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Personalized ECT: Much ado about nothing?

P. Sienaert

Academic Center For Ect And Neuromodulation (accent), University
Psychiatric Centre KU Leuven, Kortenberg, Belgium
doi: 10.1192/j.eurpsy.2021.84

The discussion about whether or not to focus our attention on the
‘average’ ECT-treatment technique that suits the majority of our
patients or tailor the treatment to the needs of individual patients is
ongoing. The question is, however, whether the available evidence
permits us to to offer treatment ‘à la tête du client’. The start of a
treatment course can be personalized by choosing electrodeplace-
ment (EP) (e.g. bilateral in case of a severe or life-threatening
condition, when fast improvement prevails over cognitive impact),
parameter selection (e.g. a shorter pulse-width in order to avoid
cognitive side-effects), and a dosing strategy. A fixed-dose will lead
to overdosing in some patients (causing side-effects) and under-
dosing in others (delaying/decreasing response) (1) Adjusting an
ongoing treatment-technique can be based on response, side-effects
or on the quality of the elicited seizure (EEG). In case of inadequate
response, the clinician can decide to switch EP or to increase dose.
There is no consensus as to the number of sessions after which
technique should be changed. In case of intolerable side-effects,
parameter selection and/or EP can be adjusted. The evidence that is
available to guide these steps is limited. There is some evidence for a
relation between several EEG-characteristics and outcome. Thus, in
the event of an inadequate seizure, changing the anesthetic regimen,
optimizing ventilation, lengthening the anesthetic-ECT time-
interval or increasing the stimulus dose, can be of help. 1. Sackeim
et al. Treatment of the modal patient: does one size fit nearly all? J
ECT 2001;17:219-222.
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We know from past meta-analyses that several clinical variables are
associated with electroconvulsive therapy (ECT) outcome in major
depression. In this lecture we give an update of clinical variables
associated with ECT outcome and dig deeper into the fact that these
variables also seem to be somehow associated with each other. We
attempt to disentangle the interdependence between the clinical
variables and try to distil the most important predictors of treat-
ment success to help improve patient-treatment matching. There-
fore we created a conceptual framework of interdependence
between predictors capturing age, episode duration, and treatment
resistance, all variables associated with ECT outcome, and the
clinical symptoms of what we have called ‘core depression’,
i.e., depression with psychomotor agitation, retardation, or psy-
chotic features, or a combination of the three. We validated this
model in a sample 73 patients using path analyses, with the size and
direction of all direct and indirect paths being estimated using

