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Abstract

Purposeof Review Following symptom remission with acute electroconvulsive therapy (ECT), maintenance ECT (M-ECT)
is often used to prevent relapse. This review provides a concise summary of the evidence for M-ECT in various psychiatric
disorders, outlines the cognitive adverse effects of M-ECT, and discusses clinical considerations while using M-ECT.
Recent Findings Adjunctive M-ECT has considerable evidence for relapse prevention efficacy in depressive and psychotic
disorders, preliminary evidence for efficacy in bipolar disorders, and insufficient evidence in other disorders such as obses-
sive—compulsive disorder. Careful selection of candidates for M-ECT may yield better results. Older adults represent a sub-
group where M-ECT may be a safe and effective option for maintaining clinical remission. No significant cognitive adverse
effects have been observed with M-ECT in controlled trials. Because no guidelines exist to inform decision-making on the
duration and frequency of M-ECT sessions, clinicians may be better off using a symptom-driven, risk—benefit approach with
periodic reassessment of the need for M-ECT every 3—6 months and following a tapering schedule for stopping M-ECT.
Major gaps in available evidence include a lack of controlled observations and heterogeneity in sampling and ECT admin-
istration parameters that limit the generalizability of findings.

Summary Adjuvant M-ECT is a safe and effective treatment option for maintaining clinical remission and improving patient-
reported outcomes in depressive and psychotic disorders. For other disorders, insufficient evidence exists. There is a need for
more rigorous, controlled efficacy and cost-effectiveness trials comparing M-ECT against maintenance pharmacotherapy,
across contexts and indications, to inform clinical recommendations.

Keywords Electroconvulsive therapy - Maintenance electroconvulsive therapy - Continuation electroconvulsive therapy -
Psychiatric disorders - Mental illness - Effectiveness

Introduction

Electroconvulsive therapy (ECT) refers to the induction of
seizures via the passage of electric current for therapeutic
purposes. It is a well-established treatment modality for
treating acute episodes of psychoses or affective disorders.
It has demonstrated benefits in various other psychiatric as
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well as neurological conditions. ECT is proven to be effica-
cious in case of failure of pharmacotherapy maintenance
[1]. While the efficacy is unchallenged, relapse after a suc-
cessful course of treatment in the acute episode has been
challenging. The rates of relapse after discontinuation of
ECT are high [2]. This warrants some form of treatment for
prophylaxis to prevent relapse or recurrence of episodes.
Continuation ECT (C-ECT) and maintenance ECT (M-ECT)
has become a common psychiatric practice worldwide [3].

The current review was done to synthesize the literature
on M-ECT in the management of psychiatric disorders. Spe-
cifically, our objectives were (1) to describe the evidence for
M-ECT in major psychiatric illnesses and (2) to explore the
literature on M-ECT in special populations.
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Definitions

It is common practice in psychiatry to continue using the
form of treatment used in acute symptom control to prevent
relapses and recurrences. After acute-phase ECT is com-
pleted, the continuation of ECT for the first 6 months is
known as C-ECT. Beyond 6 months, it is called M-ECT
[4]. Thus, while C-ECT intends to reduce the relapse risk,
M-ECT is used to reduce the risk of recurrence of further
episodes (Fig. 1). This 6-month dividing line is only by con-
vention [5]. Often, the terms M-ECT and C-ECT are used
interchangeably. In this paper, the term M-ECT will be used
to refer to any use of ECT beyond the acute phase treatment.

