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ABSTRACT

Background:- Electroconvulsive therapy is a treatment option for serious mental illness.

However, little is known about service users’ experiences with regarding ECT in Ethiopia.

Objectives:- To explore the experience of people who get ECT treatment and their

recommendations for future improvement.

Methods:- The study used a qualitative phenomenological descriptive approach to explore the
experience of service users receiving ECT at Amanuel Mental Specialized Hospital in Addis
Ababa. The study included nine participants who had received ECT within the past year, selected
through purposive sampling to ensure diverse experiences. Data were collected through semi-
structured in-depth interviews, conducted in Amharic, and analyzed thematically using Open
Code version 10. Ethical approval was obtained and confidentiality was maintained. The

discussions held with the supervisor ensured the data quality.

Results; In the thematic analysis our theme were developed; (1) Knowledge about ECT and
consent process, where many participants lacked prior knowledge ECT, had limited involvement
in decision-making, and received minimal information from healthcare providers. (2) Journey
through ECT treatment; participants shared their experiences from preparation to post-ECT care.
They appreciated the organized preparation and post-ECT care though some faced anxiety, long
wait times and challenges related to the procedure. (3) Perspective on ECT, where most found
ECT beneficial, noting improvements in mental health, sleep, and social engagement. Some
experienced side effects like forgetfulness or temporary physical discomfort but found them
manageable. (4) Recommendations for ECT, Suggestions included providing more pre-treatment
information, increasing ECT room to minimize waiting times, and ensuring gender-specific ECT

rooms.

Conclusions ; This study examined the experience of individuals undergoing ECT , focusing on
informed consent, experience of each step of the procedure, perceptions and attitudes. It found
that many participants lacked prior knowledge of ECT, but found it beneficial treatment. Family
and healthcare support played key roles in treatment acceptance. Participants suggested

improving ECT services

Vi



CHAPTER ONE: INTRODUCTION
1.1. Background

A Hungarian physician in the 1930s named Ladislas J.Meduna was the first to propose
treating mental ill service user with seizures. A groundbreaking finding on the use of ECT
treatment was made by two Italian neuropsychiatric researchers, Ugo Cerletti and
Luciano Bini. The first person who received ECT in 1938 suffered from delusions and
incoherent speech. In the 1940s and 1950s , ECT emerged as the cornerstone of
biological therapies for mental illnesses (1, 2). The goal of ECT is to reduce the symptoms
of particular mental illnesses by applying electrical current to the brain. Among ECT users,
80% had a diagnosis of MDD(3).

ECT is considered a first line treatment for ; febrile catatonia , NMS, in acute episode
episodes of severe depressive episodes and schizoaffective psychosis, schizophrenia
with uncontrollable suicidal thoughts even in protected wards, debilitating psychotic
symptoms and situations with a high risk of self-harm or harming others. Additionally,
cases with severe reduction in oral intake and life threatening or intolerable side effects
from medication. ECT is considered a second line treatment for; treatment resistant
depression, schizoaffective psychosis, schizophrenia, mania, depression or psychotic
symptoms arising from organic brain disease. ECT may be considered a last-resort
treatment for :OCD, treatment resistant dyskinesia, treatment-resistant Tourette
syndrome, treatment-resistant epilepsy, and even treatment-resistant Parkinson's

disease.(4).

There is no absolute contradictions and the relative contraindications include cerebral
hemorrhage and myocardial infarction lasting less than three months, enhanced
intracerebral pressure, intracerebral tumor, any life threatening anesthesia risk , cerebral
aneurysms, other cardiovascular disorders , medical disorders ( disturbance of blood
coagulation , severe liver diseases, severe pulmonary disease, some neurological
disease, osteoporosis and esophageal hernia (4). ECT is considered one of the safest
medical procedures; 1:50,000-1:25,000 deaths an serious side effects in less than 1:1000

(5). Regarding the mechanisms of action that make ECT effective, there is no one



conclusive hypothesis. Researchers appear to favor three postulated pathways over all
others: monoamine modification; alteration of neurotrophic factors; and anticonvulsant
factors. Antidepressant treatments particularly ECT, promote neurogenesis in the
hippocampus (2).

Early ECT, before the late 1940s, was administered without anesthesia or muscle
relaxants, leading to severe physical complications such as fractures, dislocations, and
internal organ injuries. The introduction of modified ECT with anesthesia muscle relaxants
and ventilation dramatically reduced these risks but increased the likelihood of
complications related with anesthesia like respiratory and cardiac complication. Despite
this, there was no significant difference in treatment effectiveness between the two
methods. While modified ECT became the standard practice in the 1950s, unmodified

ECT persisted globally for decades and raising ethical concerns(6, 7) .

The technical aspects of ECT, including the location of the electrodes and electrical
stimuli, can have a significant impact on the side effect profile and therapeutic outcome
(8). An appropriate minimum ictal response has been reported to be between 20 to 25
seconds in duration. The course length cannot be predicted, although the average is from
6 to 12 sessions (9).Three types of electrode placements are used in modern ECT
practice: bi-temporal, bi-frontal, and unilateral (1). Bilateral ECT is generally associated
with more significant short and long term cognitive sie effects compared to right unilateral
ECT. Service users receiving bilateral ECT bilateral ECT are also at higher risk of
developing temporary delirium, potentially requiring treatment interruption. Additionally,
bilateral ECT may lead to more extensive memory loss. High-intensity right unilateral ECT
can be as effective as bilateral ECT in treating major depressive disorder without causing
the same level of cognitive impairment. Despite this, the comparative efficacy of these
methods for other psychiatric conditions remains unclear .It's common practice to switch
to bilateral ECT if there's insufficient improvement after several right unilateral treatments.
Right unilateral ECT, when administered with sufficient electrical stimulation is generally
more effective than bilateral ECT in reducing cognitive side effects while achieving similar

treatment outcomes(10).



According to research, the optimum clinical response with the least amount of cognitive
damage is provided by a seizure stimulus that is 150% over the seizure threshold for
bilateral ECT and 200—-250% above the seizure threshold for unilateral ECT.(9)

Memory loss is the greatest complaints and concerns. There are several neurobiological,
technical, and service users related factors that could increase the cognitive adverse
effects of ECT(11).There have been cases of anterograde amnesia or the inability to
create new memories; however, these are usually transient and resolve away within a
few weeks after the treatment.(12) Recent memories are typically more affected than
distant memories by retrograde amnesia. It is common to lose memory of the moments
just before the procedure and this normally goes away a few weeks after the therapy(13).
Since distant memory loss is so uncommon, it might be challenging to measure. It is quite
uncommon to lose memory permanently. Headache, nausea, and aching muscles are
among the other adverse effects that have been observed. These are nonlife-threatening
side effects that might be brought on by the anesthetic, the seizure or a combination of
two (14).

It is estimated that one million service users worldwide get ECT each year. ECT seems
to be a commonly accessible mental health treatment on every continent.(15)

1.2. Statement of the problem

ECT is effective and safe treatment for serious mental health problems such as major
depression , bipolar disorder and schizophrenia (1). While service users generally
reported positive outcomes and satisfaction with ECT(16), inconsistencies exist across
studies, particularly regarding information provision(16, 17). While ECT can be and
effective treatment for mental health conditions, it's crucial to acknowledge and address

the potential long-term consequences.

Research on service users’ experiences with ECT is lacking in developing nations.
Additionally, from manual search and observation, there has not been any qualitative
research conducted on service user experience with ECT treatment in our country, which

might create a gap in service user care.



Service users’ negative experiences with ECT might be a major barriers to its utilization,
resulting in a substantial gap between the treatment's potential benefits and its actual

uptake.

Service users may be discouraged by the possible negative effects of ECT, since they
frequently lack awareness about it. Service users may feel anxious and mistrustful of
healthcare professionals if their issues are not sufficiently addressed in the therapeutic
relationship and communication. It is possible that service users lack adequate support

systems to assist them deal with the difficulties created on by ECT.

Because experience and attitude are related to one another. If the encounter was
pleasant, service users would have a good attitude about their care. Conversely, negative

views towards therapy result from a poor experience with it.

Furthermore, researching and taking in to account the suggestion of service users might
provide insightful data that can be utilized to design better service user centered

treatments. Therefore, investigating service users’ experience of ECT is so crucial.



1.3. LITERATURE REVIEW

1.3.1. ECT Usage, demographics and Treatment Outcomes

A meta-analysis of 18 studies from 1973 to 2013 reported a composite event rate of 17
ECT recipients per 100,000 inhabitants. This increased to 19 when excluding low-income
countries. ECT prevalence was higher in older studies (19). On recent studies usage rates
varied widely across countries, with Sweden, Belgium, and Australia reporting relatively
high rates (41-44 per 100,000) compared to Croatia and Ukraine (1.3 per 100,000) (20-
22) .

In 2012,0.11% of veterans health administration(VHA) service users received ECT within
two years. These service users were more likely to have MDD, bipolar and personality

disorder. For MDD specifically the rate was 0.3%( 1 in 270 service users ) (23).

A systematic review from 2012 encompassing seventy studies across all continents
revealed significant global variations in ECT practices. On average, service users
received eight ECT treatments. Unmodified ECT was mostly used in Asia, Africa, Latin
America, Russia, Turkey, and Spain. Bilateral electrode placement was the most common
worldwide, while unilateral placement was used in some part of European and Australia
(24).

In western countries, ECT was mostly used for older women with depression while in Asia
it was more common for younger men with schizophrenia (24). A 2022 systematic review
confirmed the dominance of major depression as an indication for ECT globally, with a
shift towards schizophrenia in Asia and Africa. Latin America primarily used ECT for

schizophrenia and bipolar disorder(28).

ECT was traditionally a last resort for severe , medication resistant case but in Europe ,
Saudi Arabia , Australia, it is now being used as a first-line treatment for lie threatening
conditions, catatonia, service users who previously responded well to it (25). Involuntary
ECT, administered under guardianship varied globally, ranging from 1-3% in the USA and
Europe to 20-29% in other regions (26, 27).



A meta-analysis identified prolonged depressive episodes and prior medication failures
as robust predictors of poor response to ECT. Service users characteristics, such as age,

psychosis, and melancholic features, were less predictive (29).

A retrospective cohort study compared clinical outcomes across different ECT indications
(acute psychosis, mania, depression, psychotic depression, and catatonia). Significant
improvements were observed in iliness severity, quality of life, and overall functioning for
all groups. While cognitive function (measured by MoCA) generally remained stable,
service users with the diagnosis of schizophrenia showed improvement (30). ECT
demonstrated superior and faster symptom relief compared to pharmacotherapy, with
significant improvements occurring within 2-3 weeks versus 1-6 months for medication.
Mania exhibited the most robust symptom improvement compared to positive psychotic

symptoms (31).

