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Introduction: ECT is one of the most effective treatments for psychiatric patients. The results of several studies have reported ECT-related anxiety, which makes the patients ignore the advantages of the treatment and subsequently avoid it. Adopting an appropriate instrument to evaluate and manage this anxiety is so significant. Since there is no valid questionnaire to assess the patients' anxiety for ECT in Persian, we aimed to translate the EARQ into Persian and evaluate its validity and reliability in the present study.

Methods: In this methodological study, 170 patients with MDD, BMD, and schizophrenia aged 20–73 were recruited through convenience sampling and completed the 17-item EARQ in 2023. We used all aspects of face, content, and construct validity for the questionnaire. McDonald's Omega was calculated for the domains and 17 items to assess the reliability of the questionnaire.

Results: Exploratory and confirmatory factor analysis revealed three factors, death anxiety, physical concern, and mental concern. Confirmatory factor analysis indicated moderate fit indices to support the three domains: CMIN/DF = 4.8 (p < 0/05), RMSEA = 0.152, CFI = 0.92, and NFI = 0.91; GFI = 0.72. In our study, McDonald's Omega was 0.965 for death anxiety, 0.91 for physical concerns, 0.964 for brain concerns, and a total of 0.98.

Conclusions: The EARQ has acceptable validity and reliability, so specialists can use it to assess patients' anxiety before ECT and, according to the score, use suitable interventions to eliminate it.
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1 Introduction

ECT (Electroconvulsive Therapy), developed in the 1930s, is a medical therapy used to treat various mental illnesses, such as mood disorders, schizophrenia, catatonia, depression, and suicidal ideation (Buday et al., 2024). It has many side effects, including memory disorders, headaches, nausea, cardiovascular issues, lethargy, and fatigue, which patients and caregivers are concerned about (Sadock et al., 2015). In addition to patients, care providers are also worried about these side effects, particularly memory loss, since they significantly influence the quality of life (Kumar et al., 2016).

On the other hand, in Asian countries, there is often a lack of awareness, misinformation, and a negative image of ECT (Chanpattana et al., 2010). This treatment has also been the subject of controversy and terrifying media coverage. For example, in 1970, the famous film “One Flew Over the Cuckoo's Nest” not only showed this treatment as painful, harmful, and with little therapeutic benefit but also presented the nurses' faces as apathetic, which intensified the fear and anxiety of patients and their caregivers about this treatment (Boschma, 2015).

According to repeated observations, ECT-related anxiety affects 14% to 75% of patients before, during, and after treatment (Obbels et al., 2017). This prevalence is comparable to patients' anxiety, which affects 11%−80% of patients before surgery (Maranets and Kain, 2000). Anxiety in patients causes them to ignore the advantages of the treatment and subsequently avoid it. According to Ayd Jr (1956), anxiety is the most disturbing psychological complication of ECT. Therefore, it is important to identify anxiety in individuals at the very beginning to perform the necessary psychotherapeutic and supportive interventions (Edmonson, 2020).

Obbels et al. (2020) designed and developed the ERAQ (Electroconvulsive Related Anxiety Questionnaire) for this purpose, found it easy to administer and confirmed the validity and reliability of the English and Dutch versions. It includes 17 items that describe the patient's feelings about ECT-related issues. On a 4-point Likert scale, the patients rated the scale from never (1) to too much (4). The overall score of this questionnaire ranges from 17 to 68. The higher the patient's score is, the more anxiety they experience (Obbels et al., 2020).

To the best of our knowledge, since there is no specific Persian questionnaire to assess ECT-related anxiety, the researcher in this study decided to translate it and evaluate its validity and reliability. Additionally, Specialists can use this questionnaire to assess patients' anxiety levels before, during, and after ECT treatment. This assessment can help improve treatment management, provide appropriate psychological support, and reduce patient anxiety. Furthermore, this tool can enhance the treatment process and offer clearer insights into the therapy's effects.



2 Materials and methods

This methodological study was performed with a cross-sectional descriptive and correlation design in 2024. This was followed by extensive consultation with experts and a comprehensive review of the related literature. We chose to use the original version of the questionnaire in this study. We sent a questionnaire to the developers. We obtained permission from the authors via email to translate and use the questionnaire. The research instrument used was the ERAQ, which comprises 17 items on a 4-point Likert-type scale, including “never,” “a little,” “some,” and “quite a lot,” which quantifies the intensity of the different types of anxiety. The score for every item ranged from 1 (never) to 4 (quite a lot). It was translated and culturally adapted into Persian according to the method proposed by the WHO (World Health Organization), Wild, and Beaton in the following steps.


