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ECT/MEDICAL COMORBIDITY

GOLD-STANDARD ELECTROCONVULSIVE THERAPY — Michael
A. Taylor, MD, Adjunct Clinical Professor of Psychiatry,
University of Michigan Medical School, Ann Arbor
Introduction: historically, camphor oil used to induce sei-

zures in mentally ill; electroconvulsive therapy (ECT) to
induce seizure introduced in 1938; currently, ECT not
widely available in United States (<10% of psychiatrists
perform it), and usually thought of as last resort after
medication trials exhausted; prototypical ECT practitio-
ner male, >45 yr of age, and international medical gradu-
ate (IMG) who learned about ECT >10 yr ago in another
country; in United States, no requirements for residents to
train in ECT, and ECT competence certification not re-
quired; ECT often classed with alternative treatments, eg,
biofeedback and phototherapy

Maximizing ECT efficacy: “one size does not fit all”; dos-
ing and stimulus parameters must be individualized;
treatments must be monitored by electroencephalogra-
phy (EEG) and patient restimulated if induced seizure
inadequate; bilateral electrode placement preferred to
unilateral

Terminology: “dose” measured in millicoulombs (mC);
energy needed to achieve mC dose measured in joules
(J); resistance (also called impedance) is obstacle that
energy must overcome to deliver mC dose; only 2 ma-
chines available in United States; Thymatron delivers
maximum dose of 504 mC; MECTA delivers maximum
dose of 576 mC

Individualized dosing: “active ingredient” grand mal elec-
trical seizure achieved by overcoming patient’s seizure
threshold; seizure threshold increases with age; half-
age dose-calculation method — divide patient’s age by
2 and multiply machine’s maximum capacity by that
percentage (eg, if patient 70 yr of age, divide 70 by 2
[=35] and multiply machine’s maximum capacity by
35%); titration dose-calculation method — start at very
low dose (eg, 5%-10% of machine’s maximum capac-
ity) and stimulate at successively higher doses until sei-
zure achieved (seizure threshold); that dose then
“multiplied by another number, depending on what else
is being done”

Cognitive side effects: electricity from power source
takes form of continuous sine wave; ECT machines
convert that into brief pulses punctuated by brief rest
periods, which minimizes cognitive problems; having
pulses at narrow widths and low frequencies makes less
work for machine (fewer joules) and reduces cognitive
side effects; the longer the stimulus duration, the better
(6 to 8 sec typical)

Unilateral ECT or bilateral? controversial; bilateral —
electrodes placed on either frontotemporal area; electric-
ity passes through midbrain, producing centrencephalic
generalized seizure; unilateral always given initially on
right side of head (to avoid area that controls verbal func-
tioning on left side of frontotemporal region), with 1 elec-
trode in right frontotemporal position and other in galea
position, producing right cerebral hemisphere seizure that
generalizes to rest of brain; found to reduce anterograde
and retrograde amnesia; however, when patients asked to
recall details about tester, those who received bilateral
ECT recalled details as well as controls, whereas those

who received unilateral ECT forgot more details, presum-
ably because visuospatial functioning concentrated in
right hemisphere; whether ECT unilateral or bilateral,
memory loss temporary, resolving within ≈1 yr; problems
with unilateral ECT — to be equivalent to bilateral, must
be given at very high doses, which minimizes cognitive
advantage; because of machine limitations, calculated
high dose not available for some patients; high doses can-
not be sustained throughout treatment course; when given
at seizure threshold, unilateral ECT no better than placebo

EEG monitoring of ECT: essential in determining whether
seizure occurred; in studies, when practitioner tried to
determine whether seizure had occurred by observing
patient, “there were too many false positives” (ie, oc-
currence of seizure cannot be determined accurately by
observing patient); especially worrisome in unilateral
ECT, in which 25% of practitioners said patient was
having seizure when he or she was not; EEG also nec-
essary to determine that seizure has ended before pa-
tient leaves treatment room; in some patients, especially
younger ones, electrical seizure can continue for up to
several minutes after motor seizure has ended; possible
for some patients to go into status epilepticus, and EEG
can help determine that

