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Objective: Pharmacological treatments for certain psychiatric disorders in young people are
often ineffective and may cause major side effects; thus, it is important to investigate other
treatments. This article reviews the literature on the efficacy and safety of ECT in this age
group and examines the evidence for the suggestion that it may be used inappropriately.
Method: All studies published in English and other languages on the use of ECT in persons
18 years of age or younger were obtained. The reports were systematically reviewed and rated
according to the quality of the information in several domains, yielding an overall quality score
for each study. Individual cases from each report were then examined and grouped according
to diagnosis and response to ECT. Results: Sixty reports describing ECT in 396 patients were
identified; most (63%) were single case reports. The overall quality was poor but improved
in the more recent studies. There were no controlled trials. Rates of improvement across studies
were 63% for depression, 80% for mania, 42% for schizophrenia, and 80% for catatonia.
Serious complications were very rare, whereas minor, transient side effects appeared common.
Conclusions: ECT in the young seems similar in effectiveness and side effects to ECT in adults.
However, this conclusion is qualified by the lack of systematic evidence. More research and
education of professionals and the public are needed. It is suggested that ECT registers be set
up, that surveys and controlled trials be conducted, and that seizure thresholds, the optimal
anesthetic, effects of concurrent medications, and cognitive consequences of ECT in the young
be investigated.
 (Am J Psychiatry 1997; 154:595–602)

T here are several reasons for examining the use of
ECT in young people. First, there is burgeoning in-

terest in ECT, particularly in its application in the young
(1, 2). Second, it is necessary to have information in order
to accept or reject the criticisms of those who condemn
or wish to ban the procedure for this age group (3, 4).
Third, disorders that may potentially benefit from ECT
are common, handicapping, and often resistant to alter-
native treatments. For example, depression in children
and adolescents may be increasing in prevalence (5), it
causes substantial morbidity and mortality (6), and it fre-
quently does not improve with traditional antidepres-

sants (7, 8). Finally, psychotropic drugs can produce se-
vere side effects, and there is often a lag before the onset
of action.

The indications for, efficacy of, and unwanted effects
of ECT in adults have been subjects of intense study and
scrutiny. There is good evidence that ECT is effective in
the treatment of a variety of disorders and is a safe pro-
cedure, even in elderly, frail, or physically ill patients (9,
10). However, results obtained with adults are not nec-
essarily applicable to children and adolescents, as expe-
rience with tricyclic antidepressants has shown (7, 8).

Is the reluctance to use ECT in young people justified?
Are we irrationally depriving our young patients of an
effective and safe treatment, or would we be exposing
them to a futile and risky procedure? The aim of this
study was to answer these questions by conducting a sys-
tematic review of the literature on the use, efficacy, and
unwanted effects of ECT in patients aged 18 years or
younger. While there have been previous reviews (e.g.,
reference 11), they were not comprehensive, and a num-
ber of new studies have been published in the last few
years.
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HISTORICAL NOTE

In April 1942, in the midst of the German occupa-
tion, Georges Heuyer and his colleagues (12) reported
to the Société Médico-Psychologique of Paris the posi-
tive effects of ECT in two teenagers. The following
year, Heuyer et al. (13) reported on a series of 40 chil-
dren and adolescents with a variety of conditions who
had been treated with the new procedure. They con-
cluded that ECT was safe for this age group and that it
was effective in the treatment of melancholia, less con-
sistently successful in the treatment of mania, and not
beneficial in the treatment of schizophrenia. The first
mention of a child treated with ECT (a 3-year-old with
epilepsy) had occurred in 1941 (14).

Effective treatments for mental disorders in children
and adolescents were few in the 1940s. It is not surprising
that psychiatrists were keen to embrace a new therapy.
For example, in 1947 Lauretta Bender (15) reported on
the efficacy of ECT in a series of 98 children under the
age of 12 years treated at Bellevue Hospital in New York.
She had diagnosed them as suffering from “childhood
schizophrenia” (it is unlikely that many would have met
current criteria for schizophrenia; the majority probably
had disruptive behavior or developmental disorders
[16]). The children received courses of 20 daily unmodi-
fied ECTs. Bender observed a “positive change in behav-
ior following treatment” in all but two or three of them.
At the same time she recognized that “remissions such as
are seen in adults occurred in only a few children.”