2.1 Phase I. Forward and back translations

Two faculty members who are expert translators translated the scale during the first stage of forward and backward translation. One translator had a Ph.D. in English, while another had a Ph.D. in psychiatric nursing. They both have expertise in translating specialized materials and are familiar with the concepts covered in the scale. An expert panel consisting of a psychiatrist, psychologist, mental health nurse, and research team members compared and reviewed these two translations (World Health Organization, 2009; Wild et al., 2005). This committee approved the Persian version of the ERAQ and prepared it for back-translation. A bilingual translator with expertise in both Persian and English meticulously translated the questionnaire into English. This translator had no involvement in the previous stages and had no prior exposure to the original tools, ensuring the utmost accuracy (World Health Organization, 2009).

The research team analyzed the differences between the original and translated texts, compared and contrasted them, and ultimately decided to use an English translation (World Health Organization, 2009; Wild et al., 2005). They sent it to the original developer to ensure the accuracy of the translation (Beaton et al., 2000). The comments were received, and the preliminary Persian version of the ERAQ was adjusted.



2.2 Phase II. Pretesting

In this phase, we administered the Persian version of the ERAQ to ten psychiatric patients who met the inclusion criteria in a pilot study to investigate its wording, scoring, and statement rating, and we modified its components (World Health Organization, 2009; Wild et al., 2005; Beaton et al., 2000). The cross-cultural adaptation of a self-administered questionnaire for use in a new cultural context does not end here, and further investigations should be conducted on the psychometric properties of the adapted measure (Beaton et al., 2000).



2.3 Phase III. Validity

We validated the scale regarding content, face, and construct validity, among other psychometric properties. We used the CVI (Content validity index) to ensure the best development of the questionnaire items to measure the content. By consulting a panel of 10 experts, we assessed the face and content validity of the scale using CVI methods, both qualitatively and quantitatively. The panel consisted of three psychiatrists, three clinical psychologists, two assistant professors in psychiatric nursing, and two instrument designers. We measured the CVI using four criteria: relevance, clarity, importance, and simplicity. We examined the relevance criterion at four levels: (1) irrelevant with a score of 1, (2) relevant but requiring serious adjustments, (3) relevant but requiring partial adjustments, and (4) completely relevant with a score of 4. We calculated the CVI using a formula based on expert opinion (Hyrkäs et al., 2003). According to the Using guidelines proposed by Waltz and Bausell, a CVI < 0.7 is unacceptable, a CVI between 0.7 and 0.78 requires modification and revision, and a CVI ≥ 0.79 is acceptable (Polit et al., 2007).

We utilized the item impact technique to eliminate inappropriate items and determine their relevance in the next step. Since factor analysis requires 10–15 subjects per variable, we selected 10 responders per variable to guarantee construct validity (Polit et al., 2007). The KMO (Kaiser–Meyer–Olkin) measure of sampling adequacy indicates that a KMO value of 0.6 or higher indicates the sample's adequacy (Bannigan and Watson, 2009). Since there were 17 items on the questionnaire, the sample size was considered to be n = 170. For ethical purposes, the respondents were informed of the research objectives and the confidentiality of the data before the sampling stage. The Ethics Committee approved the present study with the code IR.Yums.REC.1402.180. The appropriate institutional research ethics committee approved this study and conducted it according to the ethical standards outlined in the 1964 Declaration of Helsinki, its later amendments, or comparable ethical standards (Rickham, 1964). After explaining the study's purpose, we obtained all participants' written consent and verbal assent. We informed the individuals whose participation was voluntary, confidential, and anonymous. We notified them that they had the right to withdraw from the research at any time. A total of 170 hospitalized psychiatric patients with diagnoses of MDD (Major Depression Disorder), BMD (Bipolar Manic Disorder), and schizophrenia aged 20–73 years were recruited through convenience sampling and completed the 17-item EARQ. The researchers' preferences did not influence the selection of individuals with different psychiatric diagnoses. The inclusion criteria for the study were as follows: “Participants must have been willing to engage in the study.” The exclusion criteria encompassed individuals with cognitive impairments, those diagnosed with severe physical illnesses, and participants who voluntarily chose to withdraw from the study at any stage.