Regarding the number of ECT sessions needed, 50% of service users with schizophrenia
achieved response after six sessions, with treatment-resistant cases requiring an average
of 15.8 sessions(32). Mania demonstrated a response rate of 75% after 6.25 sessions
(31). In depression, 83.4% responded to six sessions, peaking at 95% by the twelfth.
These findings suggest that while clinically meaningful improvement can occur within six
ECT sessions across various conditions, more treatments might be necessary for optimal

outcomes, especially in treatment-resistant cases(28).

1.3.2. Service users’ experience of ECT

This subsection will discuss the service users experience with ECT in terms of clinical

outcomes, satisfaction and experience of ECT.

In 2010, a systematic review was released on ECT service users satisfaction. The
research covered publications that were published between 1977 and 2009, an average
of 20 years ago. In the review, the majority of service users evaluated in clinical settings
reported that ECT had helped them (about 70%), and they would receive the treatment

again (about 60%). In contrast, consumer-led and/or nonclinical studies revealed lower



levels of satisfaction (between 29% and 55% reported), as well as a decreased

willingness to repeat treatment (40%) (16).

Subsequent studies also gave us a similar picture. A quantitative studies conducted in
Norway, UK and Australia, 2022, 2017 and 2003 respectively(33-35), reported high
service users satisfaction and positive attitudes towards ECT. 73%-80% of service users
had positive attitudes toward ECT (34, 35); service users reported that ECT was
helpful(36) and that they noticed often described ECT as life-saving (33, 35). Many
service users experienced a profoundly beneficial influence on their sense of self as they
recovered (35). Similar to the above results, the 2013 study on satisfaction with ECT
conducted in India found that just over half of the service users seemed to be satisfied
with ECT. On practically every element of the treatment, relatives expressed much more

satisfaction than service users did (36).

In a 2014-2015 retrospective research conducted in the US and its territories, 85.5% of
service users said that their ECT had benefited them. According to the results, most
cognitive and physical health concerns, social functioning, and depression symptoms all
show a considerable improvement in the service users. Additionally, service users
expressed overall satisfaction with ECT, stating that they felt safe and that the treatment
had significantly improved their quality of life. Reduction of depressive symptoms and the
ability to resume daily activities are important factors in this regard, while side effects such
as memory issues have less of an impact (37). Another studies also indicated positive
long-term effects from ECT include survival and improvements in long-term mental health

for certain service users(43).

In a 2018 study conducted in China, 64.5% of participants said that ECT is faster than
medications, and 66.4% of participants said that ECT has proven to be more effective
than medications. (38) Another studies found a similar result: most participants felt ECT
was a helpful ECT treatment that worked more quickly than medication, and they would
have it again if needed (34, 36). On 2020 research conducted in Israel found that service

users who had previously experienced ECT were more willing to start the therapy than



those who had never received it. Service users tend to have more favorable views the

more knowledgeable they are (39).

Some literatures mentioned negative experience related with ECT treatment .The
anesthesia injection, waiting for treatment, and the recovery phase were some of the
unpleasant experiences that were mentioned (34). Most service users felt worried during
the ECT procedure for a variety of reasons, including personality changes, brain damage,
and long-lasting cognitive impairment. Service users were also afraid they wouldn't wake
up after the procedure (36). According to a 1999 qualitative study conducted in the United
Kingdom, those who regarded ECT to be disturbing or stressful experience mentioned
adverse psychological impacts from the treatment. Feelings of shame, failure, betrayal,
worthlessness, lack of confidence, loss of self and an impression of having been

mistreated and assaulted were among the psychological effects(46).

The viewpoints of caregivers have significance as they have the potential to impact both
the consent procedure and the treatment options chosen by service users. In two studies,
the majority of caregivers said they believed ECT was helpful and would encourage their
family member to have it again (34, 40). However, some caregivers said that because

ECT is connected with memory issues, it should only be used as a last resort (34).

1.3.3. The Influence of Information on Service users Experience

The data from the systematic review revealed that service users receiving ECT were not
well-informed about it. This was explained by a number of factors, such as insufficient
pre-treatment explanations (about two-thirds of the service users in this analysis reported
this), post-ECT memory impairment (about 60% of the service users in this review

reported this), or confounding effects of present psychopathology (16).

A qualitative research conducted in Norway that looked at service users’ experiences
getting information about ECT also revealed that service users frequently complained
about not knowing enough about ECT before being asked to consent(33). Additionally in



other studies, the participants expressed dissatisfaction with the inadequate information
provided before ECT, since they were unaware of key facts about ECT such as the
delivery technique, potential risks, and side effects that have been documented in other
studies done in India (36, 41). Instead of having access to medical advice or previous
service users' experiences, service users may depend on unfavorable depictions of ECT

in popular culture and the media(41).

A consistent finding across studies was the lack of adequate information provided to
service users before ECT. While some studies highlighted the issue of inadequate
information, a study from Ireland in 2008 reported that 80% of service users felt sufficiently
informed to make informed decisions (17).

Additionally in the qualitative study in Norway found that many participants perceived ECT
as an outdated treatment had little prior knowledge about it. Their understanding came
mostly from movies, media, or dramatic stories. Some actively looked for information
through discussions with clinicians, watching YouTube videos, or reading academic
articles(33).

1.3.4. Common Side effect and long term consequence

Electroconvulsive therapy is associated with a range of side effects, with memory
impairment being the most frequently reported. A 2010 systematic review indicated that
two-thirds of service users receiving ECT on average had side effects. Approximately
60% of service users reported memory problem following ECT, with approximately 40%
reporting persistent problems lasting weeks to years(16). In addition to memory
impairment other common side effects include headache (33.6%), and muscular
soreness (29.9%) were reported in a 2017 study conducted in China(38). A comparable
study conducted in the UK revealed a similar result, however the memory impairment was
greater at over 80% (34).

Beyond immediate side effects, ECT can have long-term consequences. In 2020, sixteen
articles were included in a qualitative meta-analysis on the experience of life after ECT.

The negative long-term effects included memory loss, other cognitive declines (loss of



comprehension, communication skills, creativity and artistic ability (42)), physical
impairments, trauma, fear, an altered sense of self, difficulties with previously valued
activities (daily activities, education, employment), damaged helping relationships, and
feelings of grief, frustration, and anger (directed at the physician for being misled; side
effects being minimized; being forced to consent and having treatment imposed against
their will)(43). Similar to other studies in this meta-analysis, the most common reported
adverse side-effect was memory impairment; in a total of fifteen articles, individuals
described the total erasure of their recollection of experiences and events that happened
before, or sometimes just after, receiving ECT and in five studies, participants reported
losing information previously acquired. A few individuals reported experiencing difficulty

recalling particular significant life experiences(43).

In addition to the above studies in most studies, service users most frequently reported
memory impairment as an adverse consequence of ECT (34, 35, 38). However, some
people observe that anterograde memory disturbance usually goes away a few days or
weeks following ECT(44). The Australian research highlighted the perception of

irreversible memory and cognitive impairments among service users (35).

In addition to the above mentioned side effects, one of the prevalent complaint was
confusion (34, 38) ; in a 2017 research conducted in the UK, 43% of service users
reported experiencing it (34), although in a 2018 study conducted in China, just 14% of

service users experienced confusion(38) .

Participants were able to manage these effects with the help of friends, family, and peers.
Whereas, the negative effect of ECT were occasionally made worse by societal stigma
and a lack of approval and support from medical professionals, family, and friends. In a
similar vein, three studies found that side effects such memory impairments were not well

monitored or supported(47).

Additionally, there appears to be no correlation between memory problems and service

users satisfaction with ECT, suggesting that treatment benefits may exceed costs for

10



most service users (45). Service users feel that ECT is helpful even in cases when
objective memory impairment persists, and symptom relief lessens the subjective burden

of memory problems on service users’ lives(35).

1.3.5. Service users Recommendations for ECT Treatment Improvement

Service users undergoing ECT in different countries have identified several key areas for
improvement. These include: Decreasing wait times, as prolonged periods increase
service user nervousness and anxiety; Improving communication between staff and
service users throughout the treatment process to alleviate anxiety and build trust;
Offering service user-friendly materials and information at all stages of treatment; Provide
a separate waiting area and treatment space for ECT service users to minimize
discomfort and exposure to other service users' discomfort; Establish a platform for
service users to share their experiences to increase transparency and reduce stigma ;
Disseminate up-to-date information emphasizing its benefits alongside potential risks to

increase public understanding ,acceptance and addressing public stigma (33-35).

1.3.6. ECT practice in Africa

It's essential to consider regional differences in ECT practices and service user

experiences.

A 2013 study in South African hospitals found an annual ECT rate of 0.22 per 10,000
individuals and 1.19 procedures per 10,000. Depression was the most common
indication, affecting primarily the 18-59 age group(48). In Africa, schizophrenia was the
main indication for ECT treatment (24), although Nigeria showed higher rates for
depression(49) ; Malawi showed higher rate for treating mania and psychotic
disorders(24). African studies indicated a higher proportion of male ECT service users

compared to females, with most service users under 60 years old (48).

On 2010, a retrospective qualitative analysis was carried out in the Khartoum National
Psychiatric hospital Khartoum, it was found that out of 269 Sudanese service users who

had received ECT, 85% had a great therapeutic response with no serious side effects.
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Remarkably, among individuals diagnosed with manic spectrum disorders, the response
rate exceeded 90%. Thirty-five percent of the service users were under 40. Mania was
the primary reason for ECT (45% of cases), with less than 25% of the sample having
depression and mixed affective state (50).

A study done in 2016 at AMSH reviewed ECT use between 2011 and 2015. The rate of
ECT use was very low (0.01 per 10,000 residents). Catatonia was the most common
diagnosis followed by Schizophrenia. Most service users received ECT because of
treatment failure (65.4%). The study found improvement in 90.8% of cases, however,
some side effects, like headaches and confusion, occurred in about 12.6% of service
users. Notably, most service users were young adults and a very few receiving additional
maintenance therapy. Additionally, written consent was primarily obtained from service

users' attendants in majority of service users(51).

1.4. RATIONALE OF THE STUDY

Studying Service users’ experiences with ECT is important because it can reveal
important information about the efficacy and acceptability of ECT treatment and feedback

is essential for service users-centered care.

