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Abstract

Background: Electroconvulsive therapy (ECT) is one of the most effective treatments for severe refractory mental diseases.
Widespread cognitive complications have affected the acceptance of this treatment. Despite current evidence of short-term cog-
nitive impairment, long-term cognition consequences are less determined.
Objectives: This study aimed to evaluate the clinical approach of psychiatrists, psychiatry residents, and nurses in psychiatric hos-
pitals to the necessity, method, and frequency of cognitive assessment in candidate patients for ECT.
Methods: In this descriptive study, 89 professional members of Roozbeh and Razi hospitals, Tehran, Iran, including nurses, resi-
dents, and faculty members of psychiatry, were selected using the purposive sampling method. The research questionnaires were
sent, and 58 fulfilled questionnaires were sent back. The data were analyzed using central indicators and statistical dispersion. The
designed questionnaire included the items related to the specialists’ views on the necessity of post-ECT cognitive evaluations, best
batteries, frequency of performing the tests, and other related domains.
Results: After close follow-up, 58 out of 89 participants completed the questionnaires, including 17 psychiatrists (29.3%), 20 nurses
(34.5%), and 21 psychiatry residents (36.2%). The results were analyzed and interpreted in detail. The average work experience of
respondents in the psychiatry field was 6.89 years (range: 1 - 25 years). Additionally, 97% of the specialists did not have any project
in the ECT field and cognitive disorders. More than 80% of the participants believed that cognition evaluation is necessary for ECT-
candidate patients; however, only 15% of the specialists referred patients for the assessment. Moreover, 43% of the experts recom-
mended the Wechsler Memory Scale-Revised; nevertheless, nearly 26% of the experts recommended the Delis-Kaplan Executive Func-
tion System for the cognitive assessment of these patients. The Rey Auditory Verbal Learning Test was recommended by 20% of the
experts. Nearly two-thirds of the respondents believed that a proper assessment should be carried out in about 30 minutes. More
than 60% of the experts believed that patients should be evaluated before receiving the first session of ECT, and nearly one-third of
the experts recommended only a post-ECT evaluation. More than half of the experts believed that ECT should be discontinued in case
of severe cognitive impairment after ECT. Alternatively, less than 30% of the experts believed that it is necessary to make changes in
the treatment dose and the interval between sessions. Furthermore, 80% of the experts recommended cognitive rehabilitation for
patients with significant cognitive impairment after ECT; nonetheless, less than 20% of the experts recommended treatment with
a cholinesterase inhibitor.
Conclusions: A large percentage of patients do not undergo a comprehensive cognitive assessment before ECT, which is an impor-
tant challenge in the estimation of post-ECT cognitive decline. There is a need to design inexpensive and sensitive tests for cognitive
assessment. The test could measure different cognitive domains and be acceptable in terms of time. Due to the limited number of
specialists working in this field, the frequency of assessment and treatment methods after the identification of cognitive disorders
are heterogeneous. Therefore, it is required to design a native and practical guideline. These results could help the researchers de-
sign future studies to determine the best method of cognitive evaluation after ECT, appropriate batteries, recommended intervals,
and treatment decisions after cognitive decline detection.

Keywords: Electroconvulsive Therapy, Convulsive Therapy, Psychiatric Somatic Therapies, Electroshock, Cognitive Decline,
Cognitive Impairments

1. Background

Electroconvulsive therapy (ECT) is one of the most ef-
fective and safe treatments for severe refractory mental dis-

eases, including psychosis, mood disorder, and catatonia.
Widespread cognitive complications as unintended conse-
quences of ECT have affected the acceptance of this treat-
ment (1). Despite current evidence supporting short-term
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cognitive impairment after ECT, long-term cognition con-
sequences are less determined (2). Although the severity
and persistence of these cognitive complications are still
debated, a proper clinical neuropsychiatric assessment
should be used as a part of ECT. However, in different guide-
lines, the frequency and content of these cognitive assess-
ments are still unclear (3, 4).