structural equation modelling. Results of these analyses were
recently published and will also be disscussed at this symposium.
The conceptual model could eb largely validated, the most impor-
tant finding being that age was only indirectly associated with ECT
outcome, meaning that age seems to be associated with ECT
outcome only becausemore psychomotor and psychotic symptoms
occur in elderly patients with a depressive disorder.
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Electroconvulsive brain stimulation may represent the strongest
manipulation available to study brain plasticity in humans. Brain
plasticity induced by electroconvulsive brain stimulation, pro-
foundly improves disturbed emotion and motivation in patients
with depression. Electroconvulsive therapy (ECT) is a highly effec-
tive and safe treatment for psychiatric disorders like severe depres-
sion. However, there is ongoing concern about the negative impact
of ECT on brain function and cognition that is, surprisingly, only
seen in a part of the treated patients. After 80 years of research on
ECT, virtually nothing is known about the mechanisms underlying
these strong individual differences in cognitive changes induced by
ECT. A first step would be to better quantify the pattern and
severity of the adverse cognitive outcomes in order to better dis-
tinguish patients that suffer from adverse cognitive outcomes from
those that do not or even improve. By better distinguishing of these
subgroups, a second step towards understanding can be taken: to
identify the factors that predict adverse cognitive outcomes. Our
research aims to advance understanding of the mechanisms of
cognitive plasticity and reveal the pre-treatment profiles that render
a patient cognitive vulnerable or resilient.
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On a level playing field with forensic patients?
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wThe development of recovery-oriented practice in mental health has
brought about a much greater prominence to the place of lived
experience workers. Many aspects of indvidualised recovery-oriented
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care have been taken up in forensic mental health settings. However,
the introduction of lived experience workers is arguably significantly
more difficult when the dual vulnerabilities of forensic mental health
services users are considered (Drennan&Alred, 2012). This paper will
describe a multi-layered approach to the introduction of lived expe-
rience roles in a forensic in-patient unit. Roles have developed from
being solely ward-based, to service-wide roles that include participa-
tion in management and service development, the creation of a
Recovery College Forensic Campus, and to co-production and
co-delivery of the psychological therapies programme. In addition to
‘mapping’ these developments in co-production, this paper will also
describe the development of the governance structures that have been
necessary to support this infrastructure. Lived experience workers
require recruitment, vetting, placement, and aftercare, when they
engage in the activities available. On-going mental health and risk
stability cannot be assumed, and so regular formal and informal
psychosocial support is required to ensure that workload pressures
do not negatively impact on other service users and staff. The paper
will suggest that much more attention needs to be paid to the devel-
opment of organisational infrastructure to sustain and manage the
growth of lived experience roles in forensicmental health settings than
is currently in place.
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Experienced Involvement (also called Peer Support Work, PSW)
has existed in mental health care in Germany since 2005 though its
implementation lags behind, compared to other countries. Due to
the unique challenges of forensic-psychiatric settings, implemen-
tation of PSW in these settings is even less developed. We prepared
the implementation of a peer support worker in our forensic
hospital for addicted offenders in Germany in several steps: A
survey amongst the 75 forensic hospitals in Germany was con-
ducted to evaluate the prevalence of PSW in these settings. Indi-
vidual interviews were conducted with directors and peer support
workers of forensic clinics nation-wide to investigate their facilities’
experiences with PSW. Focus groups with several occupational
groups of the clinic in Rostock addressed staffs opinions, expecta-
tions and reservations regarding peer support work. These were
recorded and transcribed for thematic analysis.
Results: revealed that the majority of forensic hospitals (83.6%) has
no experience with peer support work. Interviews with external
clinic directors revealed similar concerns and expectations among
the employees as our focus groups did. Staff at the clinics expected
the peer support worker to offer useful experiences and new per-
spectives. Concerns occurred about stability of health condition of
the peer support worker, trust issues because of former criminal
behavior and attitudes towards psychiatric treatment that might
interfere with professional treatment negatively. Furthermore the
clinic directors stressed the importance of a well prepared

implementation and a good “fit” of the peer support workers
background to the patients (e.g. regarding diagnosis).
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‘Oh what a tangled web we weave when first we practice to deceive’.
Marmion, Sir Walter Scott 1808. Conflict is unpleasant, it is aversive,
we tend to avoid it. Yet inevitably tension between individuals or
between individuals and society is inevitable as thewants of one collide
with the purpose of the other. Most of these tensions resolved peace-
fully but a societal level aggression can sometimes spill out. In the
hinterlands between individuals and larger groups these can play out
more safely through the courts or sometimes the avoidance of conflict
can be the only tactic that the individual can use. As doctors we are
used to sing medical problems with patients have true disease believe
they have twodisease andwant to getwell-the standard socialmodel of
medicine. But sometimes this plays out differently there are those who
may fabricate symptoms to avoid punishment or for reward: malin-
gering. There are those who believe they have a disease but the distress
is disproportionate to any possible recognised component; somatic
symptom disorder. There are those whose anxiety about whether they
have a disease or not is paralysing and perhaps most distressing for all
of the groups who self-harm or malinger with authentic illness or
disease. In this talk DrWise will, using case examples, look at a couple
of the tools that exist to assist psychiatrists in piloting a pathway
through the stormy waters of abnormal illness in litigation.
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Faking symptoms is not an unusual finding in psychiatry;As a such is
not a symptoms o sign of mental disorder; we could say that lying is
frequent in the normal life of people. In psychiatry, in the community
has been widely reported (), mainly related to legal psychiatry
(getting some social benefits, avoiding legal obligations, etc). From
forensic psychiatry, this topic have a special relevance as they have
more serious consequences (to avoid prison, child custody, etc)
(Resnick 2003, Gunn2014). Another topic of paramount importance
is that in psychiatry we have not complementary examinations
(RMN, TAC, blood tests, etc) that help to discard some symptoms.
Some test are used for detecting feigned symptoms as SIMS, The
most important psychological episodes in prison are those related to
disruptive / bizarre behaviour, suicide ideation and psychotic symp-
toms that create a great nuisance to Prison Governors. To get an
accurate diagnosis is very important because this could have a
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