Despite these encouraging early results reported in
France and the United States, there are suggestions that
the use of ECT in young patients then diminished. Such
decline was probably due to apprehension about possi-
ble harmful effects (17, 18) as well as to the advent of
psychotropic drugs. ECT for children and adolescents
became a “controversial treatment” (19) of “last re-
sort” (20). There have been moves recently in England
to prohibit ECT for this age group (3), while ECT has
been outlawed for various groups of young people in
several states in the United States (21).

QUALITY OF THE EVIDENCE

In order to focus on the use of ECT in children and
adolescents, as opposed to adults, we chose a conserva-
tive cutoff age of 18 years. Systematic searches of medi-
cal and psychological databases (including publications
in English and in other languages), reports quoted by
other writers, and manual searches up to March 1996
yielded 60 reports (11–13, 15, 17–72) describing 396
patients. Works in which individuals younger than 19
years could not be identified (e.g., reference 73) were
excluded. Publications in languages other than English
were translated into English; eight were in French (12,
13, 22–27), four in German (28–31), and one in Polish
(32). Restricting the scope of the review to studies pub-
lished in English (11, 15, 17–21, 33–72) would have
resulted in a considerable loss of information.

The largest series were those described in the 1940s
by Bender (15) and Heuyer et al. (13), with 98 and 40
cases, respectively. However, the vast majority of re-
ports were either of single cases (N=38, 63%) (not all
of these were single case reports; occasionally, a single
case could be extracted from other series) or small, an-
ecdotal collections of cases (N=9, 15%). The largest re-
cent series had 28 cases (60).

The quality of the reports was evaluated independ-
ently by each author, and the independent ratings were
then compared. When there was disagreement, re-
ports were jointly reexamined and consensus was
reached. Aspects rated included the following: whether
gender and age were given; the system used for case
detection; diagnostic information; whether previous
and concurrent treatments were described; whether
electrode position and number and frequency of treat-
ments were mentioned; and whether unwanted effects,
immediate results, and longer-term outcome were re-
ported. A quality score was obtained by adding up the
ratings on these variables. The maximum possible score
was 20.

Overall, the quality of the reports was poor (mean
score=8.9, SD=3.2, range=2–17); there were no con-
trolled studies. The closest to a controlled study was the
work by Kutcher and Robertson (56), which compared
the outcome of a group of 16 patients (nine of them 19
years of age or older) who received ECT with the out-
come of six patients who refused. This is also the only
study that used a structured diagnostic interview.

Almost one-half of the studies (43%, N=26) provided
no diagnosis, or there was insufficient information on
symptoms to make a diagnosis. Previous and concur-
rent treatments were not indicated in 23% (N=14) and
68% (N=41), respectively. Electrode position and num-
ber and frequency of ECTs were not mentioned in 62%
(N=37), 20% (N=12), and 72% (N=43), respectively.
Unwanted effects were not reported in 63% (N=38).
Short-term outcome was poorly described in 35%
(N=21), while information on longer-term outcome (6
or more months after ECT) was provided in less than
one-half (42%, N=25) of the studies. Only two reports
(45, 56) used quantitative measures of outcome.

To examine the quality of the studies over time, we
divided the reports into those published before DSM-III
and those published after. Studies published after 1980
had higher scores for quality (mean=9.9, SD=2.9, ver-
sus mean=7.5, SD=3.2; t=3.06, df=58, p=0.003) and
were more likely than earlier studies to supply better
diagnostic information, to describe electrode place-
ment, and to mention unwanted effects in more detail.

COLLATION OF INDIVIDUAL CASES

All individuals for whom there was sufficient informa-
tion about diagnosis and outcome were coded in order to
examine the response to ECT across reports. Patients
from 15 studies (13, 15, 23, 25, 28, 30, 35, 38, 41, 44–
46, 48, 57, 60) were excluded because diagnosis or out-
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come was not described or could not be identified indi-
vidually. Information about diagnosis and outcome was
available for 39% (N=154) of the 396 reported cases.

Among the 98 patients for whom age was specified,
the mean age was 15.4 years (SD=2.2). The youngest
patient was 7 years old, and only five were younger
than 12 years. About one-half (47%, N=55) of the 118
subjects whose gender was known were female. By con-
trast, female adults are more likely than male adults to
be treated with ECT (74). This disparity is consistent
with the smaller gender imbalance for mood disorders
during childhood and adolescence.

