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■ Electroconvulsive therapy (ECT) is a safe and effective treatment for a variety
of psychiatric and some medical conditions.

■ It has proven superiority in prospective studies comparing ECT with
“sham” ECT and with standard antidepressant treatment in
“medication-resistant” patients.

■ Especially when patients are identified early in the course of hospitalization 
and offered ECT as a treatment option, there can be a reduction in the
length of stay and hospitalization cost, owing to both efficacy and rapidity
of response.

■ Despite generally higher seizure thresholds in the elderly, evidence suggests
that response rates are higher in both the “young” elderly (65 – 74),
and “old” elderly (75 or greater), with fewer complications compared to
certain antidepressants.

■ Nevertheless, ECT can induce side effects and may be physically risky
for certain individuals.

■ Relapse rates after an acute course of ECT can be high without continuation
or maintenance pharmacotherapy and/or ECT.

ECT Indications

Primary Indications for Use
As stated in the APA guidelines, there is “compelling data . . . or strong consensus”
supporting the use of ECT in the following conditions:
■ Major Depressive Episode (arising from unipolar depression, as part of bipolar

depression, or concomitant manic symptoms during “mixed states”) — ECT
should be strongly considered, especially when associated with one of the
following features:
– acute suicidality with high risk of acting out suicidal thoughts
– psychotic features
– rapidly deteriorating physical status due to complications from the depression,

such as poor oral intake
– history of poor response to medications
– history of good response to ECT
– patient preference
– risks of standard antidepressant treatment outweigh the risks of ECT,

particularly in medically frail or elderly patients
– catatonia.

■ Mania — ECT should be particularly considered if there is:
– extreme and sustained agitation
– “manic delirium”.

■ Schizophrenia* (According to the APA guidelines, the following associated
features predict a favourable response to ECT):
– positive symptoms with abrupt or recent onset
– catatonia
– history of good response to ECT.
* Studies demonstrating a favourable response to ECT in regard to psychotic symptoms

have generally used a combination of ECT and standard antipsychotics.

ELECTROCONVULSIVE THERAPY (ECT)
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Secondary Indications for Use
■ Catatonia (unrelated to the primary conditions described above)
■ Parkinson’s Disease
■ Neuroleptic Malignant Syndrome
■ Delirium (rarely considered for patients who require urgent treatment)
■ Intractable Seizure Disorder
■ Mood Disorder secondary to physical conditions

Cultural Considerations
■ There may be specific beliefs in certain cultures surrounding electricity

and touching of the head that can prevent patients from accepting ECT
as a form of treatment.

■ Another barrier occurs in refugees and immigrants who may have experienced 
incarceration for political reasons in psychiatric institutions and who have 
been subjected to ECT involuntarily without psychiatric indication.

■ Survivors of torture who have been subjected to electrical shocks may also 
resist the notion of ECT.

■ The reluctance to proceed with ECT is unfortunate in these circumstances, 
since these individuals may benefit significantly from ECT in treating mood
and psychotic disorders that have developed as a complication of trauma
or migration.

Selection and Risk
■ Patient selection is critical in ensuring a high degree of confidence that ECT

will be more effective than other treatments considered, while minimizing risk.
■ ECT evaluation also addresses the presence of concurrent medical conditions

that can increase risk, as well as the concurrent use of medical or psychiatric
medications that can alter risk.

■ The risk is defined as serious morbidity and mortality, which is most likely
cardiopulmonary in nature if occurring, and is considered in line with the risk
associated with other low-risk procedures under a general anesthetic.

■ A widely-quoted risk figure is 1.6 deaths per 10,000 in a (typical) course
of 8 ECTs.