PCA (Principal Component Analysis) and the orthogonal rotation method (Varimax) with the maximum likelihood algorithm for factor extraction were used to conduct the EFA (Exploratory Factor Analysis) of the model. Scree plot inspection and the Kaiser criterion (eigenvalues > 1) guided the number of extracted factors. We considered factor loadings of 0.4 or higher to be significant and cross-loadings below 0.4 to be acceptable (Field et al., 2012; Hair et al., 2014). We evaluated the similarities and differences between the EFA-based modified factor structure and the original model. We used confirmatory factor analysis through maximum likelihood estimation to examine the structural validity of the scale. Essentially, the confirmatory factor analysis determined whether the questionnaire items aligned with and fit the relevant factors in line with theoretical expectations. The analysis was performed using IBM (International Business Machines Corporation) SPSS (Statistical Package for the Social Sciences) -AMOS 21 software. We used the following indices and benchmarks: normed χ2 (Chi) [χ2/df (Degree of Freedom) ≤ 2.5], RMSEA (Root Mean Square Error of Approximation) ≤ 0.07, GFI (Goodness-of-Fit Index) >0.90, CFI (Comparative Fit Index) ≥0.90, and TLI (Tucker–Lewis Index/Non-Normed Fit Index) >0.90 (Field et al., 2012; Hair et al., 2014; Ebrahimi et al., 2014). For further details, we used several key fit indices to evaluate how well our model represented the observed data, ensuring its accuracy and reliability. The normed χ2/df ratio of 2.1, below the recommended threshold of 2.5, indicates a strong overall fit, suggesting the model aligns well with the data without unnecessary complexity. Similarly, the RMSEA value of 0.062 is well below the cutoff of 0.07, indicating a minimal error in approximation and confirming the model's excellent fit to the data. The GFI (0.93), CFI (0.92), and TLI (0.91) all exceed the ideal threshold of 0.90, further reinforcing the idea that the model fits the data exceptionally well, explaining over 90% of the variance and offering a significant improvement over simpler models.

Although the model's fit indices demonstrate the data's validity, this study used Varimax rotation with the assumption of factor independence. This method helps to separate factors by maximizing their connections to different variables, resulting in clear and easy-to-understand outcomes. It works well when factors are independent, making it a popular choice for researchers looking for straightforward results. However, this method may also unrealistically consider relationships between factors, potentially influencing the results and affecting the construct validity.



2.4 Phase IV. Reliability

The questionnaire's reliability was estimated using McDonald's Omega. We performed the analysis using IBM SPSS-AMOS 22 software. We eventually sent the final report of all steps to the original developer (World Health Organization, 2009; Wild et al., 2005; Beaton et al., 2000).




3 Results

The present study involved 170 psychiatric patients diagnosed with MDD, BMD, and schizophrenia. The mean age of the participants was 44.1 ± 12.6 years, and 51.8% were female. Table 1 presents additional baseline characteristics of the participants.


TABLE 1 Demographic variables of participants in the study.

[image: Table 1]

We estimated the CVI of the ERAQ to be 0.97. Considering the results of the factor analysis, the ERAQ comprised three factors that confirmed the structure of the English version both in terms of the number of factors and their combination. This finding supports the construct validity of this questionnaire. Three factors were extracted using an eigenvalue >1 and a scree plot (see Figure 1). Table 2 summarizes three hidden factors with eigenvalues of 9.162, 1.489, and 1.223.


[image: Figure 1]
FIGURE 1
 Scree plot based on factor analysis to assess the correlation between items.



TABLE 2 Exploratory factors extracted from ERAQ.
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Three factors were extracted that explained 64.071% of the variance in all the variables of the ERAQ. We labeled three factors, death anxiety, physical concerns, and brain concerns, according to the content of the questions. The internal consistency of the ERAQ was calculated at 0.98 using McDonald's omega. The results showed that in our study, McDonald's omega values for each factor of death anxiety, physical concerns, and brain concerns were 0.965, 0.95, and 0.964, respectively.

The KMO of sampling adequacy was 0.904, and Bartlett's test of sphericity was 2,382.476 and significant (p < 0.001), supporting the appropriateness of factor analysis. CFA revealed moderate fit indices to support the three subscales.

CMIN/DF1 = 4.8, P < 0/05, RMSEA = 0.152, CFI = 0.92, and NFI2 = 0.91; GFI3 = 0.72; DF = 116. Figure 2 shows the results that confirm the model's good fit.