Treatment prior to ECT was described for 57 patients;
35% (N=20) had courses of both antipsychotic and anti-
depressant drugs, 9% (N=5) received antidepressants
alone, 26% (N=15) received antipsychotics alone, and
the rest had other treatments or a combination of treat-
ments. The reasons for using ECT were given for 57 in-
dividuals; failure to respond to other treatments together
with severity of symptoms were the most common
(92%). Seeking a second opinion before the administra-
tion of ECT was mentioned for 11 patients.

The number of ECTs was given for 95 individuals.
The mean of 9.6 (SD=4.9, range=1–23) is similar to
what has been reported for adults (75, 76).

When electrode position was mentioned (61 patients),
38% (N=23) had unilateral and 48% (N=29) bilateral
electrode placement; a further 15% (N=9) had both. EEG
monitoring of seizures was used in 38 cases from four
studies (21, 49, 50, 67). The technique of “stimulus dos-
ing” (77) was not mentioned in recent reports.

EFFECTIVENESS

The proportions of patients, according to diagnosis,
who benefited from ECT are presented in table 1. Reli-
ability of diagnosis was not reported in any of the stud-

ies. Cases in which there was clear evidence of bipolar
disorder were included in two groups, the bipolar
group and the depressed or manic group. To examine
specifically the effectiveness of ECT in patients with
catatonic symptoms (78), subjects with those symp-
toms (e.g., stupor) were included in a separate group
(catatonia) irrespective of whether they had an affec-
tive, schizophrenic, or organic diagnosis. Twenty
(24%) of the 85 patients in whom comorbidity could
be ascertained had comorbid mental disorders, while
13 (15%) of the 85 had a comorbid physical illness.

Response to treatment was almost invariably de-
scribed in an impressionistic, not quantitative, way.
Consequently, we conservatively divided immediate
outcome into two categories: patients who showed
marked improvement or recovery and those who did
not. This required a degree of inference in some cases.
We divided outcome at 6 months into groups of pa-
tients who were described as functioning near or at the
premorbid level and those who were not. Interpreta-
tion of these results warrants caution, for it is possible
that published cases, especially single case studies, are
biased.

Overall, 53% (N=81) of the 154 patients for whom
data on diagnosis and outcome were available showed
marked improvement or remission of symptoms by the
end of the course of ECT. If those who had a mild or
moderate response are also counted, the proportion
who benefited increases to 67%. The results presented
in table 1 are broadly similar to those described for
adult patients. For example, Mukherjee et al. (79)
showed a marked improvement in mania of 80% across
studies of ECT. These data also suggest that ECT in this
age group is comparatively less effective for schizophre-
nia than for mood disorders. The main incongruence
with data on adults (80) refers to psychotic depression:
table 1 shows a lower response rate than that for other
types of mood disorder and similar to that for schizo-

TABLE 1. Initial Response to ECT and Longer-Term Outcome in Young Patients Described in the Literature, by Diagnosis

Immediately After ECT 6 Months After ECTa

Number
of Patients

Patients With
Remission or Marked

Improvement
Number

of Patients

Patients With
Good Functioning

Diagnosis N % N %

Depression  40 25 63 18 13 72
Major  26 19 73 14 11 79
Psychotic  14  6 43  4  2 50

Manic episode  20 16 80 10  8 80
Bipolar disorderb  51 37 73 24 17 71
Schizophrenia  36 15 42 10  1 10
Schizoaffective disorder   2  1 50 — — —
Catatoniac  24 18 75 13  6 46
Neuroleptic malignant syndrome   4  2 50  2  1 50
Other disorders  28  4 14  6  2 33
Totald 154 81 53 59 31 53

aMost patients had other treatments after ECT.
bIncludes manic, depressed, and catatonic.
cIncludes mood disorder with catatonic features, catatonic schizophrenia, and catatonia associated with physical illness.
dExcludes bipolar disorder.
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phrenia. This may reflect difficulties in distinguishing
between psychotic depression and schizophrenia in
adolescents.

When all disorders were combined, there were no
differences in the rates of improvement according to
electrode placement (unilateral versus bilateral), age
(younger [<16 years] versus older), or whether there
was comorbidity. Cases from reports published after
1980 showed higher rates of response than earlier ones.

There was information in 22 cases about when im-
provement was first observed. This generally occurred
early in the course of treatments, but in some cases it
took up to 10 treatments (mean=3.7, SD=2.4, range=
1–10).

