
ECT Treatment for Two
Cases of Dementia-Related
Aggressive Behavior

To the Editor: Behavioral problems
in the form of agitation and physi-
cal aggression are common and
very challenging sequelae of
dementia. These symptoms are dis-
tressing to the patient and caregiv-
ers, disruptive to the home or nurs-
ing facility environment, and often
lead to physical injury. The pri-
mary intervention for dementia-
related behavioral agitation and
aggression, after the failure of non-
pharmacological measures, is judi-
cious use of evidence-based medi-
cations including antidepressants,
mood stabilizers, and atypical anti-
psychotics.1 Unfortunately, there
are few published controlled trials
for these agents, and treatment
with atypical antipsychotics has
been shown to increase overall risk
of mortality.2 In addition, patients
are often unable to tolerate the side
effects of these medications. Thus
alternatives to these treatment mea-
sures are frequently needed.

In a previous report, Bang et al.3

reported two cases showing the
effectiveness of ECT for dementia-
related pathological yelling. While
no controlled trials have been pub-
lished, case reports indicate that
ECT can be successfully utilized for
severely adverse behaviors in the
setting of dementia when other
interventions have failed.4,5 Here
we report two cases of successful
use of ECT after the failure of both
nonpharmacological and pharma-
cological measures for patients
diagnosed with dementia who
developed the complications of
severe agitation and aggression.

Case 1
“Mr. S” is a 78-year-old man with
no known previous psychiatric his-
tory and a 5-year history of demen-
tia of Alzheimer type. He was
transferred to the medical psychiatry
unit from a community nursing
facility for evaluation and treat-
ment of escalating behavior dys-
control. He exhibited a 1-month
history of worsening aggression in
the form of grabbing and twisting
his caregiver’s arms in a hostile
manner. He actually injured four
nursing home staff members. Ther-
apeutic trials of sertraline, risperi-
done, olanzapine, intramuscular
haloperidol, and valproate at the
nursing home were ineffective.

His medications on admission
included satolol, metformin, acet-
aminophen, trazodone, oxycodone,
memantine, levothyroxine, tamsu-
losin, donepezil, allopurinol, simva-
statin, and lisinopril. His neurocog-
nitive examination demonstrated a
jargon aphasia and global cognitive
impairment. All lab work was
within normal limits. Brain com-
puterized tomography (CT) indi-
cated diffuse cortical volume loss
with secondary ventricular enlarge-
ment.

Electroconvulsive therapy treat-
ment for his aggressive behavior
was initiated. He received seven
treatments with bitemporal lead
placement. Seizure durations lasted
up to 65 seconds. We noted obvi-
ous improvements in his aggres-
sion following the fourth ECT
treatment. He did not show any
untoward behaviors after the sixth
ECT treatment and was very toler-
ant of staff assisting him with
activities of daily living. The treat-
ment was very well tolerated. He
returned successfully to the nurs-
ing facility with no behavioral

problems in the following 3
months while receiving mainte-
nance ECT treatments extended to
every 28 days.

Case 2
“Mr. J” is a 71-year-old man with
no known past psychiatric history
who had a 6-year history of fronto-
temporal dementia. In the preced-
ing month, he began pushing,
grabbing, and choking other resi-
dents and staff. On one occasion he
threw a chair at a wall. There were
no obvious precipitants to his epi-
sodes of aggression. He was
described as irritable. Medical eval-
uation was negative. Trials of traz-
odone, quetiapine, sertraline, and
topical lorazepam at his nursing
home were ineffective or poorly
tolerated.

His medications on admission
included sertraline, pramipexole,
thiamine, simvastatin, and acet-
aminophen. Memantine and done-
pezil were discontinued prior to
admission due to poor tolerance.
His neurocognitive evaluation on
admission was limited by global
aphasia. His language comprehen-
sion was impaired. Brain CT
showed mild to moderate general-
ized cortical volume loss with sec-
ondary ventricular enlargement.

Electroconvulsive therapy treat-
ment for his unprovoked aggres-
sion was started. He received six
treatments with bitemporal lead
placement. Seizure durations lasted
up to 58 seconds. We noted
improvements in his behavior fol-
lowing the fourth ECT treatment.
His aggressive behaviors resolved
after the sixth ECT treatment, and
he was very cooperative and
friendly with other patients and
staff on the unit. He returned suc-
cessfully to his nursing facility. He
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continues to receive maintenance
ECT every 28 days with no subse-
quent psychiatric admissions.

Discussion
These two cases illustrate the effec-
tiveness of ECT in treating medica-
tion refractory dementia-related
aggression. In both cases, the ECT
was well tolerated and led to
marked improvement in social
comportment and quality of life.
The patients were discharged suc-
cessfully to their residential facili-
ties and received maintenance ECT,
which remained effective. They
were able to be weaned completely
off of psychotropic medications.

Discerning the etiology of the
behavioral changes in the setting of
advanced dementia is difficult
because agitation and aggression
may be the result of impairment of
cognitive functioning, psychosis,
anxiety, mania, agitated depression,
physical illness or discomfort, or a

medication side effect. Although
depressive disorders remain the
most common indication for ECT
in elderly persons, a growing liter-
ature identifies ECT as an effective
intervention for severe refractory
agitation and aggression for
patients with dementia.6 Based on
these reports, we believe random-
ized, controlled trials with ECT are
necessary to clearly delineate the
effectiveness of ECT for these
patients.
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