Contraindications for ECT
■ There are no absolute contraindications for ECT. ECT may be deemed

necessary even when such “relative contraindications” identified by the APA 
guidelines are present:
– unstable or severe cardiovascular conditions, such as recent myocardial infarction
– unstable angina, poorly-compensated heart failure, and severe valvular

cardiac disease including critical aortic stenosis
– aneurysm or vascular malformation that might be susceptible to rupture with 

increased blood pressure
– increased intracranial pressure, as may occur with some brain tumours or

other space-occupying cerebral lesions
– recent cerebral infarction
– pulmonary conditions such as severe chronic obstructive pulmonary disease, 

asthma, or pneumonia
– patient status rated as ASA (American Society of Anesthesiologists) level 4 or 5

■ Conditions having substantially higher risk with ECT include:
– Pheochromocytoma

ELECTROCONVULSIVE THERAPY (ECT)
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– retinal detachment
– acute narrow angle glaucoma.
Those with cardiac pacemakers and implanted automatic defibrillators warrant
some caution. (It is unlikely ECT would disrupt the functioning of a modern
cardiac pacemaker)

ECT Providers
■ Community psychiatrists provide ECT.
■ The ECT is carried out using general anaesthetic — an induction agent and

a muscle relaxant, and the patient is managed by an anaesthesiologist.
■ ECT is done in hospital/surgical day care ORs or PARs.
■ ECT is safe on an outpatient basis, appropriate for maintenance ECT.

ECT Resources
Visit www.hlth.gov.bc.ca/mhd/publications.html for ECT Guidelines for Health
Authorities in BC, available on the BC Ministry of Health web page. An ECT 
information video for families is available at mental health and addictions
centres across BC, and ECT information for families is available also in Chinese 
and Punjabi on the above website.

ELECTROCONVULSIVE THERAPY (ECT)
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GENERAL PRINCIPLES OF PHARMACOLOGICAL INTERVENTION

Consider these clinical factors when choosing a medication:
■ previous response ■ comorbid conditions
■ side effects ■ drug-drug interactions
■ remission rates ■ dosing regimen
■ cost

Educate the patients about treatment
■ Review with patients and families

– Goals and benefits of treatment 1) Full Remission 2) Return to premorbid function
– Side effects of various medication choices
– Warn patients about suddenly discontinuing a medication and rebound

symptoms which may occur
■ Discuss medication onset timelines with patients

– Antidepressants for depression: 4 – 6 weeks (if sooner, consider
hypomania induction). Routine follow up within the first 2 weeks of prescribing 
an SSRI is prudent and always warn patients/families to monitor for increased 
suicidal ideation.

– Antidepressants for anxiety: 2 – 3 weeks
– Benzodiazepines: acute relief NOT advised to use for longer than 2 weeks
– Antipsychotics: some reduction in psychotic symptoms within 1 week of

starting therapeutic dose but longer time needed for fixed, delusional beliefs
and negative symptoms

Common problems faced by many patients:
■ stigma of being on medications
■ cost
■ dosing schedule adherence — time at which patient is most likely to take

medication is in evening
■ belief that the medication may not be helpful or appropriate
■ side effects even at very low doses
■ excessive use of benzodiazepines
■ problems with adjusting to taper when decreasing or eliminating medications
■ return of symptoms when medications are no longer taken.

Precautions when using Psychotropic medications:
■ start low, go slow, keep going!
■ psychotropic medications should be tapered prior to discontinuation.

Pharmacological
Intervention
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PHARMACOLOGICAL INTERVENTION

Benzodiazepine Use in Primary Care
■ British Columbia and Canada has no official guidelines for prescription

use of Benzodiazepines.
■ The College of Physicians and Surgeons of British Columbia has posted 

Benzodiazepines and Other Targeted Substances Regulations: Guidance 
Document for Practitioners and Questions and Answers on their website 
www.cpsbc.ca/cps. This is published by Health Canada and discusses
issues of theft, storage, destruction, etc. of targeted substances.

■ The College of Physicians and Surgeons of British Columbia has endorsed
the UK protocol for BDZ withdrawal management entitled Benzodiazepines: 
How they work and how to withdraw (The Ashton Manual)
benzo.org.uk.

In the United Kingdom, the Committee on Safety of Medicines and the Royal College
of Psychiatrists have made some recommendations for BDZ use.
■ BDZs can clearly provide critical and wide-ranging symptom relief for a variety

of medical conditions and procedures.
– BDZs should typically be used intermittently or in the short term

(two weeks duration).
– Chronic BDZ therapy should be used in exceptional cases with a clear

medical indication, individualized treatment planning, close monitoring, 
and frequent evaluation.