A service users’ desire to get ECT can be influenced by their views regarding the therapy;
addressing their worries and misunderstandings might enhance treatment adherence. In
general, researching service users’ experiences with ECT is essential to raising the
standard of care and encouraging a more service users-centered approach to mental
health treatment. The service users-centric approach ultimately enhances service user’s

satisfaction, comfort, and safety.

The study aimed to identify the individual experiences with ECT treatment in terms of
knowledge, satisfaction, ECT-related side effects, and feelings during ECT treatment, the
effectiveness of psychoeducation regarding ECT side effects, procedure, and how the

service users attempt to cope with them and their suggestions.
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By understanding service users’ perspectives, healthcare providers can gather invaluable
insights to improve treatment protocols, staff training, the treatment environment, and
medical devices. Additionally, gaining insight from service users’ experiences can assist

improvement of treatment outcomes and elevate satisfaction for service users.

The study's conclusions can assist mental health treatment facilities using ECT machines
in enhancing their ECT services, becoming more service users-centered, and improving
the quality of the service users experience. The findings of this study can also be used

as baseline evidence about service user experience with ECT.
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CHAPTER TWO: RESEARCH QUESTION

1. What experiences do service users have with ECT treatment at Amanuel Mental
Specialized Hospital?

2. What recommendations do service users have for improving ECT service?
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CHAPTER THREE: RESEARCH OBJECTIVE

3.1. General objective

e To explore service users’ experiences and recommendations towards ECT at

Amanuel Mental Specialized Hospital.
3.2. Specific objective

e To explore the experience of service users’ to ECT who are under outpatient care
at Amanuel Mental Specialized Hospital.

e To explore service users’ recommendations for improving service
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CHAPTER FOUR: RESEARCH METHOD AND MATERIALS

4.1. Study design

The study was qualitative, utilizing specifically a phenomenological descriptive approach
to explore the experience of service users to ECT who receive out-patient care at

Amanuel Mental Specialized Hospital.

4.2. Study setting

The study was conducted at Amanuel Mental Specialized Hospital, Addis Ababa. AMSH
is Ethiopia's only mental health hospital and one of the public hospitals located in Addis
Ababa. There are 259 beds including 11 private wing beds and 23 emergency beds and
it also has 13 outpatient departments and every day, about 500 to 600 service users are
seen in an outpatient environment. The hospital now employs 460 support staff members

and 384 medical professionals.

An electroconvulsive therapy machine, a modified one used under anesthesia, has been
in operation for around ten years at AMSH. Previously, unmodified ECT without
anesthesia was administered for many years, resulting in observed side effects like bone
fractures. Currently service given three times a week, treating an average of five to six
service users per day, with a maximum of twenty and a minimum of four. A room with
three beds serves both service user preparation and recovery, currently staffed by two
nurses and two anesthetists. But the ECT machine has not been functioning since

September.

The decision for ECT is made by the service users' attending psychiatrists. A written
informed consent is obtained from the patient if competent, otherwise from their families.
Typically, service users undergo six to twelve ECT sessions, three times a week. Baseline
laboratory work is performed on each service user. An ECT administration form and
observation form are completed. The procedure is conducted in an ECT room with trained
nursing staff and an anesthetist. A psychiatry resident or psychiatrist administers the
electroconvulsive therapy. Service users fast overnight. Before the procedure, nurses

check vital signs. Anesthesia medication, either thiopental (a short-acting barbiturate) or
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propofol (depending on availability), is administered, followed by succinylcholine as a
muscle relaxant. 100% oxygen is provided, and then electrodes are placed bilaterally on
the temporal area. Service users receive re stimulated at a higher intensity if the seizure

duration measured is less than 25 seconds

4.3. Study period
The study period was from October 2024 to January 2025 G.C.
4.4. Participant

Participants were service users who had been found at the Amanuel Mental Specialized

Hospital's outpatient settings, as well as those who had already received ECT treatment

4.5. Eligibility Criteria

4.5.1. Inclusion criteria
e Service users who have history of ECT treatment for the last 1 year

e The age of participants is 18 and above.

4.5.2. Exclusion criteria
e Service users who are acutely ill.

e Service user with severe psychopathology precluding the interview
4.6. Sampling

The participants were selected purposively based on their age, sex, diagnosis, and the
number of ECT sessions they had received. Participants were recruited with the help of
mental health professionals, including a psychiatry nurse who acted as a gatekeeper. But
since it was challenging to find enough participants through healthcare providers
assigned for this purpose, a potential participants reached out to through phone calls.
Participants who had received ECT treatment within the past year were identified using
discharge papers from the ward and finance office, as there were no card numbers in the
logbook in ECT room. The participants were contacted by phone to inform them about

the study, obtain verbal consent, and to schedule the interview based their appointment
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day for follow up. When they came for their follow-up, their capacity were assessed based
on the capacity assessment form adopted from other studies, and those who have a

capacity gave the written consent, then the interviews were conducted.

Nine service users who underwent ECT at AMSH in the past year were interviewed. This
one-year period was chosen to reduce recall bias. Most participants had received ECT
five months before the study because the ECT machine has not been working at this time.
New interviews were sought until data saturation was achieved, which is when no new
information was being gathered. A maximum variation sample was sought to capture a

wide range of experiences based on the resources available for the study.

4.7. Data collection procedure

The principal investigator of this study gathered data through in person, semi-structured
in-depth interviews at AMSH’s staff office and AMSH OPD. The participant’s information
on basic sociodemographic factor was collected. This was accomplished through the use
of a structured form which included information on the following; age , education level ,
marital status, employment , living situation , diagnosis, time of treatment and number of
course taken. The interview was conducted in Amharic; thus topic guide was translated
in to Amharic. The content of the topic guide was modified during the data collection
period. During interview, data as recorded using a tape recorder and the investigator took
notes including the participant’s behavior and emotion to augment the data with the
record. The investigator then probed based on the response of the participant. Newly
emerging insight and questions were added for clarification, interviews lasted between 30
to 60 minutes. Their medical records were reviewed to gather information about their

diagnosis, the indication for ECT, the frequency and the number of sessions.

4.8. Data analysis

The collection of data was carried out simultaneously with the analysis process. For
coding and analysis, the interviews were transcribed, translated into English, and then

loaded into Open Code version 10. Data were analyzed in a thematic analytic manner.
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After reading each interview, codes were identified, and then the codes were thematically
grouped. Groups with similar meanings were placed together to form sub-themes, and
sub-themes with similar information were clustered together, leading to the development
of wider themes. The investigator cross-checked themes and sub-themes with the raw
data and corresponding quotes from each thematic analysis category before creating the

thematic data analysis report.

4.9. Data Quality Assurance

Several measures were taken to ensure the data's integrity. To begin, probing techniques
were employed during interviews to elicit rich and detailed data, and the collected data
was immediately transcribed verbatim to reduce bias and ensure that it was not
misrepresented. The themes and data analysis were discussed with supervisors to

ensure that the findings were accurate and reliable.

4.10. Ethical consideration

Ethical approval was sought from the Psychiatry department, College of Health Sciences
of Addis Ababa University, and the Amanuel Mental Specialized Hospital. Participants in
the research were asked for written informed consent; during the interview, they were
also informed of the study's purpose, methodology, possible risks and benefits, and their

ability to withdraw at any time.

The participants were informed that their involvement in the study would not affect the
guality of the treatment they received. Transportation and time costs were reimbursed to
participants. Confidentiality was maintained by utilizing codes instead of personal
identification and not disclosing their information to anybody outside the study team. Strict

privacy was upheld during the data gathering process. Data were anonymized.

Participants were informed that they could be linked back to treating mental health
clinician if they experienced emotional distress during the interview or if there are

additional mental health concern. None of the participants required this service.
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4.11. Researcher’s professional biases.

The researcher believed that seizure could be devastating and traumatic for service
users, which may have led to a bias that ECT experiences are negative. Acknowledging
this bias prior to the interviews and to address this bias, the researcher created interview

guestions and follow-up probes that aimed to maintain a neutral stance.
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CHAPTER FIVE: RESULTS

5.1. Socio-demographic status

The study included a total of nine participants, aged between 18 and 51 years. Three
participants were female. Eight participants were single, while one was separated.
Regarding education, one participant had completed elementary school, five had finished
high school, and three held a BSc degree or higher. In terms of employment, one
participant was a student, four were unemployed, two were employed, and two were self-

employed.

Regarding living conditions, three participants lived alone, while five lived with their
families. In terms of diagnosis, three participants had been diagnosed with Bipolar
Disorder, four with Major Depressive Disorder (MDD), one with Schizoaffective Disorder,
and one with Schizophrenia. Additionally, two participants with MDD and one with Bipolar
Disorder were diagnosed with catatonia at the time of admission for ECT.

The duration of illness varied among patrticipants: three had been ill for less than three
years, three for less than five years, one for less than ten years, and two for less than
fifteen years. All participants underwent a single course of ECT, except for one participant
who had undergone more than ten courses. The number of ECT sessions each

participant received ranged from three to twelve

Table 1. Socio-demographic status

Socio-demographic Characteristics Categories Number of
participants
Gender Female 3
Male S
18-24 3
Age 25- 40 4
40-60 2
Marital status Single 8
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Separated

Living status

Living alone

Living with family

Educational status

Elementary school (5-8)

High school (9-12)

BSC degree and above

Occupation status

Student

Unemployed

Employed

Working in own business

Diagnosis

Bipolar disorder

Schizoaffective

Major depressive disorder

Schizophrenia

Catatonia secondary to

MDD/bipolar depressive episode

W N | N NN PP W O kO W

Duration of illness

1-5 years

5-10 years

10 -15

Greater than 15 years

Number of course of ECT treatment

1 course

More than one

Number of sessions of ECT treatment

Less than 6

6-8 sessions

9-12 sessions

gl N | | 00 W N P W
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This study explored participants’ experiences of ECT. Four themes emerged from data

analysis:
1. Knowledge about ECT and consent process

Knowledge about ECT
Informed Consent and Decision-Making

2. Journey through ECT treatment

Preparation for ECT

Undergoing ECT or Procedure phase
Immediate Aftercare

Interpersonal experience

3, Perspectives on ECT

Concerns associated with receiving ECT
Perceived effectiveness of ECT
Attitudes about ECT

Experience of Side Effects

4, Recommendations about ECT Treatment

Suggestions for improving ECT Practice
Future Willingness to Undergo ECT

Recommending ECT to Others

5.2. Knowledge and consent process

The knowledge about ECT was a theme in understanding participants’ perception and
experiences. This theme highlights participant’s prior knowledge about ECT, their
understanding of the reasons for ECT treatment and its mechanism and as well as

experiences with informed consent and decision making.
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Most participants had no prior knowledge of ECT or never heard about it before
undergoing treatment. Even those who had repeated hospital admissions had not learned
about ECT. One participant reported that he had heard about ECT during his previous
admissions and had watched other service users enter the ECT room, later witnessing
their recovery. At that time, he perceived ECT as a brain stimulator primarily used for

service users who did not recognize themselves.

