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1973

1938 MECTA’s first ECT
Cerletti & Bini treated device was designed
first patient with bitemporal at OHSU

sine-wave ECT

|

1984
Somatics Thymatron System IV
cleared for marketing by FDA

2003 2019
MECTA introduced MECTA introduced
SpECTrum 5000Q Yigma

featuring ultrabrief pulse
and physiological
monitoring

¥ 1948 @y
Liberson introduced “Brief

| Stimulus Therapy”, which laid
the groundwork for modern
j brief pulse ECT. In his work, _
i he already described electrode e
placements resembling today's
right unilateral (vertex-temporal)
and bifrontal configurations.

W. T. Liberson
1904-1994

1974

d’Elia standardized
modern right
unilateral ECT

I

1980s-1990s

Studies have demonstrated that
brief pulse ECT results in less
memory impairment than sine-
wave ECT. Similarly, right unilateral
ECT is associated with fewer
cognitive side effects compared

to bitemporal ECT.

2013

Nahas completed feasibility
study of focal electrically
administered seizure therapy
(FEAST)




ORIGINAL STUDY

Controlling Stimulation Strength and Focality
in Electroconvulsive Therapy via Current Amplitude
and Electrode Size and Spacing
Comparison With Magnetic Seizure Therapy

Zhi-De Deng, . *f Sarah H. Lisanby, MD,*} and Angel V. Peterchev, PhD*§/)

Objectives: g
parameters o
cha cs could guide studi
aimed to determine the effe current amplitude and
and spacing on the ECT electric field chamcteristics, compare ECT focality
with magnetic seizure therapy (MST), and evaluate stimulus individualiza-
tion by current amplitude adjustment
Methods: Electroconvulsive therapy and double-cone-coil MST elec-
was simulated in a 5- sh\]l spherical hum'm head model. A range
ode diameters ( (1-25 cm), and current
amplitudes (0-900 mA) was explored. The head model parameters were
aried to examine the stimulu rent adjustment required to compen-
sate for interindividua differences.
Results: By reduci e
electric field can be more
current density. By appropriately
and current, the F d
imate those of M within 15%. Most electric field characteristics in
ive to he 1y variation than in MST, espe-
cially for close electrode spacing. Nevertheless, ECT current amplitude
adjustment of less than 70% can compensate for interindividual ana-
tomical variability
Conclusions: The

equipment. Current amplitude individualization can compensate for infer-
idual anatomical variability.

Key Words: el vl

electric field, focality, model

its broader 1ppllc1tm
technique have been introduced to 2
i sed on the theory that increased cality of |hc clcctncal
stimulus and the resultant seizure may be a means of reducing
adverse effects,
al, electrode
m\ES‘IIE ion.

phcemem i repreﬁentauve of the move tuw—sr:l more M:al elec-
sumption that by reducing
the spacing between the electrodes and placing them over the right
hemisphere, the direct stimulation and seizure intensity in the left
hemisphere can be reduced, thereby sparing verbal and memos
funct Indeed, with appropriately dosed electrical stimulus,

Individualized Low-Amplitude Seizure Therapy:
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5 ABSTRACT
An ECT system capable of focusing the electrical signals on
aspecific portion of the patient”s brain is provided. The ECT
system includes a means of applying unidirectional electri-
cal signals and asymmetric electrodes for focusing the
signals on the patient. A method of titrating an electro-
nvulsive therapy (ECT) system and a method of operating
an ECT system are also provided. The method includes
setting an initial current value, administering an ECT signa
10 the patient, determining if the seizure threshold has been
achieved, and repeating as necessary until the seizure thresh-
old is achieved

8 Claims, 7 Drawing Sheets
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Amplitude-determined seizure-threshold, electric field
modeling, and electroconvulsive therapy antidepressant and
cognitive outcomes

Christopher C. Abbott by Jeremy Miller', Danielle Farrar', Miklos Argyelan®*, Megan Lloyd', Taylor Squillaci’, Brian Kimbrell',
Sephira Ryman™®, Thomas R. Jones’, Joel Upston’, Davin K. Quinn’, Angel V. Peterchev 5789 Erik Erhardt'®, Abhishek Datta'’
Shawn M. MA:CI\mock"” and Zhi-De Deng(»%'?