ADVERSE EVENTS

When we examined adverse events, all 60 reports
were considered. No fatalities among the young as a
consequence of ECT have been described. A 16-year-
old girl with neuroleptic malignant syndrome and a stu-
porous state had eight ECTs without improvement
(55). She died of cardiac failure 10 days after the last
treatment. Her death is likely to have been due to the
continued administration of neuroleptic medication in
spite of her neuroleptic malignant syndrome.

Earlier studies that tended to use a large number of
treatments or very frequent ECTs did not report long-
term problems. For example, Bauer (17) noted the case
of a 15-year-old girl with schizophrenia who received
200 ECTs in 1 year. Heuyer et al. (25) described a 16-
year-old girl diagnosed as suffering from dementia
praecox who was treated with 15 unmodified ECTs in
3 days. She developed an organic brain syndrome, with
an abnormal EEG, which subsided over a period of 3
weeks.

The presence of physical illness does not appear to be
a contraindication for ECT in most cases. Mansheim
(59) described a patient with meningomyelocele, hydro-
cephalus with functioning shunt, and seizures who tol-
erated ECT well. Schneekloth et al. (67) reported on a
patient with a kidney transplant who had no harmful
effects from ECT. Warren et al. (70) described an indi-
vidual with major depression and comorbid Down’s
syndrome who showed no unwanted effects.

Bender (15) reported one case of a fractured vertebra.
This occurred before the introduction of modified ECT
with muscle relaxants. Five patients were reported to
have ended the course of ECT prematurely because of
side effects (21, 26, 29, 30, 68). These included a de-
pressed teenager who underwent a switch to mania af-
ter five ECTs (26); two whose treatment was discontin-
ued because of increasing agitation (30, 68); one who
showed marked confusion after two treatments (29);
and an 18-year-old female patient with bipolar disorder
who developed neuroleptic malignant syndrome fol-
lowing one ECT, after which the course was terminated
(21). She had been given droperidol before and after
ECT (F.N. Moise, personal communication).

Seizures

Prolonged seizures induced by ECT (lasting more than
180 seconds) (81) and post-ECT seizures have been de-
scribed. Guttmacher and Cretella (49) reported pro-
longed convulsions in three cases. Two of these patients
were taking concurrent medication (one was taking des-
ipramine and one trifluoperazine). The third adolescent
suffered from Tourette’s disorder and pervasive develop-
mental disorder and had had a seizure at the age of 11
years. Ghaziuddin et al. (45) also reported prolonged sei-
zures in five of seven cases. However, details such as the
actual length of the convulsion, whether the patients were
taking concurrent medication, history of seizures, etc.
were not given. Prolonged seizures were described in an-
other three patients (2%) out of 142 treatments (21). It
is not known whether they had concurrent medication.

Bender (15) reported one case of post-ECT seizures in
a child who had had a convulsion at the age of 18
months. It is noteworthy that most (72%) of the children
she described had abnormal EEGs prior to ECT. The
EEG had worsened in only one of the 22 patients tested
6 months later (this was a child with petit mal before
ECT), while the EEG had improved in eight (36%). Post-
ECT seizures were described in another three patients
(45, 63, 67). One of them, a mentally retarded boy, de-
veloped a nonconvulsive status epilepticus following the
ninth ECT (63). He was also taking neuroleptics.

Although there is concern that the seizure threshold
may be lower in children and adolescents (1), the evi-
dence that young people are particularly at risk of hav-
ing lengthy convulsions or of developing post-ECT sei-
zures is not persuasive. The rate of lengthy seizures in
the young does not seem to be greater than the rate of
1.1% cited for adults (82).

Other Adverse Events

Overall, the most common complaint was headache,
reported in 16 cases. Subjective memory loss was de-
scribed in nine patients (19, 26, 29, 39, 40) and manic
symptoms in seven (23, 26, 29, 34, 62). Disinhibition
was described in two subjects (40, 68) and hemifacial
flushing in one (52).

The frequency of side effects was higher in recent
studies that examined them systematically. Paillère-
Martinot et al. (26) reported mild side effects in seven
(78%) of nine patients, while Ghaziuddin et al. (45) re-
ported headaches in their entire group. Kutcher and
Robertson (56) reported mild, transient side effects fol-
lowing 28% of ECTs: headache, 15%; confusion, 5%;
agitation, 3%; hypomanic symptoms, 2%; subjective
memory loss, 2%; and vomiting, 1%. This suggests that
minor, transient side effects have often been underre-
ported or overlooked.

