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removal should be arranged as early as possible after
diagnosis.'0 The operative mortality is low except in cases
where the myxoma was not diagnosed preoperatively.
Recurrence is rare1' but should be suspected if the original
symptoms return, especially within the first four years after
surgery, and all patients treated successfully should be
screened regularly by echocardiography.
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Effects of electric convulsion
therapy
After 40 years electric convulsion therapy (ECT) continues to
excite controversy. Several state or provincial governments in
North America and Europe have been asked to ban ECT and a
few have introduced legislation seriously to curtail its use.
Pressure groups and antipsychiatrist activists have claimed
that the "irreversible" nature of this "terrifying" treatment, its
"alarming side effects," the alleged "resultant brain damage,"
and its use as a means of coercion or punishment all make ECT
an unacceptable treatment in a caring society. Few critics list
the existence of other effective treatments, especially for
depression, as a further justification for abandonment of ECT,
yet in practice development of antidepressant drugs has been
the main reason for the decline in the use ofECT over the past
two decades.

Recent reviews of the present state of this controversial
treatment' 2 have found that ECT continues to hold an
important place in psychiatric treatment and that most
psychiatrists are well satisfied with its safety. Any future
debates must take as their starting point a series of studies from
the University of Edinburgh published this summer. These
workers first identified a cohort of 166 patients who had
received ECT at least one year before,3 and in a series of
careful interviews they documented the experience and atti-
tudes of these "consumers."
Most patients had not found the treatment unduly upsetting

or frightening, nor had the experience been painful or un-
pleasant. They mostly thought that ECT had helped them,
and hardly any thought that it had made them worse. Nearly
half of the patients had found ECT less upsetting than a visit
to the dentist; another third regarded it as no worse. Side
effects had been frequent but mostly short-lived. In all, 74%
of the sample reported some disturbance of memory, and 28%
considered that their memory had been permanently affected,
mainly by producing permanent gaps in it around the time of
treatment. In contrast, 12% reported that their memory was
better than it had ever been before. In general these patients
had positive attitudes towards ECT.
The Edinburgh workers next sought out (through newspaper

advertisements and referral from colleagues) a group of
patients who considered that they had suffered permanent
unwanted effects after ECT.4 They were able to identify 22
women and five men who had persistent complaints and
compare them with control groups both of patients and of
normal volunteers on a series oftests of cognitive ability, mood,
and personality. No great differences were found among
the three groups, for the complaining groups performed as
well as the controls in most tests; when they did score lower
much of the impairment could be accounted for by such
factors as their level of depression or medication.

Finally, the researchers carried out a prospective study in
which cognitive function was compared in carefully matched
groups of patients with depression treated with ECT and with
drugs and in matched normal volunteer controls.5 In this
study, using a comprehensive cognitive test battery, ECT was
associated with little impairment at four months and none at
seven months. Severity of depression at the time of testing had
a definite effect on cognitive functioning.
None of the results of these studies gave any support for the

view that ECT is often applied against patients' true wishes or
as a punitive measure. On the contrary there was clear
evidence of the great trust that patients place in their doctors.
In these studies, indeed, most patients were more than happy
to leave all decisions about their treatment to a doctor-an
attitude which places a great burden on doctors to ensure that
their advice is informed by the best available evidence. At
present that evidence suggests that for most people ECT is less
distressing than a visit to the dentist. The findings of the
Edinburgh studies reinforce earlier suggestions6 that patients
are more distressed by having to wait around for ECT, hearing
other patients being treated, or having treatment badly
applied (ineffective premedication or ill-timed muscle relaxant
or anaesthesia) than by the specific side effects. Most patients
experience some disturbance of memory at the time of treat-
ment and some have residual islands ofamnesia after treatment,
but there is no evidence of permanent cognitive impairment.
Of itself, depressive illness causes cognitive impairment and
carries an appreciable mortality; ECT remains a safe and
effective treatment for this morbid melancholia.

I Anonymous. Resolving doubts about ECT. Br MedJ' 1979;ii:884.
2 Palmer RL, ed. Electroconvulsive therapy. Oxford: Oxford University

Press (in press).
3 Freeman CPL, Kendell RE. ECT: I. Patients' experiences and attitudes.

BrJ Psychiatry 1980;137:8-16.
4Freeman CPL, Weeks D, Kendell RE. ECT: II. Patients who complain.

BrJ7 Psychiatry 1980;137:17-25.
Weeks D, Freeman CPL, Kendell RE. ECT: III. Enduring cognitive

deficits ? Br Y Psychiatry 1980;137:26-37.
6 Spencer DJ. Some observations on ECT. Medical World 1968;106(2):

26-9.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.281.6255.1588 on 13 D
ecem

ber 1980. D
ow

nloaded from
 

http://www.bmj.com/

