
whole process takes about 3 hours. 


 
5. You should not drive throughout the 


period of time you are having ECT 
(about 6 weeks). 


 
6. You should not operate any heavy 


machinery for 24 hours 
 
7. You should not sign any legally binding 


documents 
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Appendix 11 – Outpatient 
Information Leaflet 
 
Yn ystod cyfnod eich triniaeth, dylech chi 
a’ch teulu fod yn ymwybodol o 
anawsterau a allai godi; 
 
1. Efallai, i ddechrau, y byddwch yn 


teimlo’n waeth o ran eich hwyliau.  
Mae’n bwysig bod cyfle i chi siarad 
â’ch cydlynydd gofal yn wythnosol i 
fonitro unrhyw anawsterau. 


 
2. Efallai y byddwch yn cael anawsterau 


cof byrdymor; gall hyn bara am 3 mis 
ond bydd yn gwella'n raddol. Rhowch 
wybod i’ch cydlynydd gofal os bydd 
yn gwaethygu; efallai y bydd angen 
addasu’r driniaeth ECT. 


 
3. Efallai y byddwch yn teimlo'n swrth ac 


â phoenau yn gyffredinol; mae hyn yn 
gyffredin iawn ac mae’n sgil effaith i’r 
ymlaciwr cyhyrol.  


 
Os bydd unrhyw broblem neu gwestiwn 
yn codi efallai y bydd angen i chi gysylltu 
â rhywun yn y tîm triniaeth. Yr unigolyn 
cyntaf i gysylltu ag ef yw eich cydlynydd 
gofal. Fodd bynnag, os na fydd ar gael, 
neu y bydd angen i chi siarad â’r Tîm 
ECT (e.e. os bydd angen i chi ganslo 
sesiwn), mae’r rhifau cyswllt isod: 


 


 
 
 
 
During the course of your treatment, you 
and your family need to be aware of 
difficulties that may arise; 
 
1. You may initially feel worse in your 


mood. It is important you have the 
opportunity to speak to your care 
coordinator on a weekly basis to 
monitor any difficulties 


 
2. You may experience short term 


memory difficulties; these can last for 3 
months but improve gradually. Let your 
care coordinator know if it is getting 
worse; it may be that the ECT treatment 
will need to be modified. 


 
 
3. You may feel generally lethargic and 


achy; this is very common and is a side 
effect of the muscle relaxant. 


 
 
If any problems or questions arise you may 
need to contact someone in the treating 
team. The first person to contact is your 
care coordinator. However, if they are 
unavailable, or you need to speak to the 
ECT Team     (e.g., if you need to cancel a 
session), the numbers are printed below: 
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