“I

had seen when other patients took it in the courtyard, but | didn't know how they
took it.....| thought they had been taking it because they weren't getting better. |
believed they were taking it since they couldn't recognize themselves. | thought
they were taking it to get back to their health...... They tell me that it's electric shock.
| used to stand there and saw people taking it. And when they were discharged

after a certain day they get recovered.” ID-06

As participants reflected on their understanding for the reason of ECT, half of the
participants explained that ECT was administered because their illness impaired self-
awareness, their brain was not functioning properly, their illness was resistant to

medication, had persisted for a long time, or due to severe suicidal behavior.

"l think when they saw the state | was in, it may have reached a stage where it
needed it, and my brain may not function properly." ID-03

“They gave me electric convulsive therapy when the iliness got worse” ID-04

The participants explained their view on ECT. Four participants described ECT as an
electric-based brain stimulation or brain relaxation treatment, which could awaken their

minds.

“‘Because it is electricity, it is a machine, and it is a mental machine, so | think it
make my mind relaxed.” ID-01

“l used to take it as a kind of brain or mind stimulator.” ID-06
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However, one participant questioned why a stimulating treatment was administered while
he was on manic episode, indicating some uncertainty about the therapeutic effects of

ECT in specific conditions.

“I think it has a stimulating effect. But | also think that | was at a high point at the

moment or it may return to normal...” ID-03

Interestingly one participant, who is grade 12 student, developed a unique interpretation,
described ECT as a microscope that could visualize problems in the brain and assisting
in understanding of auditory hallucinations, and correct them. She reported that she did

not get this information from anywhere; it was her own way of thinking.

“I think they give the treatment with electric things, looking though the microscope
and seeing the relationship with the brain then they understand what is happening
in that area. Then the doctors would give the treatment to the patient. It's like
looking at the connection with your brain through a microscope and understanding

the noise in your ears.” ID-05

One participant explained that ECT is not suitable for every service user and could not be
effective for all service users. Another recognized that ECT, like any medical procedure,

carries potential risks but could not elaborate on what they might be.

“l understand that it is a normal treatment, but it comes with risks. Because you
have to sign before starting it, it makes you feel frustrated. However, | see it as
normal. Of course, any treatment has risks, but apart from the risks, | view it as

a normal treatment.” ID-07

A key issue that emerged was the lack of information provided to participants about ECT.
All participants reported they did not get any information from healthcare professionals
about ECT. When they were asked about details of information that they could be
provided such as what ECT is, how it works, its benefits, and possible side effects, they
stated that no such explanations were provided before starting treatment. Some
participants reported that their families might have received information about ECT, but
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they were unsure because they had not been informed by their families and many families
could not explain the treatment to the participants due to their lack of understanding about

the treatment.

“Even my family didn't give me an explanation about this because they didn't know

what would happen to me when | went in there.” ID-01

This lack of information left participants with curiosity about ECT. Many participants
remained generally unaware of ECT, including its mechanisms and effects on health,
even after completing the treatment. They expressed ongoing curiosity about it and were
asking explanation about the ECT during interview time. Another participant mentioned
that she was not formally informed that she would undergo ECT. One participant,
although he had agreed to the treatment, sought further clarification but was unable to
get it, which led him to be frustrated. He felt a lack of autonomy, as if he had no choice
but to accept the treatment, comparing his situation to being treated like a baby.
“l think a person should have the right to speak. When | asked why they were
giving me this kind of treatment, | thought at least someone should have given me
clarification. ....But | think it would have been good if | had some clarification in the
right way. ” ID-03

“There was nothing. How to manage a baby, He eats what he is given, and at that
time, | accepted the treatment that was given to me. | was not in a condition where

| can say no., | was not self-controlled.” ID-03

The process of informed consent as another significant concern. Many patrticipants did
not recall signing an informed consent form. In most cases, the families of the participants
were responsible for giving consent; only one participant signed the consent form by
himself. Additionally, most participants were not involved in the decision-making process.
Despite this, they agreed to undergo ECT when they learned about the ECT treatment,
and several factors contributed to their willingness to consent. Some participants had
observed others recovering after ECT treatment, while others viewed it as their only

option since another option of treatments had not worked for them and considered it a
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last-resort option learning from the previous illness episode. However one participant

refused to undergo ECT due to her anticipated fear of the treatment.

“I participated, but | thought it was something that would hurt someone. Because |
thought it was a difficult thing. | thought it was a serious and hurtful thing. Then |
told them that | didn't want it, it was necessary my father who made me do it.” ID-
01

Capacity to consent was a concern for four participants who reported experiencing
reduced capacity and motivation to process information necessary for making decisions
due to their illness. They felt it was difficult to think clearly about the decision to undergo
ECT, and if information had been provided, they believed they would not have been in a

position to comprehend it and make an informed decision.

“ think they have talked to her (referring her sister). Since | was so sick at that
time that she couldn’t tell me that. Even If she had told me, | wouldn’t have
listened.” ID-08

Some participants reported that presenting ECT as a last resort made them more willing
to accept the treatment and additionally prior experience with ECT helped one participant

to be more assertive during his next treatment and led him to see it as his only option.

“The doctors tried and at the end decided that | should have electroconvulsive
therapy...... | was on medication. | was taking olanzapine and lamotrigine. It was
to treat me with the medication. | went to the hospital when | became seriously ill,
I couldn't move, | couldn't do things on my own. ...... My activity had stopped

completely .....Then the last treatment was ECT’ ID-07

“But it (the medication) was still not effective..... At the end the doctors decided
that | should be treated with electroconvulsive therapy. They tried not to do that,
but if there was no change that was the decision in the end...... most of the time

the medication did not make a difference for me...” ID-07
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Two participants felt hopeful and excited about trying something that might help them feel
better after a long period of severe distress, since their illness had not responded to

medication despite taking for long time.

‘I was happy when they told me that | would get this treatment because my illness

would decrease and | was happy because it would heal me.” ID-04

‘I was very willing. When they told me that there was electric treatment, | could not
wait it until the day to arrive.” ID-08

Trust also played a role for some participants decision-making. One participant agreed to
ECT simply because the physician recommended it, while another participant, a teenager,
agreed because her family had given their consent, believing they wouldn't agree it was

something harmful.

5.3. Journey through ECT treatment

This theme reflects on the service user’s perspective throughout the entire ECT process,
from preparation to post-ECT care. Most participants described their ECT experience in
various ways, highlighting their journey through the different phases of treatment.
However most participants found it difficult to recall every details of the treatment process.
This theme highlights preparation for ECT, procedure phase, immediate after care and

interpersonal process.

Most participant described the preparation made before the procedures as well-organized
process. They observed that different professionals were responsible for different tasks
and seeing the medical team’s preparedness and organization made them to be
comfortable. Additionally, having nurses and family members accompany them to the

ECT room helped participants feel supported.

"And it was a very interesting thing they did. They prepared their materials first, |

was ready, and then they started the treatment. It was a good environment." ID-03
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Participants recalled specific preparation steps, such as fasting overnight, waiting in line,
having an IV cannula inserted, lying on the bed, wearing a face mask, having their blood
pressure checked, and receiving anesthesia. Many participants remembered and
mentioned that the long waiting lines before treatment and one service user explained it
as a negative experience. They anticipated waiting their turn in every session, often
standing in a queue with other service users. Among the three female participants, two
expressed their stress while they were undergoing ECT because the ECT room was

located in the male service users’ compound.

“It was in the place of men; it was in the men's room. It was the place where men
were being treated...| was very scared... First they are mentally ill. Second,
because they are men...... | was afraid that they would either scold me or insult
me.” ID-01

One participant recalled an incident where, after being fully prepared for the procedure,

a power outage forced her to return without receiving the treatment.

“The light was going off. We were told that the electricity was off and we were
returned frequently ...... and we have not taken it for one day since the electricity
went off. ” ID-01

The participants reported the procedure and how they perceived it. Upon entering the
ECT room, Participants described being assisted into the ECT room by nurses. Once
prepared, they reported losing consciousness shortly after anesthesia was administered.
Some patrticipants described the experience of receiving anesthesia as feeling like they
were dying or becoming lifeless or "a corpse” and two participants mentioned that they
had unpleasant feelings related to their experiences with anesthesia, and they expressed

that it was good to avoid such experiences.

‘I would be happy if the fainting stopped. | would be happy if the loss of
consciousness stopped when you came out of it. We did not know our lives when
we came out of ECT. | would be happy if this did not happen. | want to see and
remember what going in there and seeing them do all the treatment.” ID-04
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One patrticipant, who had undergone multiple courses of ECT, shared a unique and
distressing experience during his last course of treatment. He claimed that the procedure
began before the anesthesia had taken full effect, causing him to briefly feel the electric
shock before losing consciousness. At that time, he thought he was dying and he was
certain that something had gone wrong since this experience was so different from his
previous ECT sessions and believed the anesthesia had not worked properly. This
experience was frightening for him and increased his frustration until the treatment was

completed.

"I went into the machine; after | went in, the treatment began before the
anesthesia started to take effect..... When you’re under anesthesia, you’re not
conscious, and you forget things. To be honest, | didn’t feel that. | was watching
what was going to happen. As soon as the anesthesia took effect, | didn’t know
anything after that..... There was electrical material inside; | experienced it. |

had a feeling of shock, and | was really scared at that time." ID-07

The participants received post-ECT care immediately after each session. Participants
reported being taken away from the ECT room either in a wheelchair or carried by nurses
and family members. While some were satisfied with the post-ECT care, others had mixed
feelings about the experience. After regaining consciousness, family members played a
post ECT care, assisting participants alongside healthcare professionals. One participant
reported feeling a great sense of relief after her first session. However, three male
participants found the post-treatment experience unpleasant, particularly due to
temporary numbness in their extremities, which lasted for about 30 minutes, which made
them unable to walk and made them feel dependent on others for assistance and
powerless. One participant believed the numbness was a direct effect of the electricity
used in ECT.