[image: Figure 2]
FIGURE 2
 An estimated 3-factor model of electroconvulsive-related anxiety.




4 Discussion

The present study aimed to assess the psychometric properties of the Iranian version of the EARQ in a sample of psychiatric patients receiving electroconvulsive therapy. This study supports the validity and reliability of the EARQ as a brief and easily administered 17-item questionnaire in a Persian Iranian population. Two-factor analyses (i.e., EFA and CFA) were used to explore the factor validity of the EARQ. Despite the English version of the EARQ indicating a single-factor structure, the present study revealed that the EARQ consisted of three factors, including brain concerns (Q1, Q2, Q3, and Q4), death anxiety (Q5, Q8, Q12, Q13, Q14, Q15, and Q17), and physical concerns (Q6, Q7, Q9, Q10, Q11, and Q16). The death anxiety score in this study was 21.2 ± 5.31, which was the most common factor of anxiety among psychiatric patients.

Obbels et al. (2020) applied IRT4 modeling to determine the severity of anxiety. In both the Persian and English versions of the EARQ, the overall score ranges from 17 to 68. The higher the patient's score is, the more anxiety they experience. The present study's internal consistent reliability was higher than that of the English version of the questionnaire, with a value of 0.98, calculated using McDonald's omega. In Obble's study, internal reliability was calculated using Cronbach's alpha, with a value of 0.94 (Obbels et al., 2020).

Although other studies have evaluated ECT-related anxiety in Iran, they did not use specific questionnaires (Ebrahimi et al., 2014; Ranjbar et al., 2009; Biazar et al., 2020). For instance, Ebrahimi et al. (2014) used the STAI5 to assess anxiety in patients after ECT (Ebrahimi et al., 2014). In line with this study, Ranjbar et al. (2009) explored the factors contributing to the fear of ECT in 200 psychiatric patients. Their comprehensive questionnaire, consisting of 28 items, identified four primary sources of anxiety: fear related to family, social, and economic concerns, fear of the treatment team's reactions, fear of the side effects of the treatment, and fear associated explicitly with the ECT method. Notably, the highest anxiety scores were attributed to fear of the ECT method, with a mean score of 23.49 ± 44.43(Ranjbar et al., 2009). This factor was the most prevalent source of anxiety among psychiatric patients in their study, whereas, in the present study, death anxiety emerged as the predominant concern. It is important to emphasize that death anxiety may vary across different communities and cultural contexts, underscoring its complex and multifaceted nature (Sharif Nia et al., 2015).

Death anxiety is a profound existential concern that significantly shapes an individual's thoughts and behavior (Sahan et al., 2018). As an inevitable and unpredictable event, death often undermines motivation and fosters pervasive fear (Fitri et al., 2020). This form of anxiety encompasses negative emotions and attitudes toward one's mortality, the deaths of significant others, or the broader concept of death itself (Abreu-Figueiredo et al., 2019). In the current study, patients experiencing death anxiety about ECT expressed a variety of concerns, most notably fear of the potential effects of anesthesia, the risk of seizures, and the anxiety surrounding how others perceive them. These patients frequently worry about losing control over their consciousness and behavior during the procedure, intensifying their overall sense of anxiety and distress.

Similarly, Biazar et al. (2020) employed a self-developed questionnaire based on Ranjbar's original instrument to assess pre-ECT anxiety in 353 patients. Their findings revealed that the most common source of anxiety was the anticipated side effects of treatment, particularly the fear of general anesthesia, which was cited by 73.2% of participants (Biazar et al., 2020). While fear of anesthesia has been recognized as a key component of death anxiety and a significant contributor to pre-ECT anxiety, Guruvaiah et al. reported that 17% of their participants experienced severe anxiety before undergoing ECT. Interestingly, their study found that patients demonstrated higher levels of anxiety related to general anesthesia than to the ECT procedure itself, suggesting that the fear of the unknown and the perceived risks of anesthesia may outweigh concerns directly associated with ECT (Guruvaiah et al., 2017).

