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Although Cerletti is often attributed with the introduction of ECT
1"''1.09381, references are available which highlight earlier use. "In
England, in 1872, Gifford Allbutt used the passage of electric current
through the head for the treatment of mania, brain wasting, dementia and
melancholia" (Strabeneck, 1986). It was, however, the independent
practices of Meduna and Sakel who set the precedents for the induction of
epileptic fits as a form of treatment. In 1938 Cerletti supplied the electricity.

The first electro shock was given to an Italian man known only by his
initials as S.E. He had been arrested by the police department for vagrancy
and was referred to hospital for observation. After a diagnosis of
schizophrenia, he was identified as a first subject in the study. Although
Cerletti sought pennission to experiment on hogs he did not pursue the
same procedure when conducting this human trial. He administered the
first shock, which failed to induce a convulsion, because the voltage had
been set too low. Whilst Cerletti discussed with colleagues how to proceed,
S.E.(;"ho had been listening to this conversation) stated, "Not another one!
It's deadly" (Berke, 1979). Despite this man's expressed wishes. Cerletti
proceeded with his experimentation, and using a higher voltage, induced
a convulsion.

Today, psychiatrists claim to administer modified ECT. It is presented as
a safe treatment far removed from Cerletti's crude experiments. In fact,
modifications do little to increase the safety of ECT and are more damaging.
For example, there have been major changes in the way that psychiatrists
now view the administration of ECT. First, they consider the use ofa muscle
relaxant essentiai. This is now given routinely with all ECT to prevent the
orthopaedic complications of dislocation and breakages, which were
common side effects associated with ECT in the past. Muscle relaxants
sedale the brain and it is much more difficult to induce a seizure. Therefore
the voltage has to be increased even higher than with unmodified ECT to
reach the threshold necessary to produce a convulsion. The result of this
improved procedure is a higher degree of damage to the brain.

Another modification is the administration of unilateral, rather than
bilateral, ECf. This procedure assumes that one side of the brain is less
valuable than the other. Humanistic psychologists would not agree.
Instead, they might argue that the non-<lominant side is essential to
creativity. The placing ofelectrodes unilaterally increases the concentration
of auTent in one part of the brain and the damage to this part is more severe
than in bilateral ECT (8reggin, 1989). EEG resultsonemonth after unilateral
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ECT confirm that it is possible to detect which side of the brain is damaged
(Weiner, 1980).

Modified ECT is not scientifically proven. Psychiatrists claim that it is a
safe technique in an attempt to control popular opinion. In general, many
psychiatrists have insufficient regard for the brain. For example, Pippard
and Ellam found that some clinics did not give their clients oxygen, thus
risking anoxic brain damage and that nearly a quarter of clinics were using
obsolete shock machines. These delivered an untimed shock, resulting in
clients receiving excessive amounts of current (Pippard and Ellam, 1981;
Editorial, 19811. The most recent update coniinns that not much has
changed (Pippard, 1992). The Royal College of Psychiatrists' guidelines also
recommend bilateral ECT (Freeman, 1989).

howfCTworks
ECT is presented in current psychiatric literature in an edited form. The
rationale for ECT is often that the electric.aJ current rearranges brain
chernisLry positively. Another explanation given has iLs roots in
psychoanalytic terms, suggesting that individuals benefit when they get in
touch with their need to punish themselves. Current psychiatric literature
highlights that most of these theories are without supportive data and
identifies that the mechanism of ECT is unknown. The rationale for the
continued use of ECT is thatmany medical treatments have been essentially
helpful, despite the medical profession's lack of knowledge about the way
in which they work.

The truth about how ECT actually does work is always omitted in current
psychiatric publications. ElectrQ-ConvuJsive therapy is effective by
damaging the brain. Advocates of ECT were the nrstto identify this. It is
only more recently that this has been presented in a positive way by the
insistence that this damage is negligible and transient, a concept which is
hotly disputed by many people who have undergone ECT.

ECThas been repackaged in a manner designed to censor publicopinion.
Empirical research, based on adequate methodological data, does not exist
to back up its continued use. However, psychiatrists continue to quote from
obsolete and inaccurate studies misrepresenting the original outcomes to
suggest positive condusions.

psychiatryandfCTmaintenance
Many psychiatric treatments, for example major tranquillizers, lobotomy
and ECT, reduce an individual's potential to experience emotion: it is
acceptable to stuporise people, rather than to enable them to get in touch
with their own distress.

For some people long term treatment can become a reality, although not
a necessity. In an overstretched staff team, the frustrations of managing a
difficult, seJf-destructive or impulsive individual can often lead to the
introduction of an aggressive ECT regime. This renders the person passive,
docile, predictable and easily manageable. Stalf can misinterpret this lack