© The Author(s) 2024

Electroconvulsive therapy (ECT) pulse amplitude, which dictates the induced electric field (E-field) magnitude in the brain, is
presently fixed at 800 or 900 milliamperes (mA) without clinical or scientific rationale. We have previously demonstrated that
increased E-field strength improves ECT's antidepressant effect but worsens cognitive outcomes. Amplitude-determined seizure
titration may reduce the E-field variability relative to fixed amplitude ECT. In this investigation, we assessed the relationships among
amplitude-determined seizure-threshold (ST), E-field magnitude, and clinical outcomes in older adults (age range 50 to 80 years)
with depression. Subjects received brain imaging, depression assessment, and neuropsychological assessment pre-, mid-, and post-
ECT. ST, was determined during the first treatment with a Soterix Medical 4x1 High Definition ECT Multi-channel Stimulation
Interface (Investigation Device Exemption: G200123). Subsequent treatments were completed with right unilateral electrode
placement (RUL) and 800 mA. We calculated Ey, defined as the 90th percentile of E-field magnitude in the whole brain for RUL
electrode placement. Twenty-nine subjects were included in the final analyses. Ey,i, per unit electrode current, Epy/l, Was
associated with ST,. 5T, was associated with antidepressant outcomes at the -ECT assessment and bitemporal electrode
placement switch. Ey,,i/l was associated with changes in category fluency with a large effect size. The relationship between ST, and
Epeain/! extends work from preclinical models and provides a validation step for ECT E-field modeling. ECT with vidualized
amplitude based on E-field modeling or 5T, has the potential to enhance neuroscience-based ECT parameter selection and improve
clinical outcomes.

Neuropsychopharmacology (2024) 49:640-648; https://doi.org/10.1038/541386-023-01780-4
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Convulsive Therapy
4(1):40-49 © 1988 Raven Press, Ltd., New York

An Eyewitness Account of the Discovery
of Electroshock

Ferdinando Accornero

Department of Nervous and Mental Diseases, University of Rome, Rome, Italy

Summary: The author was one of the pupils of U. Cerletti and his assistant
for almost 20 years. He worked with his master in the discovery of electro-
shock and in its first application in man in 1938. The author has thought it
useful to publish his own testimony for the purpose of making the truth about
the events known—the same truth that has often been questioned.

The first application of electroshock in human beings occurred in April 1938, in
a room of the Clinic for Mental and Nervous Diseases in Rome, then under the
direction of Professor Ugo Cerletti. Vittorio Challiol, an assistant in the clinic;
Mario Felici; and I, and the aide Spartaco Mazzanti, are the only eyewitnesses
still alive. Ugo Cerletti, Lucio Bini, and the nurse Ezio Capelletti are no longer
with us. )

| heard Bini say, “We gave 80 volts
for 1/10 of a second. The patient had
an absence.”

“We need to increase the current,”
said Prof. Cerletti, “let’s try another
setting.”

Bini set the device: “90 volts, 1/10 of a
second.”

"O.K. Gol”

Accornero, Convul Ther, 1988



 Modification of the Bini patent
designed by “Solus” Electrical
Co.

Voltage can be varied by means
of a tapped auto-transformer

between 50 and 150 V.

Time of the stimulation is limited
by means of an electrical time
switch adjustable between O.1
and 0.5 s.

FIG. 1.-—Instrument panel. F1a. 2.—Electrodes.

Shepley & McGregor, Br Med J, 1939



Friedman-Wilcox-Reiter (FWR)
technigue

The rheostat adjusted so that
15-20 mA of current was
delivered.