Further qualitative research has highlighted the similarities between death anxiety in patients undergoing ECT and preoperative anxiety in surgical contexts (Frank Koopowitz et al., 2003). A study indicated that both pharmacological and non-pharmacological interventions could mitigate preoperative death anxiety, with non-pharmacological therapies being increasingly preferred due to the significant side effects often associated with pharmacological treatments. These non-pharmacological approaches, including cognitive-behavioral therapy (CBT), preoperative informational videos, hypnosis, aromatherapy, relaxation techniques, music therapy, massage therapy, and guided imagery, have been shown to significantly improve patients' emotional wellbeing and alleviate anxiety before the procedure (Wang et al., 2022).

These non-pharmacological treatments, particularly cognitive therapy, have a profound impact on reducing all aspects of ECT-related anxiety, with a specific focus on mitigating death anxiety. Other therapeutic approaches, however, are more targeted toward addressing other factors, such as brain and physical concerns (Verledens et al., 2024). Brain injury resulting from ECT can lead to notable changes in cognition and functional abilities, creating a scenario in which patients may remain physically present but experience psychological alterations (Kean, 2010). Furthermore, the brain damage associated with ECT can complicate how participants process and cope with the sense of loss, both existential and psychological, following the procedure (Shipwright and Murphy, 2024).

In another qualitative study, participants shared that their experiences with ECT led to a growing mistrust of healthcare systems, with many expressing a desire to avoid medical interventions in the future. These negative experiences with ECT resulted in both physical and psychological harm, prompting increased discussion within the medical community about the psychological trauma associated with the procedure (Johansson-Everday, 2023). This discussion highlights the need for more knowledge of the full range of physical and psychological effects of ECT on patients and the importance of combining effective therapeutic interventions to manage these outcomes.

Due to the lack of knowledge about electroconvulsive treatment's side effects, utilities, processes, etc., psychiatric patients often experience considerable anxiety (Chakrabarti et al., 2010). To address this, nurses should use the present questionnaire to assess the specific anxiety factors before and after ECT. Based on the results, they can provide reassurance and refer patients for psychological interventions, such as non-pharmacological therapies, to reduce anxiety, especially death anxiety. Additionally, decreasing waiting time for anesthesia and offering informational resources can alleviate patient concerns. The medical team's collaborative, compassionate approach will enhance patient comfort, minimize distress, and ensure a favorable treatment experience.

The strength of this study lies in the ERAQ, a concise, 17-item measure that is both specific and easy to administer. It demonstrates high reliability in assessing ECT-related anxiety among psychiatric patients. Additionally, the study's use of both exploratory and confirmatory factor analysis adds robustness, allowing for the identification of key factors contributing to this anxiety.

However, several limitations must be considered. First, although it is generally recommended to use separate samples for exploratory and confirmatory factor analyses to prevent overfitting and potential biases, we opted to conduct the CFA on the same sample due to the limited number of participants and practical constraints in recruiting additional patients. Future research with separate validation samples is essential to verify the findings from our CFA. Second, for some individuals, reading the questionnaire may result in misunderstandings, potentially affecting the accuracy of responses. For future studies, it is recommended that participant feedback be utilized to ensure a proper understanding of the questions or to establish reading and writing skills as inclusion criteria. The third limitation of this study is the use of Varimax rotation, which assumes factor independence. While this method is suitable for data with independent factors, it may not fully capture the relationships between factors, potentially affecting construct validity. Future studies should consider using oblique rotations such as Promax to achieve more accurate construct validity. Promax rotation benefits ordinal data and is widely applied in psychological and social domains, where factors are often correlated. Finally, the test's construct validity should be further examined and refined in future research to ensure the robustness and applicability of the questionnaire.
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Footnotes

1chi-square fit statistics/degree of freedom.

2normed fix index.

3goodness-of-fit index.

4Item Response Theory.

5Spielberg State and Trait Anxiety Inventory.



References

 Abreu-Figueiredo, R. M. S., Sá, L. O. D., Lourenço, T. M. G., and Almeida, S. S. B. P. D. (2019). Ansiedade relacionada à morte em cuidados paliativos: validação do diagnóstico de enfermagem. Acta Paul. Enfer. 32, 178–185. doi: 10.1590/1982-0194201900025

 Ayd Jr, F. J. (1956). Chlorpromazine therapy for anxiety associated with electroshock therapy. Stereotact. Funct. Neurosurg. 16, 168–173. doi: 10.1159/000105290

 Bannigan, K., and Watson, R. (2009). Reliability and validity in a nutshell. J. Clin. Nurs. 18, 3237–43. doi: 10.1111/j.1365-2702.2009.02939.x