Cognitive impairment related to ECT predominantly
affects recent memory, executive function, and attention.
Cognitive alterations are most severe in the acute phase,
significantly a few hours to a few days after ECT, and usually
improve partially after the end of treatment (5, 6). Unfor-
tunately, in numerous cases, a comprehensive cognitive as-
sessment is not performed before ECT to determine which
patients are at risk of exacerbated cognition problems (7).
Moreover, patients’ cognitive function is not evaluated in
the follow-up assessment. Furthermore, these cognitive
tests are performed in cases of severe cognitive decline,
delirious state, and patient’s disruptive function (8, 9).

Cognitive function monitoring after ECT is helpful to
detect cognitive impairment. A meta-analysis suggests
that the most prevalent domain of impairment is new
learning which could return to baseline after 2 weeks.
Other cognitive domains could be preserved (10). The se-
lection of the applicable test is still under question. Some
studies use instruments with short duration and other
tools with longer duration. A battery that lasts less than an
hour seems to be more tolerated by patients.

The Delis-Kaplan Executive Function System (D-KEFS) is
a standard tool to evaluate executive performance in differ-
ent age groups and assess different areas of executive func-
tion, including flexibility of thought, inhibition, problem-
solving, planning, impulse control, conceptualization, ab-
stract thinking, and creativity. The D-KEFS consists of nine
completely separate tests that can be used alone or in com-
bination.

The Auditory Verbal Learning Test is one of the most
common psychological tests in memory assessment and
auditory-verbal learning that assesses the ability of indi-
viduals to encode, consolidate, store, and retrieve verbal
information and the effect of interfering stimuli, delayed
memory, and recognition (11). The Trail Making Test was uti-
lized in a study that was correlated with hippocampal vol-
ume (12).

The lack of cognitive assessment can be due to a lack
of knowledge about the extent and severity of cognitive
complications, lack of expertise in cognitive assessment,
and lack of resources and facilities for a complete evalu-
ation, patient intolerance, and the patient’s disability to
perform neuropsychological tests (13, 14). Cognitive im-
pairment after ECT could be related to the patient’s perfor-
mance. Cognitive deficits have a significant influence on

the patients’ quality of life and create social isolation (15).
The results of these assessments might lead to changes in
the ECT method, including the electrodes’ location, elec-
tricity dose, treatment frequency, or even its termination.
The choice of appropriate time and frequency of cognitive
assessment after ECT is still questionable (10, 16). However,
using tools with shorter duration alongside more frequent
assessments make it more likely to detect probable cogni-
tive decline. Some guidelines, such as American Psycholog-
ical Association guidelines, suggest cognitive assessment
for at least once a week, and some consider an interval of
at least once every two ECT sessions (17).

2. Objectives

This study aimed to evaluate the clinical approach of
psychiatrists, psychiatry residents, and nurses in psychi-
atric hospitals to the necessity, method, and frequency of
cognitive assessment in the candidate patients for ECT.

3. Methods

After a comprehensive literature review, a question-
naire was developed to discover experts’ opinions on the
necessity of cognitive evaluations in candidate patients for
ECT, best batteries, frequency of performing the cognitive
assessment, and other probable various requirements (Ta-
ble 1). The needed time for completing the questionnaire
was about 20 minutes. The questionnaires were sent via
e-mail to 48 psychiatrists, 21 psychiatry residents, and 20
nurses in the Psychiatry Ward at Roozbeh and Razi Psychi-
atric hospitals in Tehran, Iran. The paper form of the ques-
tionnaire was sent to ensure enough coverage. The data
were collected within 2019 - 2020. After close follow-up,
58 out of 89 participants completed the questionnaires.
The present study was approved by the Ethics Commit-
tee of Tehran University of Medical Sciences (ethics code:
IR.TUMS.MEDICINE.REC.1399.671).