If @ convulsion was not induced,
the patient would be allowed to
rest for several minutes until
respirations were again regular.
The series would then be
repeated with an additional 5-
10 mA.
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Ficure 1.—Diagram of electrostimulation apparatus for delivering a variety of unidirec-

tional currents including, practically, a galvanic type. Hali-sine wave (our Type 1A) cur-

rent is delivered when switches (1) (2) and (3) are all ‘off’; galvanic (our pseudogalvanic)

current is delivered when these switches are all ‘on’. By appropriate shunting of the 3500 Q
resistance a much larger quantity of current is available.

Friedman & Wilcox, J Nerv Ment Dis, 1942



INn the beginning, ECT had current amplitude control.
We |ost it.



Pulse Waveform



Friedman, Am J Psychiatr, 1942
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IFic. 1.

(a) Modified galvanoscope tracing of type A. 1. wave form.

were used for this and the other galvanoscope tracings in this work.

(b) Oscillographic photograph illustrating the wave form characteristics. It is noted that these are
essentially half-sine waves at 60/sec, with time intervals of 1/120 sec, and free intervals of 1/120 sec, at

the base line,

In 154 trials, 68% gave convulsive thresholds at

50 mA or less.



Fic. 2.

Type A. 2. wave form. Tracing made by modified galvanoscope shows bursts of 1/20 sec.
intervals of 1/20 sec. and the grouping of the original 6o/sec. waves into 3 wave impulses. This
grouping occurs when a make commutator interrupts the type A. 1. waves at 10/sec.

INn 1735 trials, 83% achieved seizure threshold with
50 mA or less.

Friedman, Am J Psychiatr, 1942
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(a) Oscillographic photograph of type C. 1. wave form. Time interval is 1/60 sec. at the base
line. This wave form may be described as a slightly smoothed, rectified wave. The wave decadency is
slowed so that the current barely reaches zero before the next wave begins,

(b) Modified galvanoscope tracing of type C. 2. wave form. Impulse bursts lasting 1/20 sec. with
frec intervals of 1/20 sec. are apparent. Although the primary type C. 1. wave form measures 1/60
sec. on the base line as compared to 1/120 sec. of type A. 1., no difference in pattern is noted in the group-
ing of these waves into impulses lasting 1/20 sec.

Of 270 convulsive doses by type C.2. stimulation, 66% occurred at
50 mA or less. Subjectively, patients displayed practically the
same reaction with type Al A.2, and C.2.

Friedman, Am J Psychiatr, 1942



Fic. 4.

Galvanoscope tracing of type C. 3. stimulation. This type consists of the type C. 2. pattern further
interrupted by manipulation of the hand switch. Note that at times the switch may be turned on or off
before a 10/sec. commutator impulse has begun or has subsided.

In 587 convulsions, practically all occurred at 50 mA or less, 80%
at 1-25 mA. From the experiential data offered by patients who
had both type C.3 and some of the other types, the preference

was unanimous for type C.3.

Friedman, Am J Psychiatr, 1942



Temporal pattern of pulses > shape of pulses



UNIDIRECTIONAL ELECTRO-STIMULATED
CONVULSIVE THERAPY*

IL. Therapeutic Results in 536 Patients
EMERICK FRIEDMAN, M.D., M.S.

ALBANY, N. Y.

Convulsive therapy of psychoses by means of unidirectional electro-
stimulation (UEST) was described in previous papers (Friedman and
Wilcox; Friedman, 1942). It was shown that convulsions could be
produced at a fraction of the electrical dosage required by “standard”
techniques employing alternating current (Kalinowsky and Hoch).
Several other features of UEST were described in the original works:
(a) Wave form and impulse characteristics had an important effect on
convulsive dose. (b) Practically absolute minimum threshold levels
could be determined for each patient (instead of applying overwhelming
shock doses as done with standard techniques). (¢) UEST provided a
wide investigative field for work on electrode placement, prolonged
stimulation and more specific work with aneleptic and anticonvulsant
drugs. Although the efficient production of convulsions by UEST were

documented some time ago, very little follow-up or confirmatory work
has heen renarted (Wileax: Practar and Gandwin: Warricd  Ar thie