“I had the same feeling of numbness as if | had no power.....since they treated you
with an electric, so you can get a humbing sensation. In fact, the first time | had it,

| was taken on a stretcher, remember that.” ID-07
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“After waking up, they took me in a wheelchair. | remember they were taking me
in wheelchair, | could not help myself. | can't manage myself. | can't walk, I'm in a

wheelchair as soon as | get out. The challenge was not being able to walk” ID-03

Another participant reported that after the procedure, he removed his IV cannula and
stated he would not take further sessions. He attributed this decision to a lack of insight;
however, he attended the next sessions because he had been enjoying the sensation of

the IV medication entering his veins.

"l was about to pull out the needle. A needle was inserted, and | remember pulling
out the needle tube. | asked what kind of treatment was being given to me. But |
liked the feeling on this side (pointing to the injection site), and | enjoyed the taste
of it. I didn’t have much objection when | went in, but after | came out, | said that |
wouldn’t take it anymore. | was sure that | was saying | was not ill; | was healthy."
ID-03

One participant stated that he had no recollection of undergoing ECT. It was only after

completing multiple sessions that he was reminded of the treatment he had received.

‘I knew myself on the last day. It was when | was well that | realized | was taking

electroconvulsive therapy.” ID-06

Family members and healthcare professionals played important roles throughout the
whole process of ECT. Most participants (eight) described their families as supportive,
providing both emotional and material support. Family members comforted and
encouraged them, participated in decision-making, and explained the benefits of ECT,
which helped increase acceptance of the treatment. Families actively participated in the
treatment process, being present during sessions and providing post-ECT care along with

professionals.

However, one participant felt unsupported by his family, as they only visited on ECT days
and expressed their frustration about his illness, making him feel ashamed and blamed

himself.
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"They told me not to come here again and that this was the last time. They said
they were bored and angry. My family has missed work to help me, and they were
telling me that | was bothering them and that they wouldn't bring me back. They

said if | got ill again, no one would take responsibility.” ID-06

Another participant noted that thought his family supported him, they did not allow him to
express his concerns or ask questions, which made him feel unheard and his right of

speech was disrespected.

All Participants reported having positive relationships with healthcare professionals. They
appreciated the care and encouragement provided by medical staff. Healthcare workers
assisted in preparing service users, transporting them to and from the ECT room,
administering medication, monitoring side effects, and reassuring participants throughout
the process. Four participants highlighted the kindness and attentiveness of the staff,
which helped alleviate their anxiety and made the treatment experience more
comfortable. Two participants explicitly stated that staff treated all service users equally,
regardless of gender or identity. One participant emphasized that the professionals were
"human-centered," valuing their service to service users and treating them with dignity.
None of the participants identified any significant gaps in their relationships with
healthcare providers. While most found communication with professionals easy, a few

reported limited interactions.

“The professionals are human-centric, they are human-oriented, and they want to
benefit people....... Human-oriented in a sense when you just serve a sick person
and you try to get them out of their problems. Apart from that, there is nothing else
that they valued. They serve everyone equally; without distinguishing between me
and the other, without distinguishing gender; without identity. | want to say that

they only saw us as a human being.” ID-03

“We communicated with them a lot. After that, we just talked; like a mother and a
child; they asked us everything and like you, like a sister, like a brother, they came

and asked us; they said how our illness was; they said how we are; they asked us
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about the situation. This hospital is the one that took care of me like a mother.” ID-
08

5.4. Perspectives on ECT

This theme explores the subtheme of concerns associated with receiving ECT, the

perceived effectiveness of ECT, attitudes about ECT, and experience of Side Effects.

The experience of ECT treatment was marked by a range of emotions, particularly fear
and anxiety. Many reported significant apprehension before undergoing ECT, often
stemming from unfamiliarity with the treatment, information received from other service
users, or misconceptions about the procedure. Fears ranged from concerns about dying
during the procedure to worries about electrical injury and other complications. Five
participants expressed strong fears before treatment, and most experienced fear at the
time of ECT. Three participants specifically associated their fear with the nature of ECT,

as it involves an electricity-based machine.
“Since it is done with electricity, it is not much, but it is a little frustrating.” ID-07

Some described anticipatory fear, worrying about the procedure and potential risks. A
teenage participant, who had completed education up to grade nine, expressed concern
that the machine might burn or harm her, attributing her anxiety to a general fear of

medical treatments.

Another participant reported hearing from another service users that ECT could be fatal
if there is any comorbid illnesses and which was scary for her and her family, though her

own suicidal ideation reduced her fear to some extent.

“At first | thought it was true when people said that it would Kill if there was a
comorbid illness. When they said this, | thought it was true... | was very worried,
wondering if it would kill me....... But | was already thinking about killing myself

and dying, so | said it doesn't matter if | die. | just wanted to try it and see if it
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will save me or not, that's what | said at that time. | really wanted something
that would make me feel a little bit better.” ID-08

She added she felt scared while waiting in line for her first ECT session. She was
curious and anxious about how the treatment worked and how electricity would be
used in the treatment. However, those feelings went away completely after her first

session.

“The first round was very scary when we were waiting our turn in the queue.
After | said okay and went, it made me feel afraid. | was scared in part of my
heart, and another part of me was wondering what was wrong with me. | didn't
mean how | would die, but how they would give me electricity and how they
would give me the medicine. | used to say that electricity is just a light, and |
was curious about what it does. | was just wondering if it was injected with a

needle or how it worked. But then, when | saw it, it was electricity.” ID-08

One participant feared the possibility of errors by medical professionals. The requirement
to sign a consent form exacerbated this anxiety, as it indicated potential risks. However,
over time, he adapted to the treatment and viewed it as a normal medical procedure.

‘At the end, there is a feeling of dying if there is a small mistake..... You are entirely
in the hands of the doctor, | mean | thought in case something happens. | felt
frustrated if something happened related to the treatment...l thought there is no
perfection in the treatment, there is no perfection in any work. It's just that the

person doing it can make a mistake and things don't go on the way.” ID-07

Another participant described mixed feelings, hope for recovery alongside anxiety
about maintaining NPO, fearing that even the accidental water intake could lead to
death.

"l was afraid to go, but | was also happy. | felt both happiness and fear. | was happy
when they told me that | would receive this treatment because my iliness would

decrease, and | was happy because it would heal me. When they told me that

34



death is inevitable, they said that if | ate or drank, | would die. Because of that, |
was afraid. | wouldn’t eat or drink. | didn’t even wash my face, thinking that water

would enter my mouth.” ID-04

The perceived effectiveness of ECT is also discussed in this study. Despite the initial
fears, most participants described ECT as beneficial to their mental health. But two
participants, one diagnosed with catatonia and another diagnosed with schizophrenia
acknowledging their recovery but expressed uncertainty about whether their recovery was
due to ECT, the medication or both.

Most participants reported the improvements and they mentioned feeling more self-
aware, regaining control over their thoughts and actions, calming anxiety, enhancing
sleep quality, alleviating hopelessness, experiencing a return to their previous state of

health, return to their work and education, improving their social engagement.

“It made me look at things. Before, | only listened to myself; then it made me come
out. Then | went out and observed some things in the outside world, it made me

live my own life.” ID-03

“It calmed me down, | stopped thinking a lot, slept well, and after i got in there, |
have recovered. | was very relieved. | would not have recovered without ECT. |

was recovered after | got there.” ID-04

One patrticipant reported a significant improvement and complete remission of suicidal
thoughts after a single ECT session. She had a history of severe suicidal ideation and
attempts, including a hospital incident resulting in a fracture.

“The benefit is very great. It saved me from death. If | hadn't taken it, I'm sure |
would have killed myself. How many times have | been catching electricity, how
many times have people rescued me when i tried to kill myself by buying the
poisons...... before, | didn't think | could live; | thought I would die....I just said, what
is this world going to do to me, | hate myself.... And especially, the thought of killing
my self was very difficult; very difficult; it used to worry me. After that, after | got

that treatment, it just completely disappeared.” ID-08
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“After | had the treatment, | recognized myself again. It was like coming out of
darkness into the sunlight—it felt like that.....When | woke up, it was like the

darkness became dawn. From that day on, | felt awake.” ID-08

Another participant noted that a persistent tension-like headache, which had started after

cession of substance use was relieved following ECT.

“In a way, there was something that was holding my head. Actually, | used to use
substance before and I think it had an impact. There was pain that was squeezing
my head..... | think that it has left me. [/ think it has gone.” ID-03

One patrticipant found that ECT helped improve her medication adherence, which she

considered its primary and the only benefit.

Most participants held a positive attitude toward ECT, though some initially had negative
perceptions due to its electric nature and assumed complications. However, those who
had negative preconceptions reported a shift of attitude after completing treatment,
primarily due to perceived benefits and the absence of feared complications. Some
participants expressed eagerness to start ECT, as they sought relief from their iliness by
any means possible. One participant maintained a positive attitude even before treatment
because he had witnessed other service users recovering and being discharged after
ECT.

Despite the overall positive perception, experience with side effects varied. Five
participants did not experience or notice any side effects, either immediate or delayed.
Three participants did not spontaneously report side effects but after initially denying side
effects, when asked with close-ended questions by listing potential complications, one
participant recalled experiencing forgetfulness during treatment but did not initially
associate it with ECT and it returned to baseline after discharge and additionally two
others reported forgetfulness which began before starting ECT and one reporting
improvement following ECT. One other participants reported experiencing transient

headaches, dizziness, disorientation, nausea, and forgetfulness immediately after ECT,
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which resolved within 30 minutes. She found them concerning but was reassured by her

physician that they were temporary and related with anesthesia.

“They asked, how did you change, how did you do. When they asked, | told them
that it made me forgetful, | didn't know myself, it made me to be dizzy. When | told
them this, they said it was the anesthesia and that it would fade and that | got
better. That’s how it was.” ID-08

Two participants reported side effects spontaneously. One experienced persistent
warming of the hands, said it not sweeting rather warming sensation which she perceived
by herself and other. Another reported persistent physical tiredness throughout the
treatment period, making the treatment difficult and said it was negative experience for
him though the fatigue subsided after completing ECT. Both participant did not reported

their symptoms to physicians, so no interventions were sought.

5.5. Recommendations about ECT Treatment

This theme highlights suggestions for improving ECT Practice, future Willingness to
Undergo ECT and recommending ECT to Others.

Participants provided various suggestions to enhance the ECT treatment experience.
One participant gave different recommendation including to increasing the number of ECT

rooms to reduce waiting time.

