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Antipsychiatrists and ECT
Among the effects of the wide publicity given to criticisms of
current psychiatric methods by the "antipsychiatrists" has
been increasing reluctance to acknowledge the value of
physical treatments such as electroconvulsive therapy-ECT.
This attitude, more prominent in the United States than
Britain, was well illustrated by a recent article' in the American
Journal of Psychiatry by a young medical graduate undergoing
psychiatric training. He described the management of his
father's involutional depression, an illness perhaps precipitated
by reserpine. Outpatient care and efforts at treatment in three
hospitals of good reputation with psychotherapy, family
therapy, therapeutic community methods, and drugs (un-
specified) all failed to help. After admission, much against his
son's wishes, to a fourth hospital "of marginal repute" the
father rapidly recovered with ECT. In common with many of
his contemporaries, the young psychiatrist had regarded ECT
as a barbarous and outdated treatment for which there were
no clear indications. How has this attitude arisen ?
For the first 20 years from its invention by Cerletti and

Bini in 1938 ECT had the field to itself. Until the introduction
ofeffective antidepressant drugs in 1958 it was the sole success-
ful treatment for endogenous (involutional) depression. It
could also cut short attacks of acute mania and was valuable-
and still is-in managing individual symptoms of both depres-
sive and other illnesses: refusal of food, stupor, severe lack of
sleep, and intractable itching and scratching. ECT is safe-
safer still with the now almost universal modification by
muscle relaxant drugs and brief anaesthesia-quick in produc-
ing a response, and remarkably free from serious side effects;
any alternative would have to be very good to rival it.

Antidepressant drugs, particularly the tricyclic group, have
advantages. They are successful in a wider spectrum of dis-
orders, but they are much less effective in really severe attacks
with retardation, mutism, refusal of food, and depressive
delusions. The failure rate2 of all antidepressants is 10-30%.
They may also produce side effects, some of which, such as
urinary retention and cardiac arrhythmias, may be dangerous.
But it is the delay before satisfactory response begins that is
their chief disadvantage. This delay not only prolongs suffering
and lengthens the period during which suicide may be a risk
but can also have economic drawbacks-for example, increasing
the time off work. In the United States Hippius2 noted that
despite "a reluctance to resort" to ECT an increased use has
been made of it to shorten the illness because of health insur-
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ance stipulations. Yet while some psychiatrists have argued3
that ECT may now be withheld for an unduly long time and
others assert that it remains the treatment of choice in severely
depressed and psychotic patients,4 a leading textbook states5
that the mistake most frequently made nowadays is its exces-
sive or too indiscriminate use. Misuse may indeed account in
part for the tarnished image ofECT in recent years; and some
centres, some hospitals, and some doctors take pride in
never using it.

Hostility to ECT is of varied provenance. Some people-
patients, doctors, and members of other professions concerned
-regard it as crude, oldfashioned, outdated, of a piece with
asylujms, locked wards, and padded rooms. Their views are
given expression in the dramatically effective but factually
distorted account in Pinter's The Caretaker.6 The very words
shock and convulsion are frightening, but no euphemism
(electroplexy, for example) has ever caught on, and perhaps
rightly, because shock and convulsion, even if the latter is
modified almost to the point of invisibility, are of the essence.

Another set of objections stem from our ignorance of how
ECT works. Some see it as an assault on the brain, the seat of
the mind and presumably of the soul. But old-style prefrontal
leucotomy, another empirical treatment, produced enough
personality change in some people to justify caution in applying
any kind of treatment directly to the head.
Nor is this all. Other professions besides medicine are taking

an increasing part-and an increasingly independent stance-
in therapy, in counselling, and in the modification ofbehaviour:
clinical psychology, social work, psychiatric nursing, and
others. Rightly or wrongly, these professions see their work
as being to help people with problems rather than treat patients
with diseases, and their weapons as psychotherapy, group
therapy, and alteration of social conditions. Diagnosis, renamed
labelling, is distrusted; the thought that a major cause of
distress could be genetic-that is, biochemical-and therefore
proof against their chosen weapons is unacceptable. The
knowledge and conceptual framework gradually acquired in
nearly a century ofphenomenology is by them all but discarded.

Psychiatrists, like parents of disturbed children, are not
immune from personal attack. They have been accused of
using ECT as a way ofrelieving their frustratiop with a difficult
patient who does not get better and as a means to discharge
their own unacknowledged aggression.