Relapse After Index ECT: a Problem
Statement

ECT is highly effective in treating acute psychiatric illnesses.
However, patients often relapse after the acute phase ECT.
Studies have reported that more than 50% of patients expe-
rience relapse following a successful short-term course of
ECT treatment [6]. Almost half of the patients with depres-
sion on continuation pharmacotherapy relapse within a year,
with maximum risk in the first 6 months [7]. A follow-up
study in depressed patients found an overall relapse rate of
53% in 1 year regardless of parameters used for index ECT
[8]. The relapse rate for patients with schizophrenia ranges
from 42.7 to 63.6%, with most recurrences happening within
6 months after treatment [9, 10e]. These findings suggest
that an illness with a natural course severe enough to war-
rant ECT for acute management tends to have a high relapse
without adequate long-term treatment. The discontinuation
of M-ECT has been shown to be associated with significant
clinical deterioration and re-hospitalization [2, 11-13]. The
COVID-19 pandemic was an exceptional situation that fur-
ther buttressed this argument. Studies examining the clinical
outcome of patients in whom M-ECTs and C-ECTs were

Fig. 1 Phases of electroconvul-
sive therapy
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discontinued due to the COVID-19 pandemic showed high
relapse rates after discontinuation [6, 14—17].

Methods
Search Strategy

An electronic search of MEDLINE and Google Scholar
databases was done (till June 2023) for articles on M-ECT
and C-ECT. The searches were done by two independent
reviewers who were qualified psychiatrists. The search strat-
egy used for MEDLINE was (((continuation[Title/Abstract])
OR (maintenance[Title/Abstract])) AND (((ECT[Title/
Abstract]) OR (Electroconvulsive therapy[Title/Abstract]))
OR (electroconvulsive therapy[MeSH Terms]))) AND
(CCCCC(((psychiatr*[ Title/Abstract]) OR (men-
tal disorder[Title/Abstract])) OR (schizophrenia[Title/
Abstract])) OR (psychosis[Title/Abstract])) OR (psychotic
disorder[Title/Abstract])) OR (schizo*[Title/Abstract]))
OR (bipolar[Title/Abstract])) OR (mania[Title/Abstract]))
OR (depressi*[Title/Abstract])) OR (obsessive compul-
sive disorder[Title/Abstract])) OR (mental disorder[MeSH
Terms])) OR (disorder, psychotic[MeSH Terms])) OR
(affective psychosis, bipolar[MeSH Terms])) OR (depressive
disorders[MeSH Terms])) OR (mania[MeSH Terms])) OR
(disorder, obsessive compulsive[MeSH Terms])). Manual
searches from the references of the generated articles were
also done to include any articles that were missed in the
electronic search.

Study Selection and Data Extraction

There were 725 results in the initial search. Only articles
in English were included. We included original research
such as controlled trials and observational studies in psy-
chotic and affective disorders and case reports in areas
where evidence of M-ECT is otherwise lacking such as
Obsessive Compulsive Disorder (OCD). We focused on
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research pertaining only to clinical efficacy and outcomes
and excluded articles focusing on other parameters such as
cost-effectiveness, cognitive outcomes, and side effect pro-
file. Review articles, viewpoints, and commentary papers
were not included as they did not contain any original data.
With these criteria, we included 175 articles for initial title/
abstract screening. Following this screen, 96 articles were
selected for full-text review. After excluding articles that
were not relevant to the objectives, 45 articles remained and
were included for the final review. Two independent review-
ers were involved in the study selection process, and both
agreed regarding the included papers.

This review aimed to synthesize the existing literature
on the efficacy of M-ECT on various psychiatric disorders.
Although there are prior systematic reviews on ECT for dis-
orders such as depression and psychosis, we favored a narra-
tive review for two reasons: first and more importantly, it did
not constrain us from including evidence in the form of case
reports in areas where original articles were lacking (such
as OCD and special populations such as pregnant women),
and second, it permitted us to provide a broader perspective
on a topic where controlled studies are limited.

The articles included in the review were categorized into
the following themes: trials that evaluated the efficacy of
M-ECT in major psychiatric disorders (depression, bipolar
illness, obsessive—compulsive disorder). Information regard-
ing the effect of M-ECT on cognition and cost-effectiveness
of M-ECT and the effectiveness of ECT in special popula-
tions such as children, pregnant women, and older adults is
also discussed.