4. Results

A total of 58 participants completed the designed ques-
tionnaire, including 17 psychiatrists (29.3%), 20 nurses
(34.5%), and 21 psychiatry residents (36.2%). The results
were analyzed and interpreted in detail. The average work
experience of respondents in the psychiatry field was 6.89
years, including a minimum of 1 year and a maximum of
25 years.
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Table 1. Questionnaire Content

Items Answers

Type of the underlying disease regarding the need for cognitive assessment
in ECT-candidate patients

Mood disorder, Psychosis, Catatonia, Other

Need for initial cognitive assessment in patients receiving ECT Yes/No

The referral rate for initial cognitive assessment in patients receiving ECT Yes/No

Recommended intervals for cognitive assessment At the baseline before ECT; After each ECT session; After the end of the second
session; After the end of the third session; After the end of the fourth session; After
the termination of ECT; 1 month after the termination of ECT; 2 months after the
termination of ECT; 3 months after the termination of ECT; 6 months after the
termination of ECT; 12 months after the termination of ECT

Recommended duration for cognitive assessment 30 minutes; 60 minutes; 90 minutes; 120 minutes

Recommended tools for cognitive evaluation Trail Making Test; Delis-Kaplan Executive Function System; Rey Auditory Verbal
Learning Test; Wechsler Memory Scale-Revised; Color Word Interference Test;
Controlled Oral Word Association Test; Kopelman’s Autobiographical; Memory
Interview; Montreal Cognitive Assessment Test

Recommended intervention in case of severe cognitive impairment after
receiving ECT

ECT continuation; ECT cession; Decreased dose and interval of ECT; Depending on
the severity and patient’s condition

Recommended treatment in case of post-ECT cognitive impairment Modafinil; Cholinesterase inhibitors; Cognitive rehabilitation

Barriers related to patient’s cognitive assessment Failure to complete the test due to the patient’s psychiatric symptoms; Patient
noncooperation due to the duration of the evaluation; Lack of examiner’s
expertise; Lack of proper guidelines for cognitive assessment; Lack of sensitive
tests for cognitive screening

Abbreviation: ECT, electroconvulsive therapy.

4.1. Previous Experience of Research Projects and Clinical Obser-
vations Related to Cognitive Assessment and ECT

Nearly 97% of the participants did not have any previ-
ous experience with ECT and related cognitive disorders,
and about 83% of the participants did not have any re-
search about the cognitive assessment. Although the clin-
icians reported that irreversible cognitive impairment is
observed in approximately 28% of patients after receiv-
ing ECT, and more than 80% of the respondents believed
that cognition evaluation is necessary for ECT-candidate
patients, only 15% of the specialists referred patients for
cognitive assessment.

4.2. Type of Underlying Disease Regarding the Need for Cogni-
tive Assessment in ECT-Candidate Patients

Nearly 40% of the experts believed that cognitive as-
sessment should be evaluated in patients with mood dis-
orders candidates for ECT; however, 38% of the specialists
believed that patients with psychotic disorders candidates
for ECT should be referred for cognitive evaluation.

4.3. Preferred Cognitive Tools for Cognitive Assessment

In this study, 43% of the experts recommended the
Wechsler Memory Scale-Revised (WMS-R); nevertheless,
nearly 26% of the experts recommended the D-KEFS for the
cognitive assessment of these patients. The Rey Auditory
Verbal Learning Test (RAVLT) was recommended by 20% of
the experts (Table 2).

4.4. Recommended Duration for Cognitive Assessment

In this study, 65% of the respondents mentioned that
cognitive evaluation in ECT-candidate patients should be
carried out in about 30 minutes. Moreover, 26% of the ex-
perts utilized a more prolonged duration for the evalua-
tion (Table 3).

4.5. Proposed Interval for Cognitive Assessment

More than 60% of the experts believed that patients
should be evaluated before receiving the first session of
ECT, and nearly one-third of the experts recommended
only a post-ECT evaluation. In contrast, less than one-
fourth of the experts believed that cognitive assessment
should be performed after each session and repeated 6
months after ECT termination.