– In general, BDZ use is best avoided in pregnancy, breast-feeding, the elderly, 
and those with a history of addiction.
• There is a risk of significant cognitive impairment, falls and trauma

in the elderly
– If needed in these populations for acute substance withdrawal or for

symptoms refractory to other treatments, BDZ therapy should be
carefully administered.
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MAJOR DEPRESSIVE DISORDER

■ Antidepressant medication is indicated for moderate to severe depression.
Most studies show a considerable placebo effect in cases of mild depression.

■ Encourage open, honest discussions with the patient about their beliefs and
concerns surrounding antidepressant medications.

■ After 1 medication
– 65 – 75% of treated patients have clinically significant improvement
– 50 – 60% have complete recovery
– 15% have improvement with residual symptoms
– 25% have minimal improvement

■ Responder definition *
– Partial Responder: 25 – 50% decrease in HAM-D scale
– Non-Responder: <25% decrease in HAM-D scale
– Responder: >50% decrease in HAM-D scale
* The definition of Responder is based on the HAM-D or “Hamilton Rating Scale 

for Depression” — a 24 item, clinician administered scale introduced in 1960 
and used to standardize research

■ Refractory: non-responder to >2 medications from different classes
■ Current evidence does not indicate that any one class of antidepressant is

significantly superior in treating depression. First line agents are selected for
their overall tolerability and effectiveness.

■ Use antidepressants with caution where there is a concurrent substance
use problem
– There is no evidence for the prescription of antidepressants in the context

of ongoing substance abuse or dependence
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MAJOR DEPRESSIVE DISORDER

Principles of Pharmacological Treatment of Depression
■ If treating with antidepressants, initial response should occur within 3 – 4 weeks

of treatment with a therapeutic dose. 
■ If there is no response (or no further improvement after partial response) after

3 – 4 weeks, increase medication every 2 – 4 weeks until remission of symptoms,
maximum suggested dose is reached, or limiting side effects are experienced.

■ If remission is achieved, maintain patient on medication for at least 6 months
if first episode, and at least 2 years if:
– second episode
– suicidal/psychotic/severe
– episode > two years
– resistant or difficult to treat.

■ Partial response Strategies (See below, “Levels of Evidence”)
– Level 1 evidence: Augmentation

• Proven Effective with TCAs (not SSRIs) — Lithium
(target blood level 0.6 – 0.9; 600 – 900mg)

• Probably Effective — Liothyronine Sodium (T3-Cytomel®)
more centrally acting than Levothyroxine Sodium (T4-Synthroid®)
25 – 75mcg; low-dose atypical antipsychotic

• Possibly Effective — Amphetamines (e.g., Dextroamphetamine: 5 – 10mg); 
Modafinil; Buspar, Tryptophan may be effective if target symptoms remain 
(e.g., poor sleep, low energy, poor concentration)

– Level 2 evidence: Switching (see Table: Washout Recommendations for
Switching Antidepressants)
• Benefit of simplicity with better compliance
• Switch within class once, then switch out

– Level 3 evidence: Combination
• e.g., SSRI + SNRI + Mirtazapine or Bupropion

■ Non responder strategies
– If there is no response, within 4 weeks of a therapeutic dose, switch

within the same or out of class
– If after two medications within a class there is no response, switch class

■ Refractory patient strategies
– Re-evaluate diagnosis (for example, mania/hypomania, subtype of depression)
– Reassess treatment issues (for example, adherence, side-effects)
– Reassess comorbidity

• Axis I: Panic, OCD, PTSD, Substances, Psychosis etc
• Axis II: Personality Disorder especially Cluster B, Dependent
• Axis III: General medical conditions

– Consider adding psychotherapy
– Refer to a specialist, community health centre or rural outreach team

Levels of Evidence
Level 1 at least one randomized controlled study
Level 2.1 well-defined controlled trial without randomization
Level 2.2 well-designed cohort or case-controlled studies, preferably multicentre

or more than one research group
Level 2.3 very significant results from uncontrolled trials from more than one

centre comparing results with and without intervention
Level 3 opinions of respected clinical authorities based on clinical

experience, descriptive studies, or reports of expert committees
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MAJOR DEPRESSIVE DISORDER

Not all medications listed are eligible for coverage under the No-Charge Psychiatric Medication Program (Plan G).
Coverage information is provided on the BC PharmaCare website at www.health.gov.bc.ca/pharme/outgoing/plangtable.html.
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MAJOR DEPRESSIVE DISORDER
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MAJOR DEPRESSIVE DISORDER

Bipolar Disorder
Generally, initiate a mood stabilizer on admission with mania, hypomania,
or bipolar depression.