Determining efficacy of EEG: morphology of EEG tracing
indicates quality of seizure; duration of seizure  irrele-
vant; recruitment is time from electrical stimulation to
when patient achieves full grand mal seizure with high
amplitude and hypersynchronous activity; the shorter
the recruitment and the denser the global power (high-
amplitude period), the better; best seizure ends abruptly
into electrical quiet; important to obtain preanesthesia
EEG so change in tracing due to anesthesia not mistaken
for seizure

Bottom line: remission rates higher when seizures consis-
tently meet above criteria

MANAGEMENT OF CO-OCCURRING PSYCHIATRIC AND MEDI-
CAL CONDITIONS — Curley L. Bonds, MD, Chair, Depart-
ment of Psychiatry, Charles R. Drew University School of
Medicine and Science; Associate Clinical Professor of Psy-
chiatry, Neuropsychiatric Institute, University of California,
Los Angeles 
Introduction: depression more common with certain medi-

cal illnesses, including cardiovascular disease and HIV

1. When administering electroconvulsive therapy (ECT), __________ electrode placement is preferred.

(A) Bilateral (B) Unilateral 

2. The “active ingredient” in ECT is a grand mal electrical seizure, achieved by overcoming the patient’s seizure 
threshold; seizure threshold __________ with age.

(A) Decreases (B) Stabilizes (C) Increases 

3. In administering ECT, the __________ the electrical stimulus, the better.

(A) Longer (B) Shorter

4. In determining whether an adequate seizure has been achieved with ECT, the best indicator is:

(A) The practitioner’s experience (C) The duration of the stimulus
(B) Electroencephalography (EEG) (D) The patient’s postprocedure mood

5. Recruitment is defined as the time elapsed from electrical stimulation to the patient’s achieving full grand mal 
seizure, as demonstrated by high amplitude and hypersynchronous activity on an EEG tracing; the 
__________ the recruitment, the better.

(A) Shorter  (B) Longer 

6. Which of the following was found to be a safe and effective treatment for depression in patients with a recent 
myocardial infarction (MI) or unstable angina without another life-threatening medical condition?

(A) Fluoxetine (B) Paroxetine (C) Sertraline 

7. In patients with depression and coronary artery disease, the risk for mortality is higher in:

(A) Women (B) Men (C) A and B 

8. Which of the following are cardiovascular effects of tricyclic antidepressant medications?

1. Increased heart rate
2. Orthostatic hypotension
3. Slow cardiac conduction
4. Increased risk for sudden death
5. Reduced metabolism in blacks

(A) 1,2,4 (B) 2,3 (C) 1,2,3,4 (D) 1,2,3,4,5

9. Among HIV-positive patients, __________ screen positive for having had a major depressive disorder during 
the previous year.

(A) Three quartars (B) One half (C) One third

10. Among patients with HIV infection, __________ are at higher risk of developing dementia than __________.

(A) Men; women (B) Women; men 
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Educational Objectives
The goal of this program is to educate the clinician
about electroconvulsive therapy (ECT) and the man-
agement of concomitant psychiatric and medical condi-
tions. After hearing and assimilating this program, the
clinician will be better able to:

1. Select patients who might benefit from ECT.
2. Maximize the efficacy of ECT.
3. Monitor the quality of ECT-induced seizures 

through electroencephalography.
4. Discuss the relationship between certain medical 

illnesses and depression.
5. Treat depression that occurs concurrently with 

medical illness.
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infection; major depression associated with 4-fold in-
crease in risk for mortality during first 6 mo after myocar-
dial infarction (MI); mental stress can trigger decreased
blood flow to heart

Depression and heart disease: platelet aggregation and re-
activity and blood clotting affected by depression; beat-
to-beat variability decreased in depressed individuals; de-
pression associated with decreased compliance with exer-
cise, diet, and medications

Sertraline Antidepressant Heart Attack Randomized
Trial (SADHART): results suggest sertraline safe and ef-
fective treatment for recurrent depression in patients with
recent MI or unstable angina and without other life-threat-
ening medical conditions; study not powerful enough to
show whether treating depression decreased morbidity
and mortality, “but there seemed to be a trend in that di-
rection”