Results

Among the 45 articles included in the review, 37 were origi-
nal articles and 8 were case reports. Of the 37 original arti-
cles, there were only 8 randomised Controlled Trials (RCTs),
out of which only one was published in the last 5 years. This
indicates that controlled trials are lacking in this area.

Evidence for Maintenance ECT

Since the inception of ECT, the use of C-ECT and M-ECT
has been well-documented [18]. Howeyver, it is reserved only
for the most resistant cases in clinical practice. It is pertinent
to note that the American Psychiatric Association (APA)
Task Force in 1974 reported a role for ECT in treating
depression, intractable mania, and treatment-resistant schiz-
ophrenia; however, they did not mention C-ECT in the report
[19]. Later, the 2001 task force report by APA established
indications for C-ECT and M-ECT in patients responding
to an acute ECT course when (1) pharmacotherapy has been
ineffective in treating acute episodes or preventing relapse or

recurrence.; (2) administering pharmacotherapy safely is not
possible; or (3) the patient or their designated representative
has expressed a preference for ECT [4]. Table 1 summarizes
the evidence for M-ECT in psychotic and affective disorders.

Maintenance ECT in Major Depressive Disorder

There is extensive literature covering the use of M-ECT
following index ECT for depression. A systematic review
in 2014 concluded that the combination of C/M-ECT and
pharmacotherapy outperforms monotherapy in prevent-
ing the recurrence of unipolar depressive episodes [20e].
Three RCTs [21-23] and one quasi-experimental study [24]
were included in the review. Elias et al. (2017) conducted a
meta-analysis of RCTs on the efficacy of M-ECT in unipo-
lar and bipolar depression in 436 subjects [21, 22, 25, 26].
They found that M-ECT was associated with significantly
less relapses when compared with pharmacotherapy alone
at 6 months and 1 year [27¢]. One of the latest systematic
reviews on M-ECT in depression conducted by Rowland
et al. (2023) also suggested reduced relapse rates in patients
receiving C/M-ECT with no effect on global cognitive func-
tion [28ee]. Introduction of M-ECT also reduces mean hos-
pital days and illness days/year along with overall relapse
rates and increases chances of clinical remission [29-35].

Several other reviews provide an exhaustive discussion of
this area [20e, 36-38]. An RCT randomly assigned remitted
depressed patients after ECT to maintenance pharmacother-
apy (M-Pharm) consisting of lithium plus venlafaxine versus
this combination plus four-weekly ECT treatments followed
by “as needed” supplemental treatments for the return of
depressive symptoms. This method of using M-ECT was
termed “STABLE” (“symptom-titrated, algorithm-based
longitudinal ECT”). The follow-up period was 6 months,
at the end of which the combined modality group had a
lower mean Hamilton Rating Scale for Depression (HAM-
D) scores [25]. Combined M-ECT and pharmacotherapy
has been shown to be associated with significantly lesser
relapses/recurrences when compared with maintenance
pharmacotherapy alone [39-43].

In conclusion, patients with intractable, recurrent mood
disorders and associated psychotic symptoms often benefit
more from M-ECT. Specifically, it can be considered in
patients who had multiple hospitalizations in the past, multi-
ple medication trials and who needed ECT to remit from the
acute episode. However, patients with comorbid personality
disorders may do less well. Clinicians must use their own
judgment to make decisions on a case-by-case basis.

Maintenance ECT in Bipolar Disorder

Not only depression but M-ECT has also been reported to
reduce occurrences of mania/hypomania in bipolar patients
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Table 1 (continued)