4.6. Recommended Approach in Case of Severe Cognitive Im-
pairment After Receiving ECT

More than half of the experts believed that ECT should
be discontinued in case of severe cognitive impairment af-
ter ECT. Alternatively, less than 30% of the experts believed
that it is necessary to make changes in the in treatment
dose and the interval between sessions (Table 4).
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Table 2. Preferred Cognitive Tools for Cognitive Assessment in Candidate Patients for Electroconvulsive Therapy a

Recommended Batteries Professors Residents Nurses Total P-Value

Trail Making Test 1 (7.7) 7 (41.2) N-O 8 (13.8) 0.002

Delis-Kaplan Executive Function System 4 (33.3) 8 (47.1) 3 (15.8) 15 (25.9) 0.128

Rey Auditory Verbal Learning Test 1 (7.7) 3 (17.6) 8 (42.1) 12 (20.7) 0.061

Wechsler Memory Scale-Revised 6 (46.2) 10 (58.8) 9 (47.4) 25 (43.1) 0.727

Color Word Interference Test N-O N-O 1 (5.3) 1 (1.7) 0.447

Controlled Oral Word Association Test 1 (7.7) N-O 1 (5.3) 2 (3.4) 0.542

Kopelman’s Autobiographical Memory Interview 2 (15.4) 1 (5.9) 6 (31.6) 9 (15.5) 0.132

Montreal Cognitive Assessment Test 1 (1.7)

Abbreviation: N-O, none observed.
aValues are expressed as No. (%).

Table 3. Recommended Duration for Cognitive Assessment a

Professors Residents Nurses Total P-Value

Recommended duration for cognitive assessment 0.062

30 minutes 12 (92.3) 16 (76.2) 10 (50.0) 38 (65.5)

60 minutes N-O 2 (9.5) 8 (40.0) 10 (17.2)

90 minutes N-O 2 (9.5) 1 (5.0) 3 (5.2)

120 minutes 1 (7.7) 1 (4.8) N-O 2 (3.4)

No recommendation 5 (6.8)

Abbreviation: N-O, none observed.
aValues are expressed as No. (%).

Table 4. Proposed Interval for Cognitive Assessment

Cognitive Assessment Interval Professors Residents Nurses Total P-Value

At the baseline 14 (93.3) 15 (75) 7 (35.0) 36 (62.1) 0.001

After each electroshock session 3 (20.0) 6 (30.0) 6 (30.0) 15 (25.9) 0.760

After the end of the second session N-O 3 (15) 1 (5.0) 4 (6.9) 0.212

After the end of the third session 5 (33.3) 3 (15) 3 (15) 11 (19) 0.318

After the end of the fourth session N-O 3 (15) 1 (5.0) 4 (6.9) 0.212

After the end of the electroshock 7 (46.7) 6 (30.0) 6 (30.0) 19 (32.8) 0.512

1 month after the end of the electroshock 2 (13.3) 2 (10.0) 5 (25) 9 (15.5) 0.410

2 months after the end of the electroshock 2 (13.3) 2 (10.0) 1 (5.0) 5 (8.6) 0.687

3 months after the end of the electroshock 5 (33.3) 3 (15.0) 1 (5.0) 9 (15.5) 0.079

6 months after the end of the electroshock 6 (40.0) 9 (45.0) N-O 15 (25.9) 0.003

12 months after the end of the electroshock 1 (6.7) 7 (35.0) N-O 8 (13.8) 0.004

Abbreviation: N-O, none observed
aValues are expressed as No. (%).
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4.7. Recommended Intervention in Case of Post-ECT Cognitive
Impairment

Nearly 80% of the experts recommended cognitive
rehabilitation for patients with significant cognitive im-
pairment after ECT; nonetheless, less than 20% of the ex-
perts recommended the treatment with a cholinesterase
inhibitor.

4.8. Limitations in Patient’s Cognitive Assessment

Nearly 65% of the respondents mentioned the patients’
inadequate cooperation as the most challenging limita-
tion of the evaluation; however, more than 50% of the re-
spondents mentioned the long duration of assessments.
About 27% of the respondents mentioned the absence of
sensitive tests for the patient’s cognitive assessment; nev-
ertheless, lower than 2% of the respondents stated the
lack of physician’s cooperation and proper guideline sep-
arately (Table 5).

5. Discussion

Most of the literature suggests that cognitive state is
usually affected by ECT (18-20). The results of this study
showed that more than 80% of the experts believe that
the cognitive assessment is necessary before and after ECT;
nonetheless, only 15% of the specialists referred patients
for cognitive evaluation. Probably, most of the experts do
not pay enough attention to cognitive side effects in clini-
cal practice.