« N=5306 (21,154 convulsive reactions),
hospitalized schizophrenic and
affective psychoses

 Average dose ranged from 30-50 mA,
for 0.4-0.6 s, with convulsions
obtained at as low as 15-20 mA for
0.5-15 s

« Confusion, disorientation and memory
defects were not found in this series.
This was believed to be a direct result
of low electrical dosage

Friedman, J Nerv Ment Dis, 1949



Alternating Current VS. Unidirectional Current

for Electroconvulsive Therapy — Comparative Studies *

By Joseph EPSTEIN and Louis WENDER

ECT as originally introduced, utilized the alternating current (AC)
as the stimulating agent. This was originated by Bini and Cerletti.
It consists of a sudden application of the current over a period of a
fraction of a second. With the treatment, a violent, uncontrollable
convulsion ensues instantly, and complications, such as fractures, may
occur within the first second or two of treatment, and there is nothing
that can be done in a mechanical manner to prevent this, Various
drugs can be given to soften the convulsion, but these carry along
inherent dangers to the respiratory mechanism. The violent con-
vulsive reaction resulting from AC method of treatment most likely
is an expression of excessive and therapeutically unnecessary over-
stimulation, and it may be due to the latter that other dangers and
complications are encountered. In the latter category we meet the
respiratory and cardiac difficulties, and also disturhing psychological
states, particularly confusion and forgetfulness.

N = 806

436 received sine-wave ECT
(Offner/Medcraft)

370 treated with Reiter apparatus
Recovery rates for various
osychoses were roughly the same
with the two methods

FWR method may require 1 or 2
more treatments than SW ECT
Complications very greatly reduced
with the FWR method (fractures,
confusion, memory defects)

Epstein and Wender, Confin Neurol, 1956



BRIEF STIMULUS THERAPY

PuysioLocicAL AND CLINICAL OBSERVATIONS *

W. T. LIBERSON, M. D.
Institute of Living, Hartford, Connecticut

INTRODUCTION

Electric convulsive therapy remains a
treatment of choice or of trial for a con-
siderable number of patients with so-called
functional mental disorders. The possibility
of brain damage produced by such treatment
is still a debatable question (Alpers and
Hughes(1, 2); Ebaugh et al(4); Globus
et al(8) ; Neubuerger et al(24)).

The understanding of the fundamental
mechanisms involved in this therapy is still
lacking. The following events should be
considered.

Direct and immediate action of the cur-
rent resulting in a profound change in the
circulation, oxidation, and excitability of
the brain ; the setting up of a self-sustaining
and self-propagating ‘“excitatory state”
(Rosenblueth and Cannon(28)) associated

with alartrical Aicrharoac in wida arane Af

treatments as a vivid reactivation of fear of
death; organic-like prolonged confusional
states (Kalinowsky and Hoch(13)), etc.

The major problem in research in con-
vulsive therapy is to determine which one
of these events has a therapeutic value. An
appropriate modification of the stimulative
technique will then permit the therapist to
reenforce its effect.

It has been shown that mere anoxic epi-
sodes do not have any definite effect on the
mental disease (Reitman and Frazer(26);
Sillman and Terrence(30)). Neither does
minor loss of consciousness with subconvul-
sive stimulation seem to have a full thera-
peutic action (Gottesfeld et al(10)). This
leads to the suggestion that convulsions ex-
pressing a hidden dramatic increase of the
excitatory state in the brain cells have
major therapeutic significance. Some authors

Liberson, Yale J Biol Med, 1945; Liberson, Am J Psychiatry, 1948




WLADIMIR THEODORE LIBERSON, MD, PuD

ROBERT E. LOVELACE, MD, FRCP

D:. Wladimir Theodore Liberson, clinician, re-
searcher, and educator, died September 3, 1994.
In his long and varied career Dr. Liberson made
major contributions to psychopharmacology, phys-
ical medicine and rehabilitation, and clinical neu-
rophysiology, including electroencephalography,
electromyography, and nerve conduction and
evoked potential testing.