Apart from being regarded by some people as a possibly
NO 5987 PAGE 1

 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.4.5987.1 on 4 O
ctober 1975. D

ow
nloaded from

 

http://www.bmj.com/


2 BRITISH MEDICAL JOURNAL 4 OCTOBER 1975

dangerous assault on the brain ECT comes in, too, for criticism
on political grounds. Its use is said to be an assault on the
patient, on his individuality, on his right to hold heterodox
views and to be allowed to do his own thing. Furthermore, it
attracts odium as one of (he measures used by an authoritarian
society to coerce into conformity those who choose to be
different. This may well be a valid criticism of its use in some
societies where psychiatry is misused as a weapon of political
oppression, but elsewhere ECT is much more likely to be
misused from clinical error-withheld from those who need it,
and given to those to whom it is harmful.
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Confirming the diagnosis of
coeliac disease

At some time most paediatricians, and physicians will have
inherited a patient labelled as having "coeliac disease" who is
healthy and taking a gluten-free diet and yet whose initial
diagnosis was made on somewhat flimsy evidence. An estab-
lished diagnosis of coeliac disease implies a gluten-free diet
for life, so that strict criteria for the diagnosis are necessary;
this does not mean merely a single jejunal biopsy. In early life
other conditions such as cows' milk protein intolerance' and
secondary malabsorption after gastroenteritis2 may produce
similar clinical, laboratory, and histological findings to those of
coeliac disease. Because of this, the European Society for
Paediatric Gastroenterology has adopted diagnostic criteria
which require at least three jejunal biopsies-one before
-treatment, one after 6-12 months' treatment with a gluten-free
diet to establish histological recovery, and a final one after
reintroduction of gluten at the end of two years of the diet to
demonstrate permanent histological susceptibility to gluten.
However justified this ideal method of diagnosis may be, it

is certain that for many years doctors will continue to en-
counter patients in whom the diagnosis of coeliac disease has
been made on less precise grounds, and sometimes on grounds
that are clearly suspect. Someone with coeliac disease may
develop clinical, and should develop histological, relapse after
the reintroduction of gluten.3 There has been considerable
variation in the sort of gluten challenge that has been used to
confirm the diagnosis in someone previously receiving a
gluten-free diet. Some physicians have merely reintroduced a
normal diet, while others have given measured amounts of
gluten according to body size for various periods of time.
Similarly, there has been variation in the selection of criteria
for identifying relapse after reintroduction of gluten and some
lack of standardisation of the procedures. Recent work from
Birmingham4 may help to remedy these variations. Rolles et at4
used the one-hour blood xylose test on 16 children, all of
whom had been diagnosed as having coeliac disease in the
first year of life. They had been treated with a gluten-free

diet for up to five years before being given a standard
gluten challenge (10 g gluten twice a day). Xylose malabsorp-
tion was demonstrated in all except one child within 28 days.
The remaining patient had a persistently normal absorption,
and the jejunal biopsy appearances remained normal after
18 months of gluten; the child was considered not to have
coeliac disease.
The one-hour xylose test has had a controversial life. In

1973 it was hailed as a simple, effective screening test.;5 It is
certainly simple, requiring only one estimation of blood xylose
after an oral dose of xylose given to the fasting patient. A
normal one-hour xylose level was said to exclude coeliac
disease if the patient was receiving gluten at the time of the
test. Then workers in other centres failed to confirm its
reliability. It seemed to be a test that only the specialised unit
could use with confidence. Recently Littlewood6 has put the
test into a better perspective: using it on a general paediatric
ward and adopting less stringent criteria for xylose malabsorp-
tion (all coeliacs had a one-hour xylose below 30 mg/dl) he
found it to be a useful screening test.
The report from Birmingham of the usefulness of the test

after gluten challenge for children previously diagnosed as
having coeliac disease may be an important contribution. At
the least it seems to provide a useful way of selecting the
optimal time for the confirmatory biopsy. But the history of
problems and controversy associated with the one-hour xylose
test makes it important that confirmation of the Birmingham
results should come from elsewhere.
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Artificial insemination
(donor)

About 10% of the eight million married couples in these
islands are involuntarily sterile. As a conservative estimate,
in about 30%o of these marriages the sterility is due to the
husband; so there are approximately 250 000 couples whose
wish for a family is denied because of male infertility. Some-
but increasingly few because of the high numbers of abortions
and the reliability of modern contraceptives-can solve their
problems by adoption. Some of these cases are treatable; if,
however, the husband's total sperm count is under 1 million
artificial insemination from a donor is at present the only way
in which the wife can achieve pregnancy. Even a total count of
10 million only rarely results in pregnancy.
There is still resistance by many couples to this method of

raising a family, and indeed it does require on the part of both
husband and wife emotional maturity and a good understand-
ing of each other's needs. Nevertheless, many couples would
resort to artificial insemination from donors were it known
that the facilities are easily available and ethically, legally, and
morally acceptable. What the Government approves and pro-
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