■ Discontinue antipsychotic typically six months after there has been a
good response.

■ Maintain on a mood stabilizer.
■ A combination of a mood stabilizer and a very low dose of an antipsychotic

is an option for treating refractory bipolar disorder.
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ANXIETY DISORDERS

There are a variety of evidence-based medications for most but not all of
the anxiety disorders.

Note on Benzodiazepines (see General Principles of Pharmacologic
Treatments — Benzodiazepines in Primary Care)
■ Consider Benzodiazepines under some circumstances for short term

management of anxiety symptoms until benefits from other longer-acting
treatments are apparent.

■ Prescribe Benzodiazepines for periods of no longer than 2 weeks.
■ Do not use Benzodiazepines as the first line of treatment as they

– are subject to abuse, dependence, and/or diversion
– have risk of sedation
– can cause dangerous interactions with other drugs or alcohol, and 
– often create rebound anxiety that promotes increased use.

Guidelines for Anxiety Disorders

Andrews, G., Creamer, M., Crino, R., Hunt, C., Lampe, L., & Page, A. (2003).
The treatment of anxiety disorders: Clinician Guides and Patient Manuals
(2nd edition). United Kingdom: Cambridge University Press.

Andrews, G., Goldner, E.M., Parikh, S.V., & Bilsker, D. (2000). Management of Mental
Disorders: Volume I (Canadian Edition). Vancouver: Bond Reproductions Inc.

Anxiety Review Panel. (2000). Ontario Guidelines for the Management of Anxiety
Disorders in Primary Care, 1st Edition. Ontario Program for Optimal Therapeutics. 
Queen’s Printer of Ontario.
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EARLY PSYCHOSIS

General Principles of Starting Antipsychotic Medication
■ The treatment of choice is a single atypical antipsychotic medication. 
■ The use of several antipsychotics at once is not recommended. 
■ The newer atypical antipsychotics (e.g., risperidone, olanzapine, clozapine and

quetiapine) are preferred over the older typical antipsychotics (e.g., haloperidol).

Advantages of the class of atypical antipsychotics include:
■ As effective as “typicals” in treating psychosis
■ Favourable side effect profile 

– Low risk of serious side effect like tardive dyskinesia 
– Lower incidence of EPS

■ Target negative symptoms as well as positive symptoms
■ Are effective at resolving acute mania.

Disadvantages include: 
■ Significant risk of weight gain/diabetes/hyperprolactinemia.

Initial Dosing
■ First-episode patients are more sensitive than other patients to the effects of

antipsychotic medications, and therefore much lower doses are needed.
■ For example, after a low starting dose, first-episode patients often respond

to 2 mg of risperidone or 5 – 10 mg of olanzapine. 
■ Side effects should be closely monitored, especially at the beginning

of treatment.

Use of Other Medications
■ If mood symptoms are also present, a mood stabilizer or antidepressant should

be started as well. 
■ Benzodiazepines are helpful for managing sleep disturbance, agitation and

anxiety in the acutely psychotic/manic patients.

Side Effects
■ Significant weight gain is a common side effect, especially with clozapine,

olanzapine and quetiapine. 
– Weight gain may lead to discontinuation.
– Weight gain increase risk for obesity-related disorders such as diabetes. 
– Diet and exercise are the main treatments for overcoming the weight gain. 

■ Sedation is common with the newer atypicals, although not with risperidone. 
■ Overdose from antipsychotics is rare and unlikely to cause death.
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EARLY PSYCHOSIS

■ Extrapyramidal side effects such as akathisia, and Parkinsonism can occur even
with olanzapine and risperidone. 
– Benztropine is effective against Parkinsonism (start with 0.5mg qd-BID — caution:

may cause increased cognitive slowing).
– Lorazepam is an effective first line agent against akathesia (a subjective sense 

of internal restlessness which may be exhibited behaviourally and misdiagnosed
as agitation).