Sample size and characteristics Main findings

Type of study

Author, year

o Effectiveness of 62.2% for preventing psychiatric hospi-

43 patients with bipolar disorder

N=

Retrospective

Madero et al., 2022 [73]

talizations (p <0.01)
e Comparison of the 3-year period before/during M-ECT

=0.14;

showed a reduction in mean annual days (RR

95%CI: 0.07-0.29) and mean annual number

0.24; 95%CI: 0.13-0.43) of psychiatric hospitali-

zations

(RR

m o Duration of time in hospital during M-ECT, compared

14 patients on M-ECT

N=

Retrospective

Stegmann et al., 2023 [13]

with pre-ECT, was reduced by 52% for all patients
e Greater reductions for patients with mood disorders

compared with those with schizophrenia

e Rate of rehospitalization lesser by 67% in M-ECT group

21) with controls

Comparison of M-ECT patients (V

Cross-sectional comparative

Schwartz T et al., 1995 [12]

BPAD, bipolar affective disorder; C-ECT, continuation ECT; CGI-I, clinical global impression — global improvement; C-Pharm, continuation pharmacotherapy; CI, confidence Interval, CZP,

clozapine; ECT, electroconvulsive therapy; HAM-D, Hamilton depression; MDD, major depressive disorder; M-ECT, maintenance ECT; M-Pharm, maintenance pharmacotherapy; PANSS, Posi-
tive and Negative Syndrome Scale; RCT, randomized controlled trial; RDD, recurrent depressive disorder; RR, relative risk; TCA, tricyclic antidepressant; TRS, treatment resistant schizophrenia.

[44, 45]. Most research has consisted of naturalistic, retro-
spective, and prospective follow-up studies and case reports.
The patient numbers are generally very small, with heteroge-
neity in outcome measures and use of concomitant medica-
tions. Observational studies suggest that M-ECT is useful
in reducing the number of psychiatric hospitalizations and
hospitalization days in bipolar disorder [13, 31]. Several
case reports exist of patients with refractory bipolar disorder
whose illness was stabilized with M-ECT [46—48]. Positive
evidence of the effectiveness of M-ECT in decreasing mor-
bidity in rapid cyclers was found in a pre-post study design
[49]. Data also supports the prophylactic role of M-ECT
in bipolar disorders [33, 50]. We could not find any RCTs
assessing M-ECT specifically in bipolar disorder. However,
studies on resistant depression have included bipolar depres-
sion as well.

Despite the lack of robust evidence in the form of con-
trolled trials, M-ECT seems useful in treating refractory
bipolar disorder and rapid cyclers. It can also be used as a
maintenance treatment to prevent relapse in bipolar patients.
Continuation of mood stabilizers and other psychotropics
along with M-ECT can be left to the clinician’s discretion
as deemed necessary.

Maintenance ECT in Psychotic Disorders

Patients with schizophrenia also experience a rapid relapse
of symptoms after abruptly discontinuing ECT, similar to
patients with affective disorders [25, 51]. M-ECT is rec-
ommended for treating patients with treatment-resistant
schizophrenia (TRS) since additional ECT sessions after
acute ECT can maintain mood improvement or prevent
mood disorders from relapsing [52]. The first RCT of con-
tinuation or maintenance ECT for schizophrenia observed
combining M-ECT with high-dose neuroleptic treatment is
more effective than either treatment alone in patients with
ECT-responsive TRS [53]. The improvement observed was
sustained and even decreased to the level of the symptoms
in the clozapine alone group at the end of 2 years in a ret-
rospective study of TRS patients [54]. Several other studies
have replicated the same findings [55-58]

Ward et al. (2018) systematically reviewed three RCTs,
five retrospective studies, nine open-label trials, and 18 case
reports, suggesting that M-ECT is effective for preventing
relapse in schizophrenia along with continued antipsychotic
treatment [10e]. Not only in schizophrenia but also in schiz-
oaffective disorder, the time to re-hospitalization in patients
receiving M-ECT and drugs was observed to be longer when
compared with patients receiving maintenance pharmaco-
therapy alone [43, 59, 60].

Evidence suggests that M-ECT efficiently maintains the
improvement in psychotic symptoms [61-63]. Some poor
predictors of M-ECT response in schizophrenia include
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higher brief psychiatric rating scale (BPRS) scores, lower
percentage reduction in BPRS scores, lower Global Assess-
ment of Functioning (GAF) scores at baseline, earlier onset
of illness, more hospitalization, and lower education levels
[64]. Patients with good prognostic features may benefit
even with more spacing between ECT sessions.