Cognitive Functioning

Cognitive functioning before and after ECT was sel-
dom alluded to. The reason sometimes given was that

ECT USE IN YOUNG PEOPLE

598 Am J Psychiatry 154:5, May 1997



children were too sick to undergo psychometric tests.
Unfortunately, too, the few studies that have formally
assessed cognitive functioning after ECT were con-
ducted in the 1940s and 1950s (15, 83–85). Neverthe-
less, they reported no permanent ill effects. Bender (15)
carried out “extensive psychometric examination . . .
before shock, immediately following shock and at inter-
vals thereafter whenever possible.” Her data show no
evidence of “a lasting effect on intellectual function-
ing.” In another study (84), children were asked to draw
human figures and perform the “visual motor gestalt
test” before and after ECT. The abnormalities that oc-
curred lasted up to 6 hours after each daily ECT and
increased throughout the course, but they cleared ap-
proximately 36 hours after the last treatment. Using a
battery of tests, Des Lauriers and Halpern (83) found
that after ECT, children and adolescents showed a slight
increase in IQ and greater ability to concentrate but no
change in reasoning or judgment. Another study (85)
reported that intellectual “efficiency” was reduced im-
mediately after a course of treatment but recovered at
follow-up 5–27 months later. Six individuals in other
studies (12, 25, 26, 29) developed an organic brain syn-
drome that resolved quickly after cessation of treatment.

Overall, adverse events appear similar in type and fre-
quency to those described for adults. Because the litera-
ture has limitations, it is not certain that more serious
adverse events did not occur. Also, side effects were
often not commented upon and were seldom scruti-
nized systematically.

USE AND MISUSE OF ECT

It was estimated that approximately 500 (1.5%) of
33,384 patients who received ECT in the United States in
1980 were in the 11- to 20-year age range (86). On aver-
age, eight patients under the age of 18 received ECT each
year in California in 1977–1983, 0.3% of all persons
treated with ECT during those 7 years (87). Over 12
years, 22 patients aged 16–19 were treated with ECT at
the University Hospital, Stony Brook, N.Y. (1). Five pa-
tients (all female and aged 17 years) were given ECT in
Edinburgh between 1982 and 1992 (41), while ECT was
used for adolescents three times in 10 years at Bethlem
Hospital in London (88). Seven adolescents aged 15–18
years received ECT at the Hôpital de la Salpêtrière in
Paris between 1986 and 1988 (26). No patient younger
than 19 years was given ECT at an acute unit in Sydney,
Australia, between 1982 and 1988 (76). Therefore, rates
of ECT use in young people are low.

These findings are consistent with results of practice
surveys. All psychiatrists working in psychiatric facili-
ties in New York reported occasionally treating adoles-
cent patients with ECT (89). Of 433 British psychia-
trists surveyed, 31 (7%) had used this treatment in
patients younger than 16 (90). Lower age limits are set
by certain hospitals and governments (21). For exam-
ple, ECT was not administered to children under the
age of 16 in the former Soviet Union (91).

Although concerns have been expressed about inap-
propriate use of ECT in young people (3, 4) there is
little systematic information to help determine whether
such practices actually exist. When the very early stud-
ies, which do not reflect current practice, are excluded,
it can be inferred that ECT is hardly ever used to treat
prepubertal children and very rarely to treat adoles-
cents. When administered, it is almost always after
other treatments have failed and when the patient’s
symptoms are very incapacitating or life-threatening.
That is, ECT is used almost exclusively as a treatment
of last resort. Bearing in mind the severity and complex-
ity of illness of the patients treated with ECT and the
mild, transient nature of most adverse events, a rate of
improvement across disorders of 67% (or 53% if only
marked improvement or complete remission is counted)
is more than heartening. If anything, the collective data
suggest that ECT may be underutilized.

These conclusions should be tempered by the fact that
we do not know whether the published cases are biased;
that is, cases in which there was poor response or severe
adverse events might have been less likely to be re-
ported. However, the results of a recent survey (unpub-
lished work of Walter and Rey) suggest that published
reports, as a whole, actually reflect what happens in
practice (at least in Australia). In that study, all persons
aged 18 years or under who received ECT between
1990 and 1996 in the Australian state of New South
Wales were identified. Forty-two patients had a total
of 49 courses comprising 450 ECTs, about 1% of all
treatments. The youngest patients were 14 years old.
Marked improvement or resolution of symptoms oc-
curred in one-half of the completed courses. Side effects
were mild and transient. Prolonged seizures occurred in
0.4% of the treatments.