The respondents recommended the assessment of cog-
nitive function before and after ECT. There were significant
variations in the recommended tests, frequency, and as-
sessment time. Future studies should focus on the new
methods of cognitive assessment and the removal of bar-
riers that affect cognitive evaluation. The inconsistency
between knowledge and performing cognitive assessment
could be related to sociocultural and financial issues and
clinicians’ insights. Most patients and caregivers do not
consider cognitive complaints in these patients. Clinicians
might neglect the cognitive symptoms leading to the un-
derestimation of the cognitive decline and abandonment
of proper referral for cognitive assessment.

A large percentage of patients could not undergo a
comprehensive cognitive assessment before and after ECT.
Therefore, the post-ECT evaluation of cognition will face
different challenges (21). Numerous cognitive batteries
were utilized to assist clinicians in screening cognitive de-
cline after ECT. Various commonly used pen and paper in-
struments are available, which have limitations in com-
prehensive cognitive assessment. The Montreal Cognitive
Assessment (MoCA) test has been recommended in the

Netherland clinical guideline for ECT monitoring (22). Al-
ternative batteries, including Addenbrooke’s Cognitive Ex-
amination and Modified Mini-Mental State Examination
(3MSE), were utilized, although none of which was devel-
oped particularly to assess post-ECT cognitive decline (21).
The long-term effect of ECT on cognitive domains needs
more valuable batteries. Retrograde amnesia for autobio-
graphical memory should be evaluated after ECT to deter-
mine the long-term effect on this domain (18).

5.1. Preferred Cognitive Tools for Cognitive Assessment

In this study, 43% of the experts recommended the
WMS-R, and nearly 26% of the experts recommended the D-
KEFS as an appropriate tool for the cognitive assessment of
candidate patients for receiving ECT. Although most clin-
icians accept the necessity to assess cognitive function be-
fore and after ECT prescription, there was no holistic guide-
line to determine the best sensitive method and battery for
the evaluation of these patients (23, 24).

The experts in this study recommended the WMS-R, D-
KEFS, and RAVLT for cognitive assessment. Similarly, Obbels
et al. assessed the patients’ cognitive state before the ini-
tiation of ECT using the comprehensive battery, including
the Trail Making Test, D-KEFS, RAVLT, WMS-R, Color-Word In-
terference Test, and Kopelman’s Autobiographical Memory
Interview (14).

In contrast to the results of the present study, Moirand
et al. investigated the effectiveness of MoCA battery in post-
ECT cognitive impairment and proposed that MoCA test
in verbal fluency, visuospatial domain, and executive func-
tion could be more sensitive than Mini-Mental State Exam-
ination (MMSE) in the assessment of ECT-related cognitive
problems (9).

Porter et al. proposed patient assessment 48 hours
after ECT and reassessment after 3-6 months with the
same battery, along with mood evaluation. They used
approximately the one-hour battery, including MMSE,
Hopkins Verbal Learning Test, Autobiographical Memory
Questionnaire-Short Form, and digit symbol substitution
test (4). Benbow and Crentsil suggested that at least ori-
entation and memory should be evaluated before and af-
ter the first ECT period. Moreover, evaluations should be
continued at regular intervals while receiving the elec-
troshock; however, the aforementioned study did not spec-
ify the exact test for evaluation (25).

Porter et al. (2020) suggested using autobiographic
memory to screen cognitive impairment related to ECT.
As previously mentioned, in the current study, only 15.5%
of the participants proposed autobiographic memory as a
proper test for screening. It seems that most of the experts
in the current study might ignore the critical role of some
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Table 5. Limitations in Patient’s Cognitive Assessment a

Professors Residents Nurses Total P-Value

Failure to complete the test due to patient’s psychiatric problems 12 (85.7) 17 (81.0) 9 (45.0) 38 (65.5) 0.013

Lack of sensitive tests 6 (42.9) 5 (23.8) 5 (25.0) 16 (27.6) 0.421

Patient noncooperation due to the duration of the evaluation 7 (50.0) 14 (66.7) 9 (45.0) 30 (51.7) 0.351