Maintenance ECT in Obsessive-Compulsive Disorder (OCD)

M-ECT is not an approved treatment for OCD but has been
reported effective in treatment-refractory cases of OCD.
A total of 8 case reports on the effect of M-ECT in OCD
have been reported till date (Table 2). The cases described
are mostly treatment-refractory OCD [65-68] or comorbid
OCD and schizophrenia/schizoaffective/mood disorder [69,
70]. M-ECT in a patient of OCD with Asperger syndrome
has been reported [71]. Apart from these, it has also been
used in antipsychotic-induced OCD [72]. No controlled tri-
als evaluating the efficacy of M-ECT in OCD are available.

Cost-Effectiveness

Studies on cost analyses of M-ECT are unavailable yet.
Regarding direct costs, M-ECT might be costlier than
maintenance pharmacotherapy, depending on the setting.
However, hospitalization rates, which can be considered
a proxy marker of cost-effectiveness, are reduced consist-
ently in the follow-up period during M-ECT [12]. M-ECT
has been shown to reduce time spent in depression from 50
to 34% of life-years in a western study; the authors found
that M-ECT may be a cost-effective treatment option for

drug-resistant depression [74]. It reduces the indirect costs
related to illness-related unemployment, absenteeism, lost
wages, and other disabilities [75].

Impact of Maintenance ECT on Cognition

Cognitive problems have been demonstrated with acute
ECT but are limited to the first few days post-treatment.
Interestingly, information processing speed, working mem-
ory, anterograde memory, and some aspects of executive
function are improved beyond baseline levels after 15 days
[76]. In phase 2 of the Consortium for Research in ECT
(CORE) trial, no significant differences in Mini Mental
State Examination (MMSE) scores were observed between
M-ECT and maintenance pharmacotherapy groups. Inter-
estingly, in this study, the relapse rate in the C-ECT group
was higher than the maintenance pharmacotherapy group,
although the difference was not statistically significant
[21]. Similar findings of the superiority of M-ECT over
maintenance pharmacotherapy were noted in prospective
studies of other affective and psychotic disorders [22, 43,
53]. At 6 months, extensive neuropsychological assessment
did not find evidence of cognitive decline with M-ECT and
no significant differences in cognitive functioning between
M-pharm and M-ECT groups [77]. One of the latest sys-
tematic reviews including nine studies suggested no detri-
mental effect of M-ECT on cognitive functioning [78]. In
individual cases where concerns of cognitive side effects
arise, high-dose unilateral ECT can be preferred over bilat-
eral ECT due to its superior cognitive effect profile [8].

Table 2 Characteristics of included studies on obsessive—compulsive disorder (OCD)

Author, year

Type of study Sample size and characteristics

Main findings

Husain et al., 1993 [66]
Casey DA & Davis MH, 1994 [67] Case report
Nilsson BM & Ekselius L., 2009 [71] Case report

Case report

syndrome

Rao et al., 2011 [72] Case report

Raveendranathan et al., 2012 [68] Case report

Hanisch et al., 2012 [70] Case report

Bulbul et al., 2013 [69] Case report

Agrawal et al., 2018 [65] Case report

65 years, female, refractory OCD
84 years, female, refractory OCD
38 years, male, OCD with Asperger

40 years, female, schizophrenia with clo-
zapine associated OC symptoms

36 years, female, refractory OCD
48 years, female, schizo-obsessive
33 years, male, OCD with bipolar disorder