Blacks and heart disease: after MI, blacks less likely than
whites to receive certain interventions; more likely to
have diabetes and hypertension, to delay seeking care,
and to refuse angioplasty; black women — rate of death
after MI 34% higher than in white women; physical re-
covery slower than in white women; less likely to have
used hormone replacement therapy

More on depression and heart disease: depression associ-
ated with increased risk for coronary artery disease
(CAD) in men and women; also known to increase
CAD-related mortality in men but not in women; pa-
tients with depression and MI have altered autogenic
tone (increased sympathetic activity and decreased
parasympathetic activity)

Platelet factor 4 and β-thromboglobulin: plasma levels el-
evated in depressed patients with ischemic heart disease

Cardiac autogenic tone: derangements may lead to ven-
tricular tachycardia and fibrillation and sudden death

Cultural considerations: some studies suggest that  blacks
respond better to tricyclic antidepressants (TCAs) than
to other antidepressants; however, increased side ef-
fects of TCAs occur in blacks, and may be result of
slower metabolism; blacks have lower rates of major
depression, dysthymia, and panic disorder than whites,
and higher rates of phobic disorders; speaker suggests
lower rate of depression is because symptoms of de-
pression and ischemic heart disease (eg, fatigue and in-
somnia) overlap, and patients reluctant to report
symptoms because they believe myth that depression is
“normal” reaction to CAD

Hostility and MI: hostility stress-related condition that has
been linked to increased mortality rate; no standardized
scale for measuring hostility, but studies show higher hos-
tility ratings predict higher risk for MI and death; patients
with high hostility ratings ≈25% more likely to have re-
stenosis of coronary arteries after percutaneous translumi-
nal coronary angioplasty (PTCA) than patients with low
hostility ratings

Cardiovascular effects of antidepressants: TCAs—increase
heart rate; cause orthostatic hypotension; slow cardiac
conduction; increase risk for sudden cardiac death; may
reduce metabolism by 50% in black patients; have anti-
cholinergic, antiadrenergic, and quinidine-like effects; se-
lective serotonin reuptake inhibitors (SSRIs) — most
extensively studied antidepressants in cardiac population;
decrease platelet aggregation; no effect on heart rate vari-
ability or on QT segment variability (eg, bradycardia);

studies exist for fluoxetine, paroxetine, and sertraline;
drugs with high protein binding (eg, SSRIs) may require
adjustment of warfarin (Coumadin) levels; warfarin levels
should be followed closely

Depression and HIV infection: depression among most
common psychiatric disorders observed in HIV-positive
patients; ≈50% of HIV-positive patients screen positive
for psychiatric disorder; 33% screen positive for major
depressive disorder during previous year; depressive
symptoms may have adverse effect on immune function
(studies suggest CD cells less healthy in patients with
depression); in one study, chronic non-bereavement-re-
lated depressed mood predicted decline in CD4+ cell
counts across 5-yr span in HIV-positive homosexual
men; prevalence of depression higher among HIV-posi-
tive women than in those who are HIV negative; clinical
studies suggest higher mortality among HIV-positive
men and women with depression than among those with-
out depression

Neuropsychiatric complications of HIV infection: inci-
dence of delirium lower with newer treatments for HIV
infection but still occurs; patients with HIV infection, es-
pecially those with end-stage disease, at increased risk for
dementia; risk factors for dementia include patient not
taking antiviral medications, having high viral load, being
of older age, having anemia, using illicit drugs, and being
female

Treatment of HIV/AIDS-associated conditions: can place
patients at risk for depression; certain antiviral medica-
tions known to cause suicidal ideation and to alter cogni-
tion; other medications can be neuroprotective (neuro-
protective agents given to patients with Alzheimer’s dis-
ease may be helpful in patients with HIV infection); liter-
ature suggests psychostimulants may improve appetite
and mood and help patients function better; judicious
doses of testosterone shown to improve mood and appe-
tite, and may help to increase muscle mass; use antide-
pressants aggressively

Cardiac disease and obesity: people who have 10% weight
gain by 20 yr of age have 50% increased risk for having
cardiac disease later; those who have 10% weight gain by
20 yr of age and who smoke have 300% increased risk;
unfortunately, obesity and smoking common in people
with schizophrenia, and newer antipsychotic medications
often have weight gain as side effect; modifiable risk fac-
tors for cardiac disease in people with schizophrenia in-
clude obesity, dyslipidemia, diabetes, hypertension, and
smoking; nonmodifiable risk factors include sex, family
history or personal history of cardiovascular disease, and
age; if newer antipsychotic medications must be used, cli-
nician must be more aggressive in helping patients control
their weight