“But | think it should have two or three rooms because we were waiting to

enter in to the room and | don't think there's anything else | can say.” ID-03

The participant who mentioned that he has done his on reading maintaining his wellbeing,
suggested that providing comprehensive pre-treatment information, particularly regarding
potential side effects and health impacts before the procedure would improve the
experience for service users. He explained that involving the service user in decision-
making while they are fully aware would help them better understand the treatment

process, if possible.
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“If there is a way to be Conscious. After all, it was the illness that caused it.
| think it would be good if a person were conscious and took this treatment.
.Conscious means being able to recognize things; being able to observe
people mindfully; being able to observe people; having a mind....I think it
means it is good to take it at least after he has regained some
consciousness. Because he also needs clarification about it. | think it would
be good if he got clarification about the side effects and the health benefits.”
ID-03

A female participant recommend to establish a separate ECT room for female service
users or have additional ECT room in the female ward.

“It is good for female to have their own room for ECT, just as it is for men,

so that both can have separate spaces.” ID-01

Additionally one male participant gave recommendation to ensure ECT providers take
extra precautions to minimize risks and to increase the number of healthcare

professionals involved in ECT.

“What | would like to say is that the people who provide the treatment should
be well conscious and minimize the risk.” ID-07

“I think there are fewer professionals who provide treatment. | think if there
were more people to provide treatment, it would continue and can expand.”
ID-07

One male participants recommend to allowing service users to remain conscious during

the procedure to observe the process and retain memory of each step.

All suggestions came from individual participants rather than being widely shared
concerns. Three participants stated they had no recommendations, and one expressed

satisfaction with the current practice, suggesting no changes were needed.
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Participants also shared their thoughts on whether they would consider ECT as a
treatment option in the future. Many participants expressed a willingness to undergo ECT
again if needed, referring its positive effects on their recovery. One participant stated that
unless another treatment was suggested, she would prefer ECT as a first-line option since

it was the only treatment she responded to.

“l have benefited from it. If | am admitted, | will receive electric treatment. If they
admit me, unless they suggest a different treatment, | would still prefer to have it.”
IN-08

Another participant, who had undergone multiple ECT sessions, explained that his illness
only improved with ECT after each relapse, while medication only helped maintain his
recovery but not treat active episodes. However, two participants said they would refuse
ECT in the future due to the perceived side effects, such as persistent hand warmth and
physical tiredness. One participant preferred seeking spiritual healing instead, while

another stated he would only undergo ECT if forced.

‘I don't think I will be treated with it again after this time because it caused a
warming sensation on my hand. | won't treated with it again, as it might lead to

further complications. | mean, I'm trying something else like holy water.” IN-05

Despite some reservations, most participants would recommend ECT to others with
mental iliness, sharing their own experiences as proof of its effectiveness. One participant
suggested that those relying on spiritual treatments should consider ECT. Additionally,
they expressed that if it ordered by a doctor, every service user should accept ECT and

undergo it.

“‘And | recommend electric therapy to other sisters and brothers. It is very
beneficial.... there are many of our sisters and brothers who are mentally ill and
mentally ill without knowing it and was told it evil sprit at holy water place. But their
minds are also going ill, and they are often sitting in the monastery. | recommend
for them.” IN-08
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CHAPTER SIX: DISCUSSION

This study explored participants’ experiences of ECT. Four themes emerged from data
analysis: Knowledge and consent process; Journey through ECT treatment; Perspective

of ECT and Recommendations about ECT Treatment

In this research, most participants had no prior knowledge of ECT or had never heard
about it before undergoing treatment and only one participant had prior knowledge due
to his previous exposure to ECT. However in the qualitative study in Norway found that
many participants perceived ECT as an outdated treatment had little prior knowledge
about it. Their understanding came mostly from movies, media, or dramatic stories. Some
actively looked for information through discussions with clinicians, watching YouTube
videos, or reading academic articles (33). In our setting Medias and movies exposure is
limited and local Medias and movies do not focus on ECT, which may explain the

participants’ lack of prior knowledge.

This lack of knowledge was further compounded by the fact that many participants in this
research reported healthcare professionals provided no information about ECT. Even
after treatment, they still did not understand its mechanisms and effects. Some
participants reported that their families also did not know much about the treatment
thought their families gave consent. The literatures also showed significant gaps in the
information provided to service users about ECT. Similarly a systematic review found that
most service users felt they were not given enough details before treatment (16).
Additionally in line of this literature most participants in this research did not remember
signing a consent form and were not involved in the decision. While all of the participants
expect one eventually agreed to treatment, different factors influenced them. However a
study from Ireland reported contrasting finding that 80% of service users felt sufficiently
informed to make informed decisions (17). This difference suggest that access to
information and the consent process may vary across different setting. The lack of service
users’ involvement in decision making raises ethical concerns, as informed consent is a
fundamental principle of medical practice. Strengthening the consent process by ensuring
service users fully understand the procedure, risks, and benefits is crucial for ethical and

service users-centered care.
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Participants found it hard to make an informed decision because their reduced capacity
to process information due to illness. Similarly a research from the UK (2011) (34)and
Canada (2018)(52) showed that majority of participants felt that their ability to
comprehend information about ECT was limited. Additionally like in other studies, trust
played a big role in decision-making. These findings show that service users need clear

and thorough information and involving support system could improve their experience.

Several participants described ECT as a form of electric-based brain stimulation or brain
relaxation, which could awaken their minds. This aligns with previous research where
service users saw ECT as a procedure that "resets" or "reboots" brain function,
"recharges” the brain, or "awakens" cognitive functions (56, 57). These explanations
show how service users make sense of ECT’s effects. One participant described ECT as
a "microscope” that helps see and correct brain problems, including the auditory
hallucinations. This explanation does not appear in past literature, showing how service
users create personal interpretations of the treatment. Furthermore, participants in this
study understood ECT as a treatment for iliness that do not respond to medication, long-
term illnesses, and severe mental illness. This is consistent with past research showing
that service users view ECT as a last-resort treatment (57). This study also reports that
one participant questioned why a stimulating treatment was used during a manic episode.
Previous research has shown that ECT is effective for mania (58).This indicates that the
participant’s ways understanding made some confusion and might be improved by
providing information. The variety of service user perceptions highlights the need for
better pre-treatment education to give service users a clearer understanding of ECT’s
mechanism and effects. This research shows how personal experiences shape service
user interpretations and suggests the need for tailored explanations to correct

misconceptions.

On other hand some participants described the negative experience that they felt
distressed due to long waiting times and described anesthesia as making them feel like
they were dying or lifeless. Literature also indicates that negative experiences is related
to anesthesia, long waiting times, fear of harm during the procedure, and the recovery
phase (34, 36,52). Additionally in this research a female participant reported a negative
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experience, prepared for ECT but had to return due to a power outage and she felt fear
because ECT room located in a male service user’'s compound. Such an incident adds to

understanding how logistical factors can affect the service user experience.

A particular case from this study, a participant who believed he had experienced the
electric shock while he received ECT before anesthesia took full effect, leading to a highly
distressing experience. This findings supported by literature that if the anesthesia time
interval is too short or the dosage is insufficient, service users may remain partially aware
during the procedure, increasing discomfort and psychological trauma (53). This shows
the need for monitoring and adjustment of anesthesia protocol to reduce the risk of

traumatic experience.

Support from family and healthcare professionals is important in the ECT experience.
Participants in this study described their families as providing emotional and material
support and families helped explain its benefits and reassured service users. This
research supports previous studies from the UK and Australia which highlight the role of
family in supporting service users , they relied on family for information and advice
,additionally family encouragement increased ECT acceptance and family involvement
also contributed to a more positive perception of treatment (24,52,55). However, this
study also showed some challenges; one participant felt unsupported, shame and self-
blame and another participant’s family were not allowed to voice concerns, making him
to feel unheard. These findings suggest that while family support is generally helpful, it
can also be complex. In our setting the role family is a bit different as they may not be the
source of information due to lack knowledge about ECT and they made the decision
without involving the service user. Educating families on emotional support and shared

decision-making could improve service user’s experiences.

All participants in this study reported positive interactions with healthcare professionals
and appreciated their care and encouragement. Some specifically mentioned the
kindness and attentiveness of staff, which reduced anxiety and improved their treatment
experience and added that they perceived the medical team was well prepared helped reassure

them. This finding aligns with previous research, showing that healthcare providers play
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a crucial role in shaping a positive service user experience and trust and kindness
influenced participants' decisions to undergo ECT (54, 55). This shows the importance of
having structured approach and building trust through compassionate care make the
service user to feel safe and comfortable. Two participants reported that all service users
were treated equally; this adds depth to the literature by highlighting perceptions of
equality in treatment regardless of gender or identity differences, which may be important

in culturally sensitive settings.

While most participants found communication with staff easy and reassuring, a few
reported limited interactions with healthcare professionals. The variation in engagement
suggests there is room for improvement to ensure all service users feel well informed and
supported. Additionally participants in this study were satisfied with post-ECT care. This
highlights the important role of both family members and healthcare professionals in

supporting service users after treatment.

This research has shown that many participants experience fear and anxiety about ECT
but their fears were often based on misunderstandings, lack of information, or what they
heard from other service users rather than their own experiences. Studies across different
settings found that service users worry about personality changes, brain damage, long-
term memory loss, harm during the procedure, and even death (34, 36,52,54). However,
in this research, their anxiety decreased as they adapted to the treatment. This pattern of
fear reducing over time is also seen in previous studies (2). Additionally a 1999 qualitative
study described negative psychological effects such as shame, worthlessness, betrayal,
and loss of identity (46). A difference in this research is that no participants reported long-
term psychological distress, such as shame or betrayal. This suggests that future

research should explore this area further.

Many participants in this study reported ECT helped their mental health by increasing
self-awareness, reducing anxiety, improving sleep, and relieving hopelessness and
suicidal thoughts. Some patrticipants also said ECT helped them return to work or school
and engage more socially. Literatures has consistently shown that many service users

find ECT helpful. A review of studies from 1977 to 2009 found that most service users
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viewed ECT as beneficial. Similarly, studies in the UK and Australia reported that service
users often described ECT as life-saving and improving their sense of self (34,35).
Additionally a US study found that 85.5% of service users experienced benefits, including
better cognitive and physical health, improved social functioning, and reduced depressive
symptoms (37). This research supports other literature findings that ECT has positive
outcome on mental health and help to return to their functions and effective for people

with treatment-resistant depression and acute suicidality.