Dr. Liberson was born in Kiev, Russia, on Au-
gust 2, 1904, and studied in Moscow and Lenin-
grad. In Leningrad (recently renamed St. Peters-
burg) he worked in the laboratories of the famous
physicist Herman von Helmholtz who described
the string galvanometer used in early electrophys-
iology. He received his medical degree in Paris in
1936 and trained under Professors Louis Lapicque
and Henri Laugier at the Sorbonne, and Georges
Bourguignon at the Salpétriere. He earned his
doctorate in physiology at the University of Mon-
tréal in 1951.

raphy and Electrodiagnosis (AAEE) (1963—1964)
(now the American Association of Electrodiagnos-
tic Medicine), the American Electroencephalo-
graphic Society (1958-1959), and also the Ameri-
can Society for Clinical Evoked Potentials (1992—
1993). He was very active in establishing the
American Electroencephalographic Society and is
considered one of the “founding fathers” of the
American Society for Clinical Evoked Potentials.
He was coeditor of the international journal, Elec-
tromyography and Clinical Neurophysiology, and
editor of the North American issue from its incep-
tion until his death. He also served as editor of the
AAEE’s newsletter Bulletin (1960—1970). Dr. Liber-
son prepared a special issue of the EMG Bulletin
commemorating 100 years of research in neuro-
myography with seminal papers reprinted. In the
words of Dr. Golseth, the first president of the
AAEE, “It was a monumental effort and 1 only
wish that every AAEE member could have a copy

Lovelace, Muscle Nerve, 1995
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As might be reasonably assumed, the
excitabilities involved in electrically

iInduced convulsions are the rapid ones,
characterized by a chronaxie below 1 ms.

It may be assumed that this technique applied to patients will permit the conduction

of electric convulsive therapy with more safety than with the classical method.

Liberson, Dig Neur Psychiat, 1944



ELECTRIC CONVULSIVE THERAPY: COMPARISON
OF "BRIEF STIMULI TECENIQUE" WITH
FRTEDMAN-WILCOX -RETTER TECHNIQUE*

W, T, LTBERSON, M.D.
(Institute of Living, Hartford, Coanecticut)

P, H, WILCOX, M,D,
(Traverse Clity State Hoaspital, Traverse City, Michigan)

In the previous papers (Liberson® 1944; Libersond 1945) a new
asthol (Mbrief stimuli technijus" BST) of electric coavulsive treat-
rment was reported., A more comprehensive discussion of the rationale
of this method will be made in another publication, In brief, the
BST poemits the therapist to determine more adequately the dosagze
of applied electrical stimuli by changing not only the voltage and
the total time of stimulation, as with the present shock treatment
technijue, but also the duration of each individual pulse of the
electrical current. The duration of stimuli used in the classical
technique (0.008 sec.) i3 much longer than is needed in order to
obtain a convulsive effect. In other words the therapist is forced
to operate far above the threshold duration of the stimuli. Animal
experimentation has shown (Liberson? 1945) that the total electrical
energy required to elicit a convulsion is relatively very low when
the applied stimuli are brief (between 1/10,000 and 1/1,000 of a

The threshold energy required
was distinctly less, and memory
scores were significantly higher
with the BST than with the FWRT.

Liberson & Wilcox, Dig Neur Psychiat, 1945
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The modification of the pulse shapes
resulted in an improvement of up to 50%

for both the activation of resting neurons
and the entrainment of bursting neurons.

Hofmann et al., Front Neuroeng, 2011
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PROTECT (PRecision Optimally Targeted ECT)
Feature 1: novel waveforms
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Pulse Pattern



O O

l

[]

L 4

AVAVAVAY

]
60 SEC:

PEAK AVERAG

CURRENT CURRENT
EE T

l SPIKE I PULSE
INTERVAL DURATION

o e
Juitvbutuinn

MMM

ottt
1
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Fig. 16. A: The “courant chevauchant” used in Brief Stimulus Therapy. In this case the
zero potential 1s above the line corresponding to the origin of the “spike”. B: The “wave-
and-spikes” current, the waves producing a “petit mal” and the spikes a convulsion.