Somatization and depression: people from ethnic minor-
ities more likely than whites to report physical symp-
toms of depression (eg, sleep disturbance, indigestion,
headache, muscle aches and pains) rather than emo-
tional aspects; challenging to diagnose depression in
people with medical illness and physical complaints
such as headache, backache, joint pain, and abdominal
pain

Approaching the depressed patient: use medical model
(ie, brain as organ); distinguish clinical depression from
routine melancholia or sadness; emphasize improve-
ments in neurovegetative function
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Endicott substitution criteria: proposes that somatic
symptoms in medically ill are substituted by nonso-
matic alternatives; eg, change in weight and appetite
substituted by tearfulness and depressed mood;

method can be used to identify psychologic symp-
toms of depression that indicate presence of major
depressive disorder in elderly patients with medical
illness



Accreditation: The California Medical Association is accredited by the
Accreditation Council for Continuing Medical Education to provide con-
tinuing medical education for physicians. Audio-Digest is a nonprofit affil-
iate of the CMA. 

Designation: The CMA designates this educational activity for a maximum
of 2 AMA PRA Category 1 Credits™. Physicians should only claim credit
commensurate with the extent of their participation in the activity. 

Audio-Digest Foundation is approved by the American Psychological Asso-
ciation to sponsor continuing education for psychologists. Audio-Digest
Foundation maintains responsibility for this program and its content. Each
Audio-Digest Psychiatry home study activity is offered for 2 CE credits for
psychologists. 
The American Academy of Physician Assistants (AAPA) accepts up to 2
Category 1 CME credits for each Audio-Digest activity completed success-
fully. AAPA accepts AMA Category 1 CME credit for the PRA from orga-
nizations accredited by the ACCME.
Audio-Digest Foundation is accredited as a provider of continuing nursing
education by the American Nurses Credentialing Center’s Commission

(ANCC) on Accreditation. Audio-Digest designates each activity for 2.0 CE
contact hours.
Audio-Digest Foundation is approved as a provider of nurse practitioner
continuing education by the American Academy of Nurse Practitioners
(AANP Approved Provider number 030904). Audio-Digest designates
each activity for 2.0 CE contact hours, including 0.5 pharmacology CE
contact hours.
The California State Board of Registered Nursing (CA BRN) accepts
courses provided for AMA category 1 credit as meeting the continuing edu-
cation requirements for license renewal.
Expiration: This CME activity qualifies for Category 1 credit for 3 years
from the date of publication.
Estimated time to complete the educational process:
Review Educational Objectives on page 3 5 minutes
Take pretest 10 minutes
Listen to audio program 60 minutes
Review written summary and suggested readings 35 minutes
Take posttest 10 minutes

infection; major depression associated with 4-fold in-
crease in risk for mortality during first 6 mo after myocar-
dial infarction (MI); mental stress can trigger decreased
blood flow to heart

Depression and heart disease: platelet aggregation and re-
activity and blood clotting affected by depression; beat-
to-beat variability decreased in depressed individuals; de-
pression associated with decreased compliance with exer-
cise, diet, and medications

Sertraline Antidepressant Heart Attack Randomized
Trial (SADHART): results suggest sertraline safe and ef-
fective treatment for recurrent depression in patients with
recent MI or unstable angina and without other life-threat-
ening medical conditions; study not powerful enough to
show whether treating depression decreased morbidity
and mortality, “but there seemed to be a trend in that di-
rection”

Blacks and heart disease: after MI, blacks less likely than
whites to receive certain interventions; more likely to
have diabetes and hypertension, to delay seeking care,
and to refuse angioplasty; black women — rate of death
after MI 34% higher than in white women; physical re-
covery slower than in white women; less likely to have
used hormone replacement therapy

More on depression and heart disease: depression associ-
ated with increased risk for coronary artery disease
(CAD) in men and women; also known to increase
CAD-related mortality in men but not in women; pa-
tients with depression and MI have altered autogenic
tone (increased sympathetic activity and decreased
parasympathetic activity)