Lack of cooperation of the responsible physician N-O 1 (4.8) N-O 1 (1.7) -

Lack of proper guidelines N-O 1 (4.8) N-O 1 (1.7) -

Abbreviation: N-O, none observed
aValues are expressed as No. (%).

sensitive and simple tests in screening (10). Some psychia-
trists proposed to use simple tests, such as 3MSE. For exam-
ple, Sobin et al. examined retrograde amnesia in the first
week after electroshock and demonstrated that approxi-
mately 10% of post-ECT patients scored less than 40 on the
test. The 3MSE seems to have enough specificity in the di-
agnosis of amnesia; however, it is less sensitive (26).

5.2. Recommended Duration for Cognitive Assessment

In this study, 65% of the experts believed that cogni-
tive assessment should be carried out in about 30 min-
utes. Similar to the results of the current study, Viswanath
et al. used a brief battery that lasted 20 minutes. This
battery could assess verbal, visual, working, and autobio-
graphic memory, sustained attention, psychomotor speed,
and subjective memory domains (27). The method is not
similar to the method of the present study, and they did
not mention the percentage of expert opinion. They used
a brief battery similar to the expert recommendation of
the current study. In contrast to the results of the present
study and a study by Obbels et al., cognitive evaluation has
lasted for 60 - 90 minutes (14). Porter et al. emphasized
that an appropriate cognitive assessment test should be
short, reliable, and sensitive to cognitive decline. In addi-
tion, it should be able to estimate further progression to
overt cognitive impairment. This study proposed choosing
tools that are more sensitive to dose-dependent ECT effects
or the placement of the electrodes in ECT (10).

5.3. Proposed Interval for Cognitive Assessment

In the present study, 60% of the experts believed that
cognitive assessment should be performed before ECT ini-
tiation. Nearly one-third of the experts proposed cognitive
assessment after the termination of ECT sessions. In addi-
tion, less than 25% of them suggested performing cogni-
tive assessment after each ECT session. In a similar study
performed by Thornton et al., 24 psychiatrists were evalu-
ated for their views on how patients’ cognitive assessment
was performed after ECT. Based on the results, 73% of the

participants proposed performing a cognitive assessment
at least once during ECT treatment, and 27% of the par-
ticipants proposed once at the baseline, once during the
course, and once after the termination of treatment (28).

There is no consensus about the intervals recom-
mended for cognitive assessments. Some strategies are
recommended to reduce cognitive impairment, including
unilateral ECT. It seems that most experts have arrived at
a consensus about the necessity of cognitive assessment
before ECT. Some patients are more prone to experience
cognitive decline after ECT, such as females, the elderly, pa-
tients with a history of brain injury, subjects with concomi-
tant use of lithium carbonate, and cases receiving more
than 12 sessions of ECT and bilateral and maintenance ECT.
Porter et al. proposed a recommendation for low resource
settings and emphasized the role of staff training for cogni-
tive screening by the assessment of autobiographic mem-
ory. It is recommended to carry out the cognitive assess-
ment at the baseline, every 2-3 sessions, and 3-4 days after
the last session and more frequently in high-risk cases (10).

5.4. Recommended Approach in Case of Severe Cognitive Im-
pairment After Receiving ECT

Cognitive impairment is more prominent in case of us-
ing traditional procedures or the bilateral method. When
the ultra-brief is provided to the patients, they will experi-
ence fewer cognitive deficits. For the reduction of cogni-
tive consequences, some experts recommended avoiding
the prescription of more than 12 sessions. In some cases,
clinicians might decide to provide maintenance sessions.
In these circumstances, the interval between the sessions
should be more than one month (10).

The selection of the best placement of ECT electrodes
has a challenging effect of improving cognitive outcome
after ECT. D. Martin et al. demonstrated some evidence
to reach the best cognitive profile in favor of frontal-
frontal and frontal-parietal placement relative to the tem-
poroparietal position. Furthermore, this study showed
better verbal anterograde memory outcome in the right
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unilateral placement in comparison to the left unilateral
placement (20).