DIRECTIONS FOR RESEARCH

It is evident that our knowledge about ECT in chil-
dren and adolescents is deficient. Given the scarcity of
studies, funding agencies and clinicians must give more
priority to ECT research. Randomized, controlled trials
of ECT versus sham ECT are needed to show conclu-
sively whether ECT is effective or not in this age group.
While serious ethical arguments to prevent such trials
are lacking (1, 8), public opinion may impede that re-
search. Fortunately, alternatives that will also increase
our knowledge are available. For example, it would be
valuable to compare the outcome of youngsters who
undergo ECT with that of others who refuse or do not
receive ECT, to confirm and extend the results reported
by Kutcher and Robertson (56). These authors found
that the hospital stay was shorter for patients who re-
ceived ECT; use of ECT also more than halved the cost
of treatment. Long-term follow-up of these patients
may clarify whether ECT influences the course of the
illness (11). If so, this may be relevant, since early onset
appears to be associated with a worse course in some
disorders (92).
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Epidemiological information on the use of ECT is
also necessary to show whether published reports are
biased. Setting up registers to collect systematic data
about ECT in the young could provide this information
at low cost. Such registers could also be used to monitor
adverse events and standards of practice.

Increasing our knowledge about the seizure thresh-
old in children and adolescents should be a priority
because of both the suggestion that these patients may
be more likely to experience prolonged seizures and
concerns about post-ECT seizures. Whether propofol
results in shorter seizures (93) in young people than do
other induction agents is also worth studying, as are
the structural and psychometric effects of ECT. Fi-
nally, it is necessary that the quality of the published
reports be improved.

IMPLICATIONS FOR EDUCATION
AND CLINICAL PRACTICE

ECT should be used with caution in young people
because of the relative lack of knowledge. However, it
may also be overlooked as a treatment alternative (2,
78). Although a detailed discussion is beyond the scope
of this review, it is worth speculating about why sec-
tions of the psychiatric profession and the community
oppose the use of ECT in the young. One reason may
be an antipathy toward ECT generally. This, in turn,
has many determinants (94). The fear of adverse effects
of ECT on the developing brain and the assumption
that children and adolescents cannot fully under-
stand—and thus cannot properly consent to—the treat-
ment are often mentioned. Lack of knowledge of, or
familiarity with, the procedure, particularly in the case
of child psychiatrists, may also contribute to a negative
perception of ECT. This is not surprising because of the
low rates of utilization and the paucity of reports and
because ECT is often ignored in textbooks on child and
adolescent psychiatry (e.g., reference 95). Preliminary
results of a survey of the majority (83%) of Australian
and New Zealand child and adolescent psychiatrists
(unpublished work of Walter et al.) showed that 40%
rated themselves as having no knowledge or negligible
knowledge about ECT in the young, and only 31% had
first-hand experience of it.

The American Psychiatric Association offers guide-
lines for the use of ECT in the young (81). Similar
guidelines have been published recently by the Royal
College of Psychiatrists (96). Other psychiatric associa-
tions should follow this lead.

Because of reports of increased length of seizure and
post-ECT convulsions, clinicians are advised to stop all
nonessential medications while administering ECT.
Concurrent medications are used often and may be re-
sponsible for many of the adverse events. There is a case
for determining the seizure threshold, for EEG monitor-
ing, and possibly for EEG examinations before and af-
ter a course of ECT. Psychometric assessment before
and some time after ECT would also be valuable.

Finally, consent issues require particular attention
(81, 96). The parents and the child should be involved
whenever possible and should be given adequate infor-
mation. The opportunity to discuss ECT with other
young people who have received it may be helpful (56).

CONCLUSIONS

“On February 10, 1977, electroconvulsive treatment
was administered for the first time to a 16-year-old fe-
male who had not eaten, spoken or walked unaided for
the past four months . . . . The first treatment produced
an unclinching of the fists . . . . The second treatment
produced consumption of small amounts of fluid . . . .
The fifth was productive of eating and talking normally
. . . . She was allowed to go home two days after the last
treatment and for the past three months has been get-
ting along nicely and doing all things previously done
in a satisfactory fashion.” This account by Perkins and
Tanaka (18) of the dramatic effect of seven ECTs is
hardly unique but illustrates vividly why we need to learn
more about this treatment. It is sobering that our knowl-
edge has grown so little beyond that which Heuyer and
his colleagues acquired half a century ago (13).
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