Platelet factor 4 and β-thromboglobulin: plasma levels el-
evated in depressed patients with ischemic heart disease

Cardiac autogenic tone: derangements may lead to ven-
tricular tachycardia and fibrillation and sudden death

Cultural considerations: some studies suggest that  blacks
respond better to tricyclic antidepressants (TCAs) than
to other antidepressants; however, increased side ef-
fects of TCAs occur in blacks, and may be result of
slower metabolism; blacks have lower rates of major
depression, dysthymia, and panic disorder than whites,
and higher rates of phobic disorders; speaker suggests
lower rate of depression is because symptoms of de-
pression and ischemic heart disease (eg, fatigue and in-
somnia) overlap, and patients reluctant to report
symptoms because they believe myth that depression is
“normal” reaction to CAD

Hostility and MI: hostility stress-related condition that has
been linked to increased mortality rate; no standardized
scale for measuring hostility, but studies show higher hos-
tility ratings predict higher risk for MI and death; patients
with high hostility ratings ≈25% more likely to have re-
stenosis of coronary arteries after percutaneous translumi-
nal coronary angioplasty (PTCA) than patients with low
hostility ratings

Cardiovascular effects of antidepressants: TCAs—increase
heart rate; cause orthostatic hypotension; slow cardiac
conduction; increase risk for sudden cardiac death; may
reduce metabolism by 50% in black patients; have anti-
cholinergic, antiadrenergic, and quinidine-like effects; se-
lective serotonin reuptake inhibitors (SSRIs) — most
extensively studied antidepressants in cardiac population;
decrease platelet aggregation; no effect on heart rate vari-
ability or on QT segment variability (eg, bradycardia);

studies exist for fluoxetine, paroxetine, and sertraline;
drugs with high protein binding (eg, SSRIs) may require
adjustment of warfarin (Coumadin) levels; warfarin levels
should be followed closely

Depression and HIV infection: depression among most
common psychiatric disorders observed in HIV-positive
patients; ≈50% of HIV-positive patients screen positive
for psychiatric disorder; 33% screen positive for major
depressive disorder during previous year; depressive
symptoms may have adverse effect on immune function
(studies suggest CD cells less healthy in patients with
depression); in one study, chronic non-bereavement-re-
lated depressed mood predicted decline in CD4+ cell
counts across 5-yr span in HIV-positive homosexual
men; prevalence of depression higher among HIV-posi-
tive women than in those who are HIV negative; clinical
studies suggest higher mortality among HIV-positive
men and women with depression than among those with-
out depression

Neuropsychiatric complications of HIV infection: inci-
dence of delirium lower with newer treatments for HIV
infection but still occurs; patients with HIV infection, es-
pecially those with end-stage disease, at increased risk for
dementia; risk factors for dementia include patient not
taking antiviral medications, having high viral load, being
of older age, having anemia, using illicit drugs, and being
female

Treatment of HIV/AIDS-associated conditions: can place
patients at risk for depression; certain antiviral medica-
tions known to cause suicidal ideation and to alter cogni-
tion; other medications can be neuroprotective (neuro-
protective agents given to patients with Alzheimer’s dis-
ease may be helpful in patients with HIV infection); liter-
ature suggests psychostimulants may improve appetite
and mood and help patients function better; judicious
doses of testosterone shown to improve mood and appe-
tite, and may help to increase muscle mass; use antide-
pressants aggressively

Cardiac disease and obesity: people who have 10% weight
gain by 20 yr of age have 50% increased risk for having
cardiac disease later; those who have 10% weight gain by
20 yr of age and who smoke have 300% increased risk;
unfortunately, obesity and smoking common in people
with schizophrenia, and newer antipsychotic medications
often have weight gain as side effect; modifiable risk fac-
tors for cardiac disease in people with schizophrenia in-
clude obesity, dyslipidemia, diabetes, hypertension, and
smoking; nonmodifiable risk factors include sex, family
history or personal history of cardiovascular disease, and
age; if newer antipsychotic medications must be used, cli-
nician must be more aggressive in helping patients control
their weight

