
Education about HIV and prevention training
should be an international priority that produces
thousands more trained healthcare workers, teachers,
and community leaders—spread throughout all areas
of society. A notable impact on prevention cannot
occur if large portions of the population are left
uneducated. There is not enough time to wait for
“trickle down” or “from the centre out” approaches to
building education and training infrastructure. One
need only travel two hours from major urban areas in
developing countries to observe that HIV, but not HIV
education, has reached them. Although numbers are
not precise, it is likely that 50% or more of the HIV
epidemic occurs in rural areas that have limited access
to HIV information.

Many of the current educational tools focus on
individuals with moderate to high levels of literacy.
Information about HIV and AIDS is often not available
to healthcare workers, teachers, and students, or for
that matter, to community, village, and religious
leaders. Currently available information must be trans-
lated and adapted to diverse conditions, especially
those that exist in rural areas. Because of the low prior-
ity given to funding education and training it is not
surprising that so many individuals lack basic
knowledge on how to prevent HIV infection. Without
education at all levels in the community major
reservoirs of HV infection and transmission will
continue unabated.

Behaviour change does result in a decrease in new
HIV infections whether in rich countries such as the
US and Europe or in poor ones such as Uganda and
Zambia.2 8 However, without more extensive progress
we are deluding ourselves into thinking that the
epidemic can be controlled. Behaviour change must
encompass all levels—governments, non-governmental

organisations, schools, religions, community leaders,
and individuals. A good place to start would be with
accepting that voluntary counselling and testing
should be universally incorporated into health care.
Only when these are universally available and accepted
by all will individuals know how to protect themselves
from becoming infected, how to prevent themselves
from transmitting infection, and when to be treated.
The amount of HIV testing and the numbers of people
infected and uninfected should be the measurement by
which we determine the success of prevention
programmes.

At this time in the epidemic we don’t have the
luxury of debating the relative merits of prevention
versus treatment. Both are underused and under-
funded, and one leads to the other. But being serious
about prevention calls for change in behaviour on
everyone’s part.
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Electroconvulsive therapy
Recent recommendations are likely to improve standards and uniformity of use

Electroconvulsive therapy is one of the most con-
troversial treatments in medicine. Opinions are
often polarised; some consider electroconvul-

sive therapy to be effective and potentially lifesaving
whereas others regard it as unhelpful and harmful and
campaign energetically for it to be banned. In response
to comments on a mental health white paper,
“Reforming the Mental Health Act,” the UK Depart-
ment of Health commissioned two systematic reviews
of electroconvulsive therapy in 2001. One assessed its
efficacy and safety in the treatment of depression,1

mania, and schizophrenia and the other reviewed
surveys of patients’ experiences and is published in
this issue of the BMJ (p 1363).2

So what is the current status of our knowledge
about electroconvulsive therapy? Both reviews reveal
the limitations of the primary studies and the need for
genuinely collaborative high quality research—rather
than research done by consumers for consumers and
by clinicians for clinicians resulting in research with

limited general credibility. Nonetheless both reviews
produced some useful results. The systematic review of
patients’ experiences found that approximately a third
describe persistent loss of memory following electro-
convulsive therapy.2 Rose et al report that there were
substantial variations between studies in the percep-
tion of benefit from electroconvulsive therapy. The
finding that surveys conducted by clinicians tend to
report higher rates of perceived benefit whereas those
performed by consumers’ organisations tend to find
lower rates is of particular interest. Of course this may
be explained by differences in the selection of the
populations sampled or, as the authors suggest, by dif-
ferences in the focus of the questions and the way they
were asked. The review of randomised trials found a
reasonable body of evidence on the effects of
electroconvulsive therapy in depressive disorder, but
less on mania and schizophrenia.1 4 Electroconvulsive
therapy produces more improvement on scales of
depressive symptoms than simulated electroconvulsive
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therapy (in which the patient receives all the
procedures including anaesthetic but not the electric
current). Treatment with electroconvulsive therapy was
more effective than drug treatment in the short term,
bilateral stimulation was more effective than unilateral,
and high dose more effective than low dose. Most of
the trials, however, were old and small. Cognitive func-
tioning was not measured consistently across the trials
and pooled analyses were not possible. Very few trials
investigated the possibility of long term cognitive
impairment but those that did suggested that this was
not a substantial problem. In view of the limited
reliable long term evidence it is understandable that
there should be residual concern about the possible
long term adverse effects of electroconvulsive therapy,
and this should be reflected in the information given to
patients.

The evidence for the National Institute of Clinical
Evidence’s appraisal of electroconvulsive therapy was
primarily drawn from the two reviews commissioned
by the Department of Health and a Cochrane review
on electroconvulsive therapy in schizophrenia.3 The
National Institute for Clinical Excellence (NICE) has
recommended that electroconvulsive therapy only be
used to achieve rapid and short term improvement of
severe symptoms, after an adequate trial of other treat-
ments has proven ineffective or when the condition is
considered to be potentially life threatening, in
individuals with severe depressive disorders, catatonia,
and a prolonged or severe manic episode.4 The
institute was appropriately influenced by the review of
patients’ experiences and the recommendations are
clearly meant to restrict the use of the treatment. The
Royal College of Psychiatrists appealed that the
recommendations go beyond the evidence and will
prevent patients who would benefit from the treatment
from being able to receive it. The appeal was rejected
because the recommendations were considered to be
sound in the face of uncertainty about long term
adverse effects and the findings of the review of
patients’ experience.5 As with most policy statements,
the recommendations may not be applicable to all
individual cases, but clinicians would be well advised to
ensure that the clinical circumstances of any deviation
are clearly documented with excellent evidence of fully
informed consent.

For too long electroconvulsive therapy has been a
neglected service with widespread unexplained varia-

tions in practice and a low priority with managers:
repeated audits by Royal College of Psychiatrists have
shown that many hospital trusts fail to adhere to the
college’s standards.6 7 The recommendations from
NICE, together with the recently announced accredita-
tion service8 from the Royal College of Psychiatrists,
should provide the stimulus to ensure that services are
brought up to acceptable standards throughout the
United Kingdom.

We predict that most parties will be reasonably sat-
isfied with the NICE appraisal. Those concerned about
potential overuse of the treatment can be reassured
with the restrictions, increased safeguards, and
improved consent procedures. Clinicians with the
responsibility for helping the most severely ill patients
will still have access to an effective treatment. So far, the
process appears to have resulted in an approach that is
both evidence based and broadly acceptable to most
stakeholders. If this indeed is the result, it will be a sub-
stantial achievement in such a difficult area of clinical
practice and a finely judged performance by NICE.
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Foundation trusts
Where next?

Much heat and light have been generated in
the media recently as a result of the second
reading in the House of Commons of the

Health and Social Care Act 2003. The most controver-
sial aspect of the bill was the proposal to allow NHS
trusts to become NHS foundation trusts, with extra
freedoms to run their affairs compared with other
NHS trusts.1 Three main freedoms have been granted.

Firstly, foundations can borrow capital, sell assets, and
importantly retain in-year surpluses. Secondly, direct
control from the Department of Health will be relaxed
and greater managerial freedoms granted—for exam-
ple, to reward staff—and foundation trusts will be
accountable to a new independent regulator. Thirdly,
more freedoms will exist with respect to how
foundation trusts are governed, although they will have
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