18 years, male, refractory OCD

Maintained well with M-ECT for 1 year
Maintained well with M-ECT for 1 year
Maintained well with M-ECT for 18 months

e No improvement with addition of SSRI

e Response to acute ECT

e Relapse of OC symptoms on stopping
ECT, maintained well on M-ECT

YBOCS dropped from 40 to 25 with
M-ECT at 6 months

Remitted with M-ECT fortnightly with
sertindole and mirtazapine

Remitted with combination of pharmaco-
therapy and M-ECT

YBOCS dropped from 35 to 6 with M-ECT

M-ECT, maintenance ECT; SSRI, selective serotonin reuptake inhibitor; YBOCS, Yale Brown Obsessive Compulsive Scale
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Clinical Considerations
Dosing

There is a lack of established guidelines for the duration
and frequency of M-ECT. In clinical practice, M-ECT is
tailored to individual patient’s needs, usually given for the
duration of the natural course of illness. The prolonging
remission in depressed elderly (PRIDE) study followed
a symptom-titrated algorithm-based longitudinal ECT
(STABLE) approach that included an initial fixed treatment
schedule of four ECT treatments in the first month followed
by a symptom-driven, individualized treatment algorithm
[51]. Clinicians also follow a fixed-interval schedule with
treatments every 1-4 weeks and an “as-needed” approach
with 1-2 additional treatments each time there are signs
of relapse. The APA recommends reassessing the need for
M-ECT at least every 3 to 6 months [36]. Clinicians are
encouraged to assess the benefits and risks of the procedure
at each session, as well as the need for greater or lesser
spacing of treatment.

Stopping of Maintenance ECT

If remission has been sustained long enough, M-ECT can
be stopped and symptoms monitored. Rescue ECT can be
given if relapse signs appear [20e, 64]. A tapering schedule
of weekly sessions of 2 to 4 weeks followed by a gradual
decrease to once per month has been described [79].

Maintenance ECT in Special Population
Older Adults

Continuation-maintenance ECT is also an effective option
in geriatric patients, in whom pharmacotherapy has its own
risks [41]. ECT is generally safe in geriatric population with
medical comorbidities, intolerability, or poor response to
pharmacotherapy [80]. Second phase of the PRIDE study
found that remitted older patients randomized to receive
continuation ECT plus pharmacotherapy (venlafaxine and
lithium) showed significantly lower depressive symptoms
during a 6-month period when compared to patients treated
with pharmacotherapy alone [81ee].

A large systematic review of M-ECT in depressed elderly
patients by van Schaik et al. (2012) concluded that M-ECT
is as effective as continuing pharmacotherapy in geriatric
depression after a successful course of ECT in the acute stage
[82]. Acute ECT, followed by M-ECT, also reduced readmis-
sion rates and duration of hospital stay in elderly patients with
schizophrenia [60]. Although the risk of cognitive side effects
has been raised, data suggests using newer ECT techniques,
like right unilateral ultra-brief pulse ECT can minimize

adverse ECT-related cognitive effects [83]. Thus, M-ECT
can be considered a safe and effective treatment in geriatric
patients with medical comorbidities, where pharmacotherapy
is considered risky.

Children and Adolescents

Data regarding the efficacy of M-ECT in this age group is
scarce. Case reports and case series of M-ECT for patients
with autism presenting with catatonia and self-injuri-
ous behaviors not responding to medications have been
described; notably, a reduction in the frequency of M-ECT
sessions led to relapse [84, 85]. Unspecified catatonia has
been reported in a cohort of patients with Down’s syndrome
maintaining well on M-ECT [86]. A retrospective study on
the effectiveness of M-ECT in children with schizophrenia
spectrum disorder showed that a combination of M-ECT
and pharmacotherapy resulted in significantly lower positive
and negative symptoms of schizophrenia (PANSS) scores
at 6 months following the acute ECT course. Furthermore,
when the frequency of ECT was reduced, two out of seven
patients experienced a relapse [87]. Section 95 of the Mental
Health Care Act in India mandates the consent of guardians
and the Mental Health Review Board for the use of ECT in
minors [88]. Thus, M-ECT in children should be considered
based on a careful risk—benefit assessment.