Liberson, Res Publ Assoc Res Nerv Ment Dis, 1953






PROTECT (PRecision Optimally Targeted ECT)
Feature 2: programmable waveforms
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THE LANCET] DR. STRAUSS, MR. MACPHAIL : 81

Steep wave electroplexity

e The convulsions are less violent and
sooner over

 Recovery from the fit is more tranguil and
more rapid

« Monophasic current appears to produce
slightly less confusion and makes for a
quieter recovery

* Diphasic current, because of its large
peak-to-peak swing, guarantees a major
reaction in subjects who are agitated and
very restless

Fig. 3—Wave-form of current passed through patient with the new
apparatus : (a) monophasic ; (b) diphasic.

Strauss & MacPhail, Lancet, 1946
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UNIDIRECTIONAL ELECTROSTIMULATED CONVULSIVE THERAPY

I. Tue Errect oF Wave ForMm AND STiMuLUs CHARACTERISTICS ON THE
Convursive Dose *
EMERICK FRIEDMAN, M.D, M.S.
Norwich State Hospital, Norwich, Conn.

In a previous report on this subject(r) it
was determined that unidirectional wave
forms were effective in producing human
convulsive reactions by transcranial stimu-
lation through the intact skull. A method
was described to measure accurately the
amount of electricity transmitted through the
patient during the treatment. The convulsive
dose of various unidirectional wave forms
particularly the half-sine rectified type, was
much lower than the doses reportedly neces-
sary by the use of alternating current appa-
ratus. Expressed more broadly, unidirec-
tional electrostimulation seemed to offer a
much larger investigative scope as regards
localization, definition of dosage, in addition
to lower dosage, than the use of presumably
an overwhelming, rapid shock-dose technique
as described in the Cerletti-Bini routine(2, 3,
4, 5). Two other features were apparent in
the previous work: first, from the practical
standpoint, unilateral temple-vertex electrode
placements gave optimal convulsive reac-
tions;* and second, that brief repetitive
stimuli were subjectively better tolerated
than longer though less intense stimuli.

The present investigation was made to
determine the effect of wave form and

1 Read at the meeting of the Massachusetts So-
ciety for Research in Psychiatry April 21, 1042.

2 Admittedly a number of other leads were just
as effective though not nearly as practical. For
example, the pharyngeal-vertex, the bi-occipital, the
shoulder-vertex (using a large negative pole on the
shoulder or back) electrode placements have been
tried in a number of cases and found to be quite
effective and the corresponding convulsive doses
just as low. But each of the placements seemed to
have special disadvantages. Cooperation of the
patient was usually difficult to obtain to place an
electrode in the oropharyngeal mucosa. Unusually
severe inspiratory gasps resulted from low bi-
occipital placements, suggesting medullary stimu-
lation. Shoulder-vertex directions were deemed
inadvisable when simultancous Ekg. tracings indi-
cated passages of current through the cardiac axes.
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stimulus characteristics on the convulsive
dose. The ultimate purpose of this work is
to provide a standard procedure which will
produce convulsive reactions at the lowest
possible dosage of electrical energy.

ProcEDURE

The case material in this study included
176 hospitalized psychiatric patients, male
and female. The age ranged between 16 and
58 years with the majority, 83 per cent, be-
tween the third and fourth decades. Dura-
tion of hospitalization, diagnoses and thera-
peutic results are considered in a later paper.

All patients were carefully checked from
the physical and laboratory standpoints in-
cluding thoracic x-rays and Ekg. studies.
Exclusions were made on a basis similar to
that followed in other forms of irritative or
shock therapies. Although more teactions
were induced, the present report deals only

, with the 2,746 grand mal type of convulsive

reactions induced by unidirectional electro-
stimulation through left temple (negative
pole)—vertex (positive pole) leads. In all
cases, patients received neither sedative
nor stimulant medication throughout their
courses of electrostimulation therapy. In all
but a very few instances, sedatives had not
been administered within a week before
treatments were started.