■ Sexual side effects are common and need to be openly discussed.

Evaluating Medication Response
■ Most patients will show a good response within the first six weeks of treatment,

and an almost complete response in the first six months. Delusions may persist
in an attenuated form, however.

■ Responders are more likely to be
– female
– have less severe symptoms
– older at age of onset
– well-adjusted beforehand
– free of movement disorders.

Switching Medications
■ Consider switching if there is a poor response after two months on a

reasonable dose.
■ Tapering one while titrating another is an effective approach.
■ Clozapine is reserved for use when at least two other antipsychotics have

been unsuccessful. It is a restricted medication due to the 1% risk
of agranulocytosis.

Duration of Treatment
■ Maintain the antipsychotic at least one year if the diagnosis is first

break psychosis.
■ In schizophrenia, approximately 20% never have a second episode.
■ Continue medication indefinitely if this is a relapse.
■ Monitor with frequent follow-ups if the medication is discontinued at the

patient’s request.
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EARLY PSYCHOSIS

* Note — If history suggests schizoaffective bipolar type and patient presents in 
depressive phase, use antipsychotic and mood stabilizer and follow
bipolar manic stream

Pharmacotherapy Flow Chart for Psychosis 

 Mania Depression

   

  No response No response  No response

      

   No response        Poor response   Poor response

  

Schizophrenia
Spectrum

Affective Psychosis Spectrum

Atypical plus
lithium or
valproate

Atypical plus
antidepressant

– Response –
continue on
lowest dose

Atypical

Switch Atypical

Third atypical
or clozapine

Atypical plus
lithium or valproate
not used in stage 1

Change
antipsychotic or

add anticonvulsant

Switch atypical or
antidepressant
depending on

target

Add mood stabilizer,
or combine
antidepressants
consider ECT

Onset of
Psychosis
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EARLY PSYCHOSIS

Early-Psychosis-Specific Guidelines

Early Psychosis: A Care Guide (2002). This is a made in BC document that
summarizes all treatments. Available on-line at:
www.carmha.ca

Lambert M, Conus P, Lambert T, McGorry PD. Pharmacotherapy of first-episode
psychosis. Expert Opin Pharmacother 2003;4(5):717 – 50.

The Australian Clinical Guidelines for Early Psychosis (1999/2000) available at: 
www.eppic.org.au/

The following documents are available on-line at: 
www.healthservices.gov.bc.ca/mhd/publications.html.

• Early Psychosis — A Care Guide (PDF 3.2MB) 
• Early Psychosis — A Care Guide Summary (PDF 2.8MB) 
• Early Psychosis: A Guide for Physicians (PDF 0.8MB) 
• Early Psychosis: A Guide for Mental Health Clinicians (PDF 0.9MB) 
• Early Identification of Psychosis: A Primer (PDF 83KB) 
• Minimizing Damage — Maximizing Outcomes: The Importance of Early

and Effective Treatment for Psychosis (PDF 69KB) 

Disorder-Specific Guidelines

Canadian clinical practice guidelines for the treatment of schizophrenia.
The Canadian Psychiatric Association [see comments]. Can J Psychiatry
1998;43 Suppl 2:25S-40S.

The Treatment of Bipolar Disorder: Review of the Literature, Guidelines.
The Canadian Network for Mood and Anxiety Treatments (CANMAT) 

Goodwin GM. Evidence-based guidelines for treating bipolar disorder:
recommendations from the British Association for Psychopharmacology.
J Psychopharmacol 2003;17(2):149 – 73; discussion 147

Treatment of depression in primary care — Part 1: Principles of acute treatment.
BC Medical Journal Volume 44, Number 9, November 2002, page 473 – 478. 
Agnes To, MD, Heidi Oetter, MD, and Raymond W. Lam, MD, FRCPC

Treatment of depression in primary care — Part 2: Principles of maintenance treatment
BC Medical Journal Volume 44, Number 8, November 2002, pages 479 – 484
Agnes To, MD, Heidi Oetter, MD, and Raymond W. Lam, MD, FRCPC

Practice Guidelines for the Treatment of Patients with Bipolar Disorder (Revision). 
Arlington: American Psychiatric Association; 2002.
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