Pregnant Women

Only case reports are available for M-ECT in pregnant
women. In one of the case reports, a patient with depres-
sion received 18 sessions in the second and third trimesters
of pregnancy, and 13 sessions were administered post-elec-
tive cesarean delivery as maintenance treatment. The patient
was shifted successfully to pharmacotherapy 6 months
postpartum [89]. A similar case has also been reported in
another pregnant female with psychotic depression [90]. No
controlled trials of M-ECT are available in this population.

Discussion

The primary purpose of this review was to examine the
evidence of M-ECT in various psychiatric disorders and
psychiatric subpopulations. Our findings point to M-ECT
being a safe and effective option for prolonging remission
in certain patients such as those non-responsive/intolerant to
pharmacotherapy, elderly, and patients with comorbidities in
whom potential for drug interactions limit pharmacological
options. Reduced relapse rates and recurrences have been
observed in mood and psychotic disorders [10e, 20e, 27e].
M-ECT has considerable evidence for preventing
relapses and recurrences in mood disorders, with greater
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evidence for unipolar depression. No study has found
M-ECT to be inferior to pharmacotherapy. The majority of
the RCTs on depression are conducted in geriatric popula-
tion and depression with psychotic symptoms. Consistent
evidence suggests that combined pharmacotherapy and
M-ECT outperform either of these treatments administered
alone [20¢]. M-ECT in bipolar disorder has been shown
to stabilize the illness course in rapid cyclers, with a sig-
nificantly lesser number of episodes and more illness-free
days [91]. Similar to major depressive disorder (MDD),
evidence on bipolar disorder suggests using concomitant
medications, often mood stabilizers, along with M-ECT
for relapse prevention [42].

Studies on psychosis also have found M-ECT to be
beneficial in maintaining remission. Further, it also pre-
vents rehospitalization and improves the quality of life
in patients with psychosis [10e, 92]. Most studies have
allowed the use of concomitant antipsychotics, which
aligns with the real-world practice. Electrode placement
may have a significant effect on cognitive dysfunctions;
however, studies comparing the effects of electrode place-
ments are rare.

However, the evidence should be taken with a pinch
of salt as most of the available studies are either obser-
vational or non-randomized in nature. Various factors
may limit the overall interpretation of the results such as
sample heterogeneity, differences in the type of wave and
electrode placement, and variations in concomitant psy-
chotropics and periods of follow-up. In addition, there is
a clear lack of evidence for M-ECT in other psychiatric
disorders, such as OCD, and in vulnerable populations,
such as children and pregnant women. There is a dearth
of data to formulate recommendations for M-ECT admin-
istration. A tapered approach tailored to individual patient
needs is usually practiced. Decisions regarding when to
taper and when to stop the sessions may be taken based on
symptom improvement, functional recovery, and adverse
effects. More research is needed on the ideal schedules of
M-ECT in various psychiatric disorders. It is important
to address issues related to dosing of stimulus, electrode
placement, and simultaneous pharmacotherapy. There is a
need to expand the use of ECT clinical registries because
RCTs in this area are difficult to accomplish.

There are a few limitations to the present review. Only
two databases were searched, and only English-language
articles were included in the review. Due to a lack of stud-
ies with robust evidence, case reports and observational
studies were included. Further, given the wide breadth
of articles included, concerns remain regarding external
validity. Future reviews focusing on mechanism, differ-
ences in dosing, frequency of administration, electrode
placement, and adverse events can add to the current
understanding.

@ Springer

Conclusion

Psychotic and affective disorders represent conditions with
the most evidence for M-ECT in maintaining clinical remis-
sions and preventing hospitalizations. However, more ran-
domized clinical trials are required to build clear evidence
and inform recommendations for M-ECT in these disor-
ders. Although evidence has extended to other psychiatric
disorders such as OCD, data is not robust. Further, studies
exploring the best strategies in terms of dosing schedule and
frequency for delivering M-ECT are also required to guide
clinicians in everyday practice.
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