However, some participants were unsure whether their recovery was due to ECT,
medication, or both. Therefore clear communication with service about the role of each
intervention is essential to help them understand the role of each treatment. A unique
finding from this research was that in specific cases, ECT helped relieve a persistent
tension headache that developed after stopping substance use. This is could be a
coincidence or it may suggest a need of explore the potential benefit of ECT in treating

headache or withdrawal-related symptoms.

Most participants has positive attitudes towards ECT similar to the above mentioned
literatures(34,35). However, some participants initially had negative attitudes due to
concerns about the electric nature of the treatment and assumed complications to fear of
electricity and assumed complications. These insights add depth to previous research by
showing how service user attitudes change before and after treatment and providing

information before ECT may help reduce the initial negative attitude.

While ECT is associated to several side effect, it is as less described in this research.
This research presents that four participants reported side effects, but each of them
reported different side effects like forgetfulness during treatment, short-term headaches,
dizziness, and disorientation, physically tiredness throughout treatment and persistent
warming of hand. Five participants did not notice any immediate or long-term side effects.
A 2010 systematic review found that two-thirds of ECT service users had side effects,
and about 60% reported memory issues, some lasting from weeks to years(16). A 2017
study in China found headaches and muscle soreness were common(38). Other negative

effects in past research include cognitive decline, physical issues, fear, trauma, and
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challenges in daily life, work, and education(43). In contrast to the above studies a
gualitative studied done in Khartoum on 2010 reported no serious side effects (50). A
guantitative study done on 2016 at AMSH, Ethiopia , not published, found some side
effects, like headaches and confusion (51).

The finding of this study aligns with studies done at other settings that showed immediate
side effects, memory problem and physical tiredness. But in line of a study done at
Khartoum five participants did not perceive any side effects. These findings suggest some
experience no side effect, while others face temporary or persistent challenges. While
previous studies report high rates of memory impairment and other side effects, this
research found fewer cases of memory related concerns. The lack of perceived side effect
may be due to lack of information which might cause under recognition and
underreporting of side effects. Some participants reported unpleasant post-ECT
experiences like discomfort and dependence due to transient numbness after ECT. This
findings align with some literature(16, 34, 38 ). One female participant reported an
unusual side effect, persistent warmth in her hands after ECT. This was not found in the
reviewed literature, suggesting a need for further research to explore on this side effects

more.

Participants in this research recommended increasing the number of ECT rooms to
reduce long waiting times, providing clear pre-treatment information, and involving service
users in decision-making to help them better understand the treatment process. In
previous studies, participants recommended reducing waiting times, improving
communication between staff and service users, providing service user-friendly materials,
creating platforms for sharing service user experiences, giving accurate information about
risks and benefits, offering support from former ECT service users, better managing side

effects, and increasing family involvement (33-35,54 ).

This study supports previous findings that waiting times, communication, and education
remain important areas for improvement across different settings. In addition to the
recommendation from the previous literature participant in this study suggested

increasing the number of healthcare professionals involved in ECT and ensuring extra
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precautions are taken to minimize risks. This reinforces the need to improve staffing levels
and safety measures. A female participants recommended having a separate ECT room
for female service users or adding an ECT room in the female ward. This suggests that
gender-specific concerns about safety and comfort should be considered.

One participant suggested allowing service users to stay conscious during the procedure
to observe the process and remember each step. However, a reviewed research does
not support this. This recommendation may come from curiosity due to a lack of
information before treatment. Providing thorough pre-treatment education, including
videos explaining ECT, could help service users feel more informed. Other studies have
also suggested using videos to educate service users before treatment (55). This study
adds new perspectives, such as the importance of gender-specific treatment spaces and
service user curiosity about the procedure. These insights contribute to the ongoing

discussion on improving the ECT experience from a service user centered perspective.

Most participants in this research reported that they will be willing to undergo ECT in the
future if needed since the perceived outcome, prioritize their health and perceived it as
their only option treatment. This align with a literature which showed that the service users
would be willing again if need because it had quicker response than medication (34, 36).
This highlights the importance of positive treatment outcomes in shaping service user
attitudes toward ECT. Two participant reported they would not be willing due to the
experience of perceived side effect which align with a consumer-led and nonclinical
studies which revealed a decreased willingness to repeat treatment (16). This implies the
need for better management of the perceived side effects, discussion on possible side
effects and improved service user education. In addition most participants in this study
also would recommend ECT to others with mental illness. The study on women's
experiences with ECT found that most participants would only recommend it as a last
resort and would warn others about memory loss (52). In contrast, this research presents
a more positive perspective on ECT compared to the above literature, where women were
more hesitant about recommending the treatment. The difference could be influenced by

factors such as expectations and treatment outcomes
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CHAPTER SEVEN: LIMITATION

Since the interviews were conducted by the principal investigator who is a psychiatry
resident, working in the hospital, this may have made some participants hesitant to
share their true opinions or criticize aspects of their treatment. Most of the participants
focused on positive aspects of the care they have received and did not spontaneously
disclose adverse effects of the procedure. Measures were taken to build trust with the
participants through clarifying the role of the researcher, explaining the objectives of the
research, and to reassure on confidentiality and anonymity. Additional probing
guestions were also used to illicit responses. However, there is a possibility that these
mitigation measures were not sufficient and some negative experiences remained

unreported.

The study used purposive sampling from outpatient clinics. In the data collection period,
the service users who were eligible were in the age rangel8 to 51. The experiences of
older age group in ECT may have been missed which could have provided additional

insight.
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CHAPTER EIGHT: CONCLUSION

This study explored participants' experiences with ECT, highlighting gaps in informed
consent and decision-making. Many lacked prior knowledge and relied on trust in family
or healthcare providers. While most initially feared ECT, they later accepted it due to its
benefits, such as improved mood and reduced suicidal thoughts. However, side effects
varied, including temporary memory issues and fatigue. Support from family and
healthcare staff was important. They recommended better pre-treatment information,
increased staffing, reduced wait times, and separate treatment spaces for men and

women.

Clear communication, informed consent, and service user-centered care are essential to
improving the ECT experience. Future research should focus on understanding side

effects, enhancing decision-making, and tailoring treatment to individual needs.

48



CHAPTER NINE: RECOMMENDATION

Based on the findings of this study, several recommendations can improve the experience
and effectiveness of Electroconvulsive Therapy for service users.

In setting or hospitals where ECT treatment is available, healthcare providers should offer
clear and accessible information about ECT before treatment, including details about the
procedure, its benefits, potential side effects, and the service user’s role in decision-
making. Providing materials in simple language and using visual aids for service users
and their families can help improve understanding. It may also be beneficial to have
consent procedures guideline. Service users should also have enough time to ask
guestions and express concerns before making a decision.

To address long waiting times at AMSH, increasing the number of ECT rooms could help
reduce delays and improve service user comfort. Additionally, some female participants
felt uncomfortable receiving ECT in male’s compound. Establishing a separate ECT room
for female service users or providing additional ECT rooms in female wards at AMSH

could improve their sense of safety and comfort.

Some participants expressed frustration over power outages that led to canceled
sessions. Ensuring that backup power sources are available at AMSH that would improve

the consistency the treatment process.

It is also important to ensure that staff receive proper training and regular updates, in
setting where ECT treatment is available, to provide accurate information and quality care

related to the ECT procedure.

Additionally MOH should reinforce each hospital providing ECT service to have policies
focused on standardizing pre-treatment information delivery to improve service user

experiences with ECT.
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APENDIXES
Annex 1: Information sheet

My name is Dr. Bethelhem Zerihun. | am a psychiatry resident at the Department of
Psychiatry of Addis Ababa University. My advisors are Dr. Wubalem Fekadu, Dr. Beakal
Amare and Dr. Azeb Asaminew Alemu. | am conducting a study on the experience of
patient to ECT at Amanuel mental specialized hospital. The purpose of the study is to
explore experience of service user to ECT. You are selected to participate in this study
because you are currently seeking care at the ward or outpatient service at Amanuel
Mental Specialized Hospital. Participants for the study are selected through convenient
sampling method this means the participants are selected based on their availability and
willingness to participate in the study. You are selected to participate in this study
because you gave a verbal consent to be contacted by a researcher on the subject. Your
participation in the study will add a new and better understanding of ECT treatment and

you will be contributing to the development of comprehensive care on ECT.

The interview will take about 30-60 minutes, in a secure private office; you can take a
break if you want. Notes will be taken in addition to audio recording during the interview
so that | don’t miss anything. The records will only be used for this research and | will not
your name or other identifying information to ensure your confidentiality by assigning code
names/numbers that will be used on all research notes and documents. Your participation
in this study is voluntary. If you decide to take part in this study, you will be asked about
your understanding of the study and once that is checked you will be asked to sign a

consent form.

Even after signing the consent form, you are still free to withdraw anytime during the
interview. Whether or not you decide to participate will have no effect on your care at
Amanuel hospital. There will not be any direct benefit for you due to your participation in
this study. After completing the interview, you will be paid 300-birr reimbursement for
your time and transportation. You might feel stressed or uncomfortable with certain
interview questions. If you feel uncomfortable with any of the question in the interview,

you have a right not to answer.
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If you feel distressed during and after the interview you can stop or withdraw from the
interview anytime. If you require further support, | will link you to professionals in this
hospital who can follow you. If you have any question or concern about this study or your
participation in it please contact me, Dr .Bethelhem Zerihun through my E-mail address
zbethi2005@gmail.com or my phone number +251912296755.

pan/E i

BIC NHA%T® HUT ANAAL= NARA ANN RLACAL PAATRC URIRT F9RUCT N&A PAOTRC
UR9RE NEARALH NAILL AL PIRTH UNIR(LHLTF) 13 PGt A@INCPE R/C ™-NYATD
498 T £IC NANA AT AT &/IC AEA AATRID: §FO-= NATFAA PAATCC NTAALHE PATHA
PRAIRC YARIR NEA +5% Fhag PPk AT NHFTA AL PA NHU $£9° PRAATLN THLT UNIRT
PELTF PRAGRE UMRID FNARPTF DA PAANTLN THLF UNTRT PATMT AR AL MmGH
RPNYS 1@ PG+ AATY PRARTLN THLT UNTRE PRLTF PAAGR(C UYRGR Fhag PF AA
PrANTLN THLT UNTRT PATORT ATRET AREAN 10 NG+ AL +AFL PA P ATRA+E
dPLE PP AT ABZ8 N ANANNT M&F 7T P9 F A SN PTF +A 3L LPTA: NHU MG
AR AGPA+TE P+aRZMmNt 9PATLE NATIRAA UNTHA Ad) SHO MEIR N+APAARTT
APFNa™ NARPE RS N8R AL MGF PR PLCIM- AG AT8.PII°ICT PPA G L AT PRI AT
NAT™P NAAM. 1@ NMG+ AR NAPATEP NAAATLA THZT URIPT AL PAT OM-¢t
ATIANT AT A1AARTT ATIAAA AN+PEP £LCIA=