Somatization and depression: people from ethnic minor-
ities more likely than whites to report physical symp-
toms of depression (eg, sleep disturbance, indigestion,
headache, muscle aches and pains) rather than emo-
tional aspects; challenging to diagnose depression in
people with medical illness and physical complaints
such as headache, backache, joint pain, and abdominal
pain

Approaching the depressed patient: use medical model
(ie, brain as organ); distinguish clinical depression from
routine melancholia or sadness; emphasize improve-
ments in neurovegetative function
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Endicott substitution criteria: proposes that somatic
symptoms in medically ill are substituted by nonso-
matic alternatives; eg, change in weight and appetite
substituted by tearfulness and depressed mood;

method can be used to identify psychologic symp-
toms of depression that indicate presence of major
depressive disorder in elderly patients with medical
illness



On a Test and Evaluation form, complete Pretest section before listening and Posttest section after listening.
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ECT/MEDICAL COMORBIDITY

GOLD-STANDARD ELECTROCONVULSIVE THERAPY — Michael
A. Taylor, MD, Adjunct Clinical Professor of Psychiatry,
University of Michigan Medical School, Ann Arbor
Introduction: historically, camphor oil used to induce sei-

zures in mentally ill; electroconvulsive therapy (ECT) to
induce seizure introduced in 1938; currently, ECT not
widely available in United States (<10% of psychiatrists
perform it), and usually thought of as last resort after
medication trials exhausted; prototypical ECT practitio-
ner male, >45 yr of age, and international medical gradu-
ate (IMG) who learned about ECT >10 yr ago in another
country; in United States, no requirements for residents to
train in ECT, and ECT competence certification not re-
quired; ECT often classed with alternative treatments, eg,
biofeedback and phototherapy

Maximizing ECT efficacy: “one size does not fit all”; dos-
ing and stimulus parameters must be individualized;
treatments must be monitored by electroencephalogra-
phy (EEG) and patient restimulated if induced seizure
inadequate; bilateral electrode placement preferred to
unilateral

Terminology: “dose” measured in millicoulombs (mC);
energy needed to achieve mC dose measured in joules
(J); resistance (also called impedance) is obstacle that
energy must overcome to deliver mC dose; only 2 ma-
chines available in United States; Thymatron delivers
maximum dose of 504 mC; MECTA delivers maximum
dose of 576 mC

Individualized dosing: “active ingredient” grand mal elec-
trical seizure achieved by overcoming patient’s seizure
threshold; seizure threshold increases with age; half-
age dose-calculation method — divide patient’s age by
2 and multiply machine’s maximum capacity by that
percentage (eg, if patient 70 yr of age, divide 70 by 2
[=35] and multiply machine’s maximum capacity by
35%); titration dose-calculation method — start at very
low dose (eg, 5%-10% of machine’s maximum capac-
ity) and stimulate at successively higher doses until sei-
zure achieved (seizure threshold); that dose then
“multiplied by another number, depending on what else
is being done”

Cognitive side effects: electricity from power source
takes form of continuous sine wave; ECT machines
convert that into brief pulses punctuated by brief rest
periods, which minimizes cognitive problems; having
pulses at narrow widths and low frequencies makes less
work for machine (fewer joules) and reduces cognitive
side effects; the longer the stimulus duration, the better
(6 to 8 sec typical)

Unilateral ECT or bilateral? controversial; bilateral —
electrodes placed on either frontotemporal area; electric-
ity passes through midbrain, producing centrencephalic
generalized seizure; unilateral always given initially on
right side of head (to avoid area that controls verbal func-
tioning on left side of frontotemporal region), with 1 elec-
trode in right frontotemporal position and other in galea
position, producing right cerebral hemisphere seizure that
generalizes to rest of brain; found to reduce anterograde
and retrograde amnesia; however, when patients asked to
recall details about tester, those who received bilateral
ECT recalled details as well as controls, whereas those

who received unilateral ECT forgot more details, presum-
ably because visuospatial functioning concentrated in
right hemisphere; whether ECT unilateral or bilateral,
memory loss temporary, resolving within ≈1 yr; problems
with unilateral ECT — to be equivalent to bilateral, must
be given at very high doses, which minimizes cognitive
advantage; because of machine limitations, calculated
high dose not available for some patients; high doses can-
not be sustained throughout treatment course; when given
at seizure threshold, unilateral ECT no better than placebo

