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ECT Treatment for Two
Cases of Dementia-Related
Pathological Yelling

To the Editor: Current guidelines
support the use of ECT in individ-
uals with mood disorders unre-
sponsive to pharmacologic treat-
ments.1 Recently, ECT has been
identified as an effective interven-
tion for medication refractory ver-
bal and physical agitation in pa-
tients with dementia, develop-
mental disability, and traumatic
brain injury.2,3 Behavioral dyscon-
trol presenting as verbal agitation
(inappropriate vocalizations or
chronic hollering unexplained by
other causes) is a common and
troublesome dementia-related con-
dition and is difficult to manage in
a long-term care setting.4 Among
patients demonstrating extensive
episodes of verbal agitation secon-
dary to dementia or other underly-
ing illnesses (namely major depres-
sion or bipolar mania), the primary
intervention after the failure of non-
pharmacological measures is the ju-
dicious use of evidence-based medi-
cations.5 ECT use is generally
reserved for refractory circum-
stances or when medications are
poorly tolerated.6 We report two
cases of successful use of ECT for
patients with dementia who dem-
onstrated severe verbal agitation
and presented no known previous

history of major depressive or
mood disorders.

Case 1
Ms. A is an 88-year-old woman
with no previous psychiatric admis-
sions and a 6-year history of proba-
ble Alzheimer’s disease dementia
and Parkinson’s disease. She was
transferred to the medical psychia-
try unit from a nursing facility for
treatment of behavioral dyscontrol.
She exhibited 2 months of increas-
ing verbal agitation in the form of
screaming, hollering obscenities,
and palilalia. Her screaming pe-
riods would last over 45 minutes,
several times daily, and she was
unresponsive to comfort measures
or reassurance. Two months prior
to admission she was treated with
risperidone and then quetiapine
with no improvement. A trial of es-
citalopram was ineffective. Subse-
quent trials of olanzapine and di-
valproex were similarly ineffective.

Her medications on admission in-
cluded those previously mentioned
as well as spironolactone, raniti-
dine, oxycodone, lorazepam, me-
mantine, and carbidopa/L-dopa (si-
nemet). Her neurocognitive
evaluation on admission was note-
worthy for signs of global cognitive
impairment secondary to cortical
degenerative dementia. Parkinson-
ian symptoms were evident. She
did not demonstrate evidence of
pain and all laboratory work was
within normal limits. A brain CT
indicated diffuse cortical volume
loss with secondary ventricular en-
largement.

ECT treatment for her behavioral
dyscontrol was started. She under-
went 11 treatments with bilateral
lead placement. Seizure durations
lasted up to 84 seconds. The staff
noticed marked changes in her ver-
bal behavior by the second ECT
treatment when she looked at a
peer and spoke in grammatically
correct sentences at a normal vol-

ume. She began to socialize with
visitors without verbal agitation.
Her parkinsonian symptoms were
not diminished by ECT.

Case 2
Ms. B is an 80-year-old single
woman with no previous psychiat-
ric admissions and a history of con-
gestive heart failure, hypertension,
renal failure, osteoarthritis, hypo-
thyroidism, and developmental dis-
ability secondary to congenital hy-
drocephalus. She was transferred to
the medical psychiatry unit from
her group home for a several-week
history of yelling and screaming
with no known precipitants. She be-
came increasingly agitated prior to
admission by screaming, spitting,
and occasionally striking at staff.
Providing comfort measures and re-
direction were unsuccessful. Trials
of haloperidol and thioridazine
were ineffective. When her verbal
agitation escalated to the point of
disrupting the group home environ-
ment, she was referred for admis-
sion.

On admission, the patient was
alert, groaning, and attempting to
hit staff. Her speech was loud, dis-
articulate, and notable for a fluent
aphasia. She would repetitively yell
“get out.” Her medications upon
admission included ranitidine, levo-
thyroxine, sertraline, and thiorida-
zine. Laboratory results were
within normal limits and a brain CT
revealed microcephaly, asymmetri-
cally enlarged ventricles, and di-
lated left frontal and right occipital
horns of the lateral ventricles,
which was consistent with prior
studies.

She was tapered off thioridazine
and sertraline and received five
ECT treatments with bilateral lead
placement. Seizure durations were
up to 56 seconds. Ms. B returned to
baseline, becoming cooperative and
pleasant with staff, and tolerated
visits from her sister, stating that
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she wanted to “go home.” She be-
gan to respond to her name and
nod in response to questions with
no evidence of verbal agitation or
verbal aggression.

Conclusion
In these two cases, ECT was suc-
cessful when multiple pharmaco-
logical interventions failed. The
treatments were well tolerated and
led to marked improvement in
quality of life for these two patients.
They were discharged to their re-
spective facilities without the need
for daily psychotropic medications
and they were both referred for
maintenance ECT.

Discerning the etiology of verbal
agitation in the setting of advanced
dementia is difficult because
chronic verbal agitation may be the
result of psychosis, mania, an agi-
tated depression, physical discom-
fort, or disinhibition. ECT is rarely

considered as an intervention for
severe, refractory behavioral dys-
control in patients with dementia
though its use is considered safe,
with fewer potential side effects,
and more cost-effective than psy-
chopharmacology alone.7,8 It is our
impression that ECT be considered
earlier rather than later in the
course of treating verbal agitation
in elderly patients with dementia
who do not respond adequately to
environmental, behavioral, or phar-
macologic measures.
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