$A ™MLe N30-60 Lbd LMASA: NNLAYT NAPhNA AZ&T PMAL LFAd: A CPMLR
PIRTRCIMD- BUYIE N+MNP P74 NC @ND jD-=NPA ML DT JoI9° ao/F
A8 LARAMY NAONFOA N+enTIE IP& APCIAU: PLIPR ARHINE AHU M5t NF méIP
AR £@AA: NUATR PRGH OAFDAPT AT A12T AL PhE ARTT MLIP &M T NADaD L)
FPAMLRITPT ADNSAL: PACAPT NI° MEIR AA ORAP AR/ 5 RAMPIRIR::

NHU mFF @AM PAPT +ATE NELLEIT 10 NHU MTH ND ATA+E NDAF NA DT+
PAPTT ATHN, EMP LA AA DG+ ITHNPT N+HLITM N3A PEPLATT APMPPP RCT° AL
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AT9LCA™ RRZJA: PEPLTTT PR NLLA™ NEAT NPT A APMLR NMITOI° 1H
@&/ PFAN: ARA+TE DAY ML IR AATPDAT NATRAN PATHA NTRLLLCTHT ATTA AL
gRYGR +RAP ALFLMIP: NHY MG+ O-AD NAOA+EP ToYGR 425 dm+f MEGD 4 P7F-g0x
$A DMERT NERLA NBA ATRP AT ATP3HP @A 300 NC LNEAN = NPA ML MPF
PADLTIP NTRF AT IRFF IMF A NPT BTFAA: APADAR PARRL ATF M PP NA PATRADAR
amN+P P+MNP 10 11077 NPA PMLR MPT PATRF a/NA N+ATHIPT NTRITD-I° 1H,
SAMMLET MFIR LFAN= NIRFIAD- CON TORTPT NPA OMER Y12+ @AM M4 MR
NA+TATIPEF AT +enTIE ACSF NNEAT NHU PATHA @AM NA NAT™PPT 90 AITFPFAL
NHU mTF AL NYIEF@IR 1H DPE MRIR $4d NATF ALY AT £/C N+A%ID NATRA
zbethi2005@gmail.com L™ NAAN ML 0912296755 AFT47 TFAAT U=
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Annex 2: Brief assessment of capacity to consent

I will now ask you some questions to check your understanding regarding the research
study.

(For the interviewer: For each of the following questions and tick yes if the service user
answers the questions correctly and tick no if the service user did not answer correctly

after the information sheet is read to them)

What'’s the purpose of the study?

Yes D NOC]

What's the risks and benefits of the study?

Yes C] NOD
Is this a research or medical care?
e

Will withdrawing from the study impact your care at the hospital?

Yes [ ] No[ ]

The service user has the capacity to consent for this research study (Tick yes and proceed

to fill the consent form if the service user answered all the above questions correctly.)

Yes [ ] No[ ]

2L PAMT API® Ase-C 191

PERY NHEANT PAPFT THNL AL AR ALY ATRTE mPEPTT AMBIPFAL=
(AMPem-: PARLE $2 NHINNATFD NFA ATLN+AT ALT878 M PEPT FNAP HPRPE
NFNAA hAPA: AP PTRAD-T JRART PLCH: D PRPE NFNNA NATRAN AL PARLAD-Y
ART PL L)

PG+ QAT gRYL Y §O-?

AP Y

) ) .



PG+E ALIPT AT MPAeF oLy TFM-?

AP C] he C]

2U mTT 1@ mLN PANIRT A4 T2

AP C] AL C]

nNme+ M+ NPNTFHA O-ND PAPT AT+ AL +AT LFPLPA?

AP C] AL D

(AmPe@m NF) FN P AHU PI°CIPC MGt 2L PAPAMT APT® AATFD- ?
AP AL C]

FNAP NAL PATT ATTR B PRPTF NFANA NAPAN PEP L SR ARAAT Lb
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Annex 3: Consent Form

| have received information and understood the information provided about the
research, procedure, risks, benefits and that participating in the research won’t impact
the treatment | receive at AMSH. | am informed that audios will be recorded and that the
researchers will ensure to preserve my confidentiality. | understand the provided
information and have had the opportunity to ask questions. | consent to take part in the

research of service users’ experience to ECT at Amanuel Mental Specialized Hospital.

Participant's Signature Date

Researcher’s Signature Date

PLPLATT AOMPPP PR

NA MG+ LG FADPEA= NA DT+ ANGCE NIFTT DPIR ATEUT® NG+ PA+E N
ATRAA PNT A PA9TTDY UNTRG AR +RAF ATLMMLELM NN ABLE +/ & FAUs
£Io% ATLMPLE AT PAIYIET TADC ATRT MNP H191CT A PPLNATY aOLE +¢ &%
TPRPTY ATPMPP ALAT ATFFAU= NATY A PAATRC NTAALHE PATHA PhANTLN
TH T UNGRG PRLTF PRATRC UARGD FNAqPF AA PRAATLA THLT UNIRT PATET ATRE
AL HTF AMA+&  PLHTET NLCTIR AZITMAL:

PGt +AFL LM $7

PAMT &CTY %
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Annex 4: Socio demographic characteristics of participants

Thank you for agreeing to take part in the study. | will now ask you questions about

yourself.

Age --------------

Marital status --------------------
Educational status ---------------
Occupation ----------=-====-------
Living situation -----------------
Duration of illness --------------
DiagnOoSiS-----=-=============mnn-
Time of ECT treatment------------------
Frequency of ECT treatment ------------
If you had a single ECT treatment, how many session did you take? --------------

If you had multiple ECT treatment, how many session did you take in the most
recent ECT treatment and what was the maximum and minimum number of

course? ------——-—-—-

P+AFLPT MUNLPT N1-hHN ADPPC AOLEPT

NPT+ AL ARA+E NAFNTTTU ATTAITAT: ALY NAGNP MPRPTT AMLPPFAU
68

PINF Ui

PTIRUCT 828

Prrd Ui

PrC U2
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yaeae PPN+ 1,
pyaege 905

9oy PUA 9IH 1@ PRANTZN THLT UNTRT PNST?

PrANTLA THZT UNTRT AT 9H, NPT P@NSF NPCN T 927 PUA HC 10 PONSF?

PrANTLA THZT UNTRT NATE IH, NAL NPT PONASFE NPCN PINLE AR NATE HC T
PUA I +NADPT? NATE HC &+ PUT @DC AT BAS AIN+HDN?
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Annex 5: Topic guide
1. Tell me about your treatment before you start the ECT?
2. Tell me your prior understanding about ECT?

- Where do you get this information?
3. Tell me about the process of deciding to undergo ECT treatment? If he or she
does not know about the process of decision ask this question
- Why do you think ECT recommended for you?
4. Did you get any information about your ECT treatment after the decision?
- What kind of information did you receive?
- Tell me about your understanding of ECT?
5. What was your involvement in the decision making?
- Did you agree to take ECT? If not; what was your reason ?
6. Would you tell me your experience when you took ECT treatment on the first
session and how was your experience on subsequent course?
7. How your family or caretaker did support you during your ECT treatment?
8. How was the interaction of medical team during your ECT treatment?
9. What were benefits you gained from ECT treatment?
10.Have your attitudes towards ECT changed since your treatment(s)? If so, how
have they changed?
11.What are the challenges you faced with ECT?
- Can you describe any immediate and delayed side affects you
experienced from ECT?
- How was it managed?
12.Will you willing to take the ECT in the future if it is indicated?
13.Would you recommend ECT to someone else in a similar situation? Why or why
not?
14. If you could change anything about your experience with ECT, what would it
be?

15.What is your recommendation for improving ECT treatment?
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Thank you for participating in this study.

PO ML P anan P

1. NRARTLR THST UNTRT N&T AATNCT URTPT 277477
2. NARAATLA THZE URTRT NAAATRTP N4+ PINCT aBZ8% 9oF £aDNA 1NL?
- BUY ARLE NPF A8 BY74%?
3. AARTLN THST UNIRT AR LLCTH PHDATE NIRT 027 LT ATRINC £7114% ?
- 48k ATST ATRING PA9PLT NPT PhANTLN THLT URIPT AGRY
PHHART £aPNAFA?
4. 2U% AATRT ATRONAS NHOAY NBA NARANTLN THSE AA9REP hnAde-p an s
A9 +@m- 1NC?
- ATEH@ NPy 9o aO2E ATT?
- PAARTEA THZT URIPTT ATST RTS8 £11457?
5. PhANTSN THLT UNTRT NARLLT @A ®ND PACH +AFE 9o INC?
- AR ACR@RALN IR+ YNC?
- +hMmIR+@ NAINZ 927 INC TR PP+
6. PrRANTLN THL T PAREML PO HC ANTPTP BT LADAA INC2$MAe NN HET
ARN A1 INC?
7. NRANTLA THST UATRT 0&F NAHANTP MLIE NSCAN LB8TPF PI7T 97 9Lyt
£ o8& INC?
8. NhANTLA THZT UNTRED @&F NUAIET 2+ P1TF &I&F PINCPT 1T 1F 9o
RaNA INC?
9. haARTLh THLT UNTRT PIZF@ mPTRF IOILTFO-?
10. NUNIREP NBA DA RANTLR THZT UNTRT PAPH ATRANNE +AG-MA? N+ADM
Ng°T AN ATL+ADM A 19147 BFAA?
11. P AANTLN THST UATRTT ADAS. +18CF PPINPF 176 927 1NC?
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- NhRANTLN THLT URIRTD- 0T M8, PM-T L% PIMIPTT 0176
FEFF A ATARAT RFAA?
- ®/@ hiNZ ATN+hhA 927 +8277
12. @8&F PAANTLN THLT AATRT NLPNLAT L RT PO £APNAFA?
13. PhANTN THST UNTRT NHARAAL id B-ND AA AA A AT T4 10 NAD-
RALA? AGRY?
14. NRANTLN THZT UNTPT B&F NIMICPT 1€ MNSLE NLFA O£Y @N$GLT LA
NC?
15. PRARTCH THSET MATPT AL NARA PaAT 11C hA?

D PRPET CAAL: NHenTIE aBFIC PMLATF MLIP AR/ AANT PN 11C
NA? AAMT TNELP NMTR ATRATAL::
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