 Beaton, D. E., Bombardier, C., Guillemin, F., and Ferraz, M. B. (2000). Guidelines for the process of cross-cultural adaptation of self-report measures. Spine 25, 3186–3191. doi: 10.1097/00007632-200012150-00014

 Biazar, G., Khoshrang, H., Alavi, C. E., Soleimani, R., Atrkarroushan, Z., Bayat, Z., et al. (2020). Electroconvulsive therapy-related anxiety: a survey in an academic hospital in the north of Iran. Anesthesiol. Pain Med. 10:e99429. doi: 10.5812/aapm.99429

 Boschma, G. (2015). Beyond the cuckoo's nest: Nurses and ECT in Dutch psychiatry, 1940–2010. Histories of nursing practice: Manchester University Press. doi: 10.7765/9781784996932.00012

 Buday, J., Neumann, M., Žaludová Heidingerová, J., Mareš, T., Magyarová, E., Thai Le, H., et al. (2024). Electroconvulsive therapy portrayal in contemporary video games. Front. Psychiatry 14:1336044. doi: 10.3389/fpsyt.2023.1336044

 Chakrabarti, S., Grover, S., and Rajagopal, R. (2010). Electroconvulsive therapy: a review of knowledge, experience, and attitudes of patients concerning the treatment. World J. Biol. Psychiat. 11, 525–537. doi: 10.3109/15622970903559925

 Chanpattana, W., Kramer, B. A., Kunigiri, G., Gangadhar, B., Kitphati, R., and Andrade, C. (2010). A survey of the practice of electroconvulsive therapy in Asia. J. ECT 26, 5–10. doi: 10.1097/YCT.0b013e3181a74368

 Ebrahimi, H., Navidian, A., and Keykha, R. (2014). The effect of supportive nursing care in reducing anxiety of patients receiving electroconvulsive therapy. Iran. J. Psychiatr. Nurs. 1, 13–24. Available at: https://sid.ir/paper/235915/en

 Edmonson, J. L. (2020). Reducing Gaps in Knowledge About Electroconvulsive Therapy Among Mental Health Nurses. Available at: https://digitalcommons.acu.edu/etd/189

 Field, A., Miles, J., and Field, Z. (2012). Discovering statistics using R. London: Sage Publications.

 Fitri, R. A., Asih, S. R., and Takwin, B. (2020). Social curiosity as a way to overcome death anxiety: perspective of terror management theory. Heliyon 6:e03556. doi: 10.1016/j.heliyon.2020.e03556

 Frank Koopowitz, L., Frank Koopowitz, L., Chur-Hansen, A., Reid, S., and Blashki, M. (2003). The subjective experience of patients who received electroconvulsive therapy. Austr. New Zeal. J. Psychiat. 37, 49–54. doi: 10.1046/j.1440-1614.2003.01108.x

 Guruvaiah, L., Veerasamy, K., Naveed, M., Kudlur, S., Chaudary, F., and Paraiso, A. (2017). Patients' experiences of and attitudes towards ECT. Prog. Neurol. Psychiatry 21, 16–21. doi: 10.1002/pnp.466

 Hair, J. F., Black, W. C., Babin, B. J., and Anderson, R. E. (2014). Multivariate Data Analysis: Pearson New International edition. Essex: Pearson Education Limited.

 Hyrkäs, K., Appelqvist-Schmidlechner, K., and Oksa, L. (2003). Validating an instrument for clinical supervision using an expert panel. Int. J. Nurs. Stud. 40, 619–25. doi: 10.1016/S0020-7489(03)00036-1

 Johansson-Everday, A. (2023). “They Told Me The Pills Were Safe”: Understanding the Experience of Iatrogenic Injury from Psychiatric Treatment. Independent thesis Advanced level.