The basic apparatus used in most of our
work has been described in the previous
paper(1). The addition of some mechanical
features was made in order to control the
timing and to break up the basic wave pat-
terns into “bursts” of impulses.*

* The basic features mentioned as well as timing
integration and commutator interval interruptions
are embodied in the Reiter electrostimulator model
CW-—which was employed in these investigations
as soon as the individual features were checked
separately.

.. from the practical standpoint, unilateral
temple-vertex electrode placements gave
optimal convulsive reactions...

Admittedly a number of other leads were
just as effective though not nearly as
oractical.

For example, pharyngeal-vertex, the bi-
occipital, the shoulder-vertex (using a large
negative pole on the shoulder or back)
electrode placements have been tried in a
number of cases and found to be quite
effective...

Friedman & Wilcox, J Nerv Ment Dis, 1942



DISEASES OF THE NERVOUS SYSTEM

Monopolar Electro-Shock Therapy

JosEPH EPSTEIN, M.D.
New York, New York

Since the intrcduction of electro-convul-
sive shock therapy, constant research has
been directed towards two goals. First, to
find how or why it is effective; and second,
to refine it so that it will retain, or even in-
crease, its therapeutic efficacy and simulta-
neously be freed from its hazards. A num-
ber of explanations have been offered to ac-
count for the remedial effects of electro-
shock. It is highly doubtful whether the
convulsion per se is the basis for the thera-
peutic result. What is more likely is that,
in association with the violent explosive
state of the nervous system, there are lib-
erated certain substances or hormones which
play a part in the recovery of the individual.

complication is, of course, death due to car-
diac failure. Others include respiratory fail-
ure so severe as to require artificial respira-
tion, fractures of long bones or of the pelvis,
and spinal compression fractures, as well as
severe disabling pains in the back, chest, or
shoulders.

Psychological complications consist in con-
fusion, amnesia, loss of word choice, and
forgetfulness, which at times is present to
a frightening degree, causing humiliation
and embarrassment to the patient. They
may see strangers and think they have met
them before; they see acquaintances and for-
get their names. Friends talking to them,

refer to an incident of the day before, and -

An indifferent, cuff-shaped electrode is
applied to the right forearm.

The active electrode to certain areas of the
skull and conducting the current through
the medulla and brain stim.

By conducting the current through the
region of the vertex, the motor strip Is
stimulated, along with the thalamic nuclel,
and a convulsion is rapidly induced with
very small amounts of current.

Epstein, Dis Nerv Syst, 1955



Unidirectional Electro-Stimulated Convulsive

Therapy
I1I. The Use of Multipolar Leads®

by EMERICK FRIEDMAN, Albany, N.Y.

As an outgrowth of carlier work on establishing the minimal

convulsive dose of unidirectional electro-stimulated convulsive
therapv. there developed an experimental basis of using maulti-
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Unidirectional Electro-Stimulated Convulsive Therapy
IV. Further Experiences in the Use of Multipolar Leads *

By Emerick FRIEDMAN, Albany, N.Y.

The procedure, technique and rationale of administering uni-
directional electro-stimulated convulsive therapy, or more correctly,
prolonged electrocoma therapy, were described in previous reports . 2.
Four years experience with three lead (fronto-bioccipital) and four
lead (biparieto-bioccipital) electrode placements has led to certain
formulations of practical value.

Since the original reports, no changes in procedures have been

* Some of the paticnts deseribed here were treated at the Marshall's Sanitarium,
Troy, N. Y. and the Memorial Hospital, Albany, New York.
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Naso-pharyngeal biparietal (bioccipital)
stimulation

Fronto-bioccipital (ethmoid-mastoid):
useful in chronic addiction to sedatives or
alcohol

Biparieto-bioccipital: useful for acute
osychosis

Still essentially two electrodes, but split
into 4 leads

Reiter CW47/ stimulator, set to 5 mA and
quickly raised to 20 mA and left at that
level for 20-30 s. If generalized tonus
started, the current was lowered so that
only a steady clonic response was
maintained. After 30 s, the current slowly
reduced until respiration started.