Unfortunately, the new methods in Iran are less fre-
quently used due to the technical limitations in the
electrode placement, including frontoparietal placement,
right unilateral method, and lack of familiarity with the
association between these methods and cognitive profile.
Training in this field could help utilize these methods and
reduce the development of cognitive disorders after ECT.
Designing a rehabilitation program for patients with cog-
nitive impairment after ECT could be the first step in cop-
ing with the demands of everyday life in these patients
(29).

5.5. Recommended Intervention in Patients with Cognitive Im-
pairment After Receiving ECT

In this study, nearly 80% of the participants proposed
cognitive rehabilitation as an effective intervention for se-
vere cases of cognitive impairment after ECT. In addition,
less than 20% of the participants proposed using acetyl-
cholinesterase in these cases. The literature proposes two
categories of intervention to overcome cognitive impair-
ment after ECT. Some studies examined the role of acetyl-
cholinesterase inhibitors in the treatment of this con-
dition. However, the current evidence for using acetyl-
cholinesterase inhibitors is limited. Some other studies
proposed cognitive rehabilitation as a useful intervention
that can be provided in an individual or group manner.
When clinicians decide to plan for a cognitive rehabilita-
tion program, it is necessary to evaluate the cognitive sta-
tus at least before and after the termination of ECT ses-
sions. The role of family members and caregivers as team
members is highlighted (10).

5.6. Barriers Related to Patient’s Cognitive Assessment

In the present study, nearly 65% of the participants
noted patient noncooperation as the main barrier of cog-
nitive assessment, and more than half of the participants
suggested the long duration of the assessment process as
the main obstacle. In a study conducted by Verwijk et
al., 58.4% of elderly patients with depression could com-
plete a pre-ECT cognitive assessment (30). O’Connor et al.
demonstrated that only 35% of elderly patients could com-
plete neuropsychiatric tests during ECT. It should be noted
that individuals who do not complete cognitive tests are
more likely vulnerable to post-ECT cognitive impairment.
Patients with more severe diseases, involuntary hospital-
ization, and lower scores on initial assessment in cogni-
tive tests are more vulnerable to experiencing cognitive
deficits. On the other hand, those who are more prone can-
not complete the cognitive tests (31).

Experts in this study considered cognitive assessment
as an integral part of ECT. Due to the limitations of the
above-mentioned tests and the lack of appropriate testing
and the cooperation of numerous patients, the patients
were not referred for evaluation. The lack of adequate time,
necessary facilities, trained specialists, and the large num-
ber of patients requiring ECT are other limitations of per-
forming a full cognitive assessment, which is more signif-
icant in developing countries. A. Thornton et al. have con-
sidered some similar limitations in patients’ cognitive as-
sessment, including the need for more sensible measure-
ment and appropriate time for cognitive evaluation (28).

5.7. Limitations

In the current study, experts’ opinions were assessed
using a questionnaire. Due to the limitations in the study
method and the utilized questionnaire, the clinicians’ ap-
proach to cognitive assessment after ECT could not be
evaluated directly. The basic knowledge and performance
of the clinicians could be assessable based on the ques-
tionnaire design, which is the most important limitation
of this study. Interviewing the experts might provide a
deeper perception of their points of view. Some clinicians
did not approve of filling out the questionnaire. Probably,
clinicians who did not consider the necessity of post-ECT
cognitive assessment did not participate in the current sur-
vey and did not fill out the questionnaire. The heterogene-
ity of the expert groups, including psychiatrists, residents,
and nurses, with different levels of expertise, might cause
some challenges.

5.8. Conclusions

The results of this study highlight the necessity of de-
veloping a national guideline for cognitive screening in
patients who receive ECT in terms of appropriate batter-
ies, recommended intervals, and treatment decisions af-
ter cognitive decline detection. The necessity of cogni-
tive assessments in these patients should be considered in
the training program and residency curriculum. All team
members, including psychiatrists, nurses, and residents,
should be aware of the critical role of cognition in these pa-
tients. Finally, it is necessary to emphasize the efficient co-
operation and coordination for the post-ECT cognitive as-
sessment protocol in the medical team, including psychia-
trists, cognitive neurologists, nurses, and especially the pa-
tients.
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