EEG monitoring of ECT: essential in determining whether
seizure occurred; in studies, when practitioner tried to
determine whether seizure had occurred by observing
patient, “there were too many false positives” (ie, oc-
currence of seizure cannot be determined accurately by
observing patient); especially worrisome in unilateral
ECT, in which 25% of practitioners said patient was
having seizure when he or she was not; EEG also nec-
essary to determine that seizure has ended before pa-
tient leaves treatment room; in some patients, especially
younger ones, electrical seizure can continue for up to
several minutes after motor seizure has ended; possible
for some patients to go into status epilepticus, and EEG
can help determine that

Determining efficacy of EEG: morphology of EEG tracing
indicates quality of seizure; duration of seizure  irrele-
vant; recruitment is time from electrical stimulation to
when patient achieves full grand mal seizure with high
amplitude and hypersynchronous activity; the shorter
the recruitment and the denser the global power (high-
amplitude period), the better; best seizure ends abruptly
into electrical quiet; important to obtain preanesthesia
EEG so change in tracing due to anesthesia not mistaken
for seizure

Bottom line: remission rates higher when seizures consis-
tently meet above criteria

MANAGEMENT OF CO-OCCURRING PSYCHIATRIC AND MEDI-
CAL CONDITIONS — Curley L. Bonds, MD, Chair, Depart-
ment of Psychiatry, Charles R. Drew University School of
Medicine and Science; Associate Clinical Professor of Psy-
chiatry, Neuropsychiatric Institute, University of California,
Los Angeles 
Introduction: depression more common with certain medi-

cal illnesses, including cardiovascular disease and HIV

1. When administering electroconvulsive therapy (ECT), __________ electrode placement is preferred.

(A) Bilateral (B) Unilateral 

2. The “active ingredient” in ECT is a grand mal electrical seizure, achieved by overcoming the patient’s seizure 
threshold; seizure threshold __________ with age.

(A) Decreases (B) Stabilizes (C) Increases 

3. In administering ECT, the __________ the electrical stimulus, the better.

(A) Longer (B) Shorter

4. In determining whether an adequate seizure has been achieved with ECT, the best indicator is:

(A) The practitioner’s experience (C) The duration of the stimulus
(B) Electroencephalography (EEG) (D) The patient’s postprocedure mood

5. Recruitment is defined as the time elapsed from electrical stimulation to the patient’s achieving full grand mal 
seizure, as demonstrated by high amplitude and hypersynchronous activity on an EEG tracing; the 
__________ the recruitment, the better.

(A) Shorter  (B) Longer 

6. Which of the following was found to be a safe and effective treatment for depression in patients with a recent 
myocardial infarction (MI) or unstable angina without another life-threatening medical condition?

(A) Fluoxetine (B) Paroxetine (C) Sertraline 

7. In patients with depression and coronary artery disease, the risk for mortality is higher in:

(A) Women (B) Men (C) A and B 

8. Which of the following are cardiovascular effects of tricyclic antidepressant medications?

1. Increased heart rate
2. Orthostatic hypotension
3. Slow cardiac conduction
4. Increased risk for sudden death
5. Reduced metabolism in blacks

(A) 1,2,4 (B) 2,3 (C) 1,2,3,4 (D) 1,2,3,4,5

9. Among HIV-positive patients, __________ screen positive for having had a major depressive disorder during 
the previous year.

(A) Three quartars (B) One half (C) One third

10. Among patients with HIV infection, __________ are at higher risk of developing dementia than __________.

(A) Men; women (B) Women; men 
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Educational Objectives
The goal of this program is to educate the clinician
about electroconvulsive therapy (ECT) and the man-
agement of concomitant psychiatric and medical condi-
tions. After hearing and assimilating this program, the
clinician will be better able to:

1. Select patients who might benefit from ECT.
2. Maximize the efficacy of ECT.
3. Monitor the quality of ECT-induced seizures 

through electroencephalography.
4. Discuss the relationship between certain medical 

illnesses and depression.
5. Treat depression that occurs concurrently with 

medical illness.
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