Friedman, Confin Neurol, 1952, 1953
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DISEASES OF THE NERVOUS SYSTEM

Monopolar Electro-Shock Therapy

JosEPH EPSTEIN, M.D.
New York, New York

Since the intrcduction of electro-convul-
sive shock therapy, constant research has
been directed towards two goals. First, to
find how or why it is effective; and second,
to refine it so that it will retain, or even in-
crease, its therapeutic efficacy and simulta-
neously be freed from its hazards. A num-
ber of explanations have been offered to ac-
count for the remedial effects of electro-
shock. It is highly doubtful whether the
convulsion per se is the basis for the thera-
peutic result. What is more likely is that,
in association with the violent explosive
state of the nervous system, there are lib-
erated certain substances or hormones which
play a part in the recovery of the individual.

complication is, of course, death due to car-
diac failure. Others include respiratory fail-
ure so severe as to require artificial respira-
tion, fractures of long bones or of the pelvis,
and spinal compression fractures, as well as
severe disabling pains in the back, chest, or
shoulders.

Psychological complications consist in con-
fusion, amnesia, loss of word choice, and
forgetfulness, which at times is present to
a frightening degree, causing humiliation
and embarrassment to the patient. They
may see strangers and think they have met
them before; they see acquaintances and for-
get their names. Friends talking to them,

refer to an incident of the day before, and -

Used subconvulsive stimulation applied to
various frontal areas exclusively. We felt that
non-convulsive method was effective in
many cases but was not as efficient as the
convulsive method.

We also noticed that by “topping off” the
non-convulsive treatments toward the end
of a series with one or two convulsions,
sudden dramatic recovery frequently
ensued.

Epstein, Dis Nerv Syst, 1955



DISEASES OF THE NERVOUS SYSTEM

Monopolar Electro-Shock Therapy

JosEPH EPSTEIN, M.D.
New York, New York

Since the intrcduction of electro-convul-
sive shock therapy, constant research has
been directed towards two goals. First, to
find how or why it is effective; and second,
to refine it so that it will retain, or even in-
crease, its therapeutic efficacy and simulta-
neously be freed from its hazards. A num-
ber of explanations have been offered to ac-
count for the remedial effects of electro-
shock. It is highly doubtful whether the
convulsion per se is the basis for the thera-
peutic result. What is more likely is that,
in association with the violent explosive
state of the nervous system, there are lib-
erated certain substances or hormones which
play a part in the recovery of the individual.

complication is, of course, death due to car-
diac failure. Others include respiratory fail-
ure so severe as to require artificial respira-
tion, fractures of long bones or of the pelvis,
and spinal compression fractures, as well as
severe disabling pains in the back, chest, or
shoulders.

Psychological complications consist in con-
fusion, amnesia, loss of word choice, and
forgetfulness, which at times is present to
a frightening degree, causing humiliation
and embarrassment to the patient. They
may see strangers and think they have met
them before; they see acquaintances and for-
get their names. Friends talking to them,

refer to an incident of the day before, and -

Schizophrenics, and others for whom the
orognosis is not so favorable, are given the
combined treatment.

This consists in first inducing a convulsion
and utilizing the minute or two after the
termination of the seizure, and while the
patient is still comatose, to apply frontal
subconvulsive stimulations. We have had
mMmany social recoveries in schizophrenics
through this combined method.

Epstein, Dis Nerv Syst, 1955
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 Early ECT had amplitude control,
waveform flexibility, even
multielectrode configurations were
experimented

 Along the way, we lost those ideas

« Tomorrow’s devices, like PROTECT
and MIST, brings back good ideas,
rediscovered and re-engineered with
modern precision, safety, and
computational design
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