 Kean, S. (2010). The experience of ambiguous loss in families of brain injured ICU patients. Nurs. Crit. Care 15, 66–75. doi: 10.1111/j.1478-5153.2010.00379.x

 Kumar, D. R., Han, H. K., Tiller, J., Loo, C. K., and Martin, D. M. (2016). A brief measure for assessing patient perceptions of cognitive side effects after electroconvulsive therapy. J. ECT 32, 256–261. doi: 10.1097/YCT.0000000000000329

 Maranets, I., and Kain, Z. N. (2000). Preoperative anxiety and intraoperative anesthetic requirements. Surv. Anesthesiol. 44, 272–273. doi: 10.1097/00132586-200010000-00019

 Obbels, J., Vanbrabant, K., Verwijk, E., Bouckaert, F., Vansteelandt, K., and Sienaert, P. (2020). Monitoring electroconvulsive therapy–related anxiety: the ECT-related anxiety questionnaire. J. ECT. 36, 180–186. doi: 10.1097/YCT.0000000000000661

 Obbels, J., Verwijk, E., Bouckaert, F., and Sienaert, P. (2017). ECT-related anxiety: a systematic review. J. ECT. 33, 229–236. doi: 10.1097/YCT.0000000000000383

 Polit, D. F., Beck, C. T., and Owen, S. V. (2007). Is the CVI an acceptable indicator of content validity? Appraisal and recommendations. Res. Nurs. Health 30, 459–467. doi: 10.1002/nur.20199

 Ranjbar, F., Tamizi, Z., and Alavi-Majd, H. (2009). Fear-related factors in patients undergoing electroconvulsive therapy at psychiatric wards. Adv. Nurs. Midwif. 18, 1–7. Available at: https://sid.ir/paper/108153/en

 Rickham, P. P. (1964). Human experimentation. Code of Ethics of the World Medical Association. Declaration of Helsinki. Br. Med. J. 2:177.

 Sadock, B. J., Sadock, V. A., and Ruiz, P. (2015). Kaplan and Sadock's Synopsis of Psychiatry: Behavioral Sciences/Clinical Psychiatry. Philadelphia: LWW.

 Sahan, E., Eroglu, M. Z., Karata,ş, M. B., Mutluer, B., Ugurpala, C., and Berkol, T. D. (2018). Death anxiety in patients with myocardial infarction or cancer. Egyptian Heart J. 70, 143–147. doi: 10.1016/j.ehj.2018.04.003

 Sharif Nia, H., Ebadi, A., Lehto, R. H., and Peyrovi, H. (2015). The experience of death anxiety in Iranian war veterans: a phenomenology study. Death Stud. 39, 281–287. doi: 10.1080/07481187.2014.991956

 Shipwright, E., and Murphy, D. (2024). Long-term adverse effects after electroconvulsive therapy (ECT): a narrative analysis exploring people's experiences, meaning-making, and coping. Qual. Health Res. 9:10497323241303391. doi: 10.1177/10497323241303391

 Verledens, C., Obbels, J., Van den Eynde, L., Pilato, E., Verspecht, S., Hebbrecht, K., et al. (2024). Electroconvulsive therapy related anxiety in patients with depression: the influence of cognitive coping styles. Acta Psychiatr. Scand. 149, 33–40. doi: 10.1111/acps.13637

 Wang, R., Huang, X., Wang, Y., and Akbari, M. (2022). Non-pharmacologic approaches in preoperative anxiety, a comprehensive review. Front. Public Health 10:854673. doi: 10.3389/fpubh.2022.854673

 Wild, D., Grove, A., Martin, M., Eremenco, S., McElroy, S., Verjee-Lorenz, A., et al. (2005). Principles of good practice for the translation and cultural adaptation process for patient-reported outcomes (PRO) measures: report of the ISPOR task force for translation and cultural adaptation. Value Health 8, 94–104. doi: 10.1111/j.1524-4733.2005.04054.x

 World Health Organization (2009). Process of translation and adaptation of instruments. Available at: http://wwwwhoint/substance_abuse/research_tools/translation/en/

Copyright
 © 2025 EghbalManesh, Ebadi, Zoladl and Rasoul Zadeh Haghighi. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fpsyg-16-1472259-t001.jpg
mographic variables Frequency Percentage

Gender Female 88 51.8
Male 82 482
Age <30 28 16.5
30-50 88 51.8
>50 54 318
Marital status Single 49 28.8
Married 93 54.7
Widow 28 16.5
Level of education | Illiterate 29 17.1
Primary 30 17.6
Guidance 31 182
Secondary 48 282
Bachelor’s degree and 32 18.8
higher
Employment status | Government job 28 165
Unemployed 2 153
Homemaker 63 37.1
Self-employment 53 312
ECT frequency <5 149 87.6
11-May 21 124
ECT Session <5 123 72.4
10-May 47 27.6
Family support Yes 128 753
No 42 24.7
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Factors

Questions

Factor

load

Communalities

% of
cumulative
variance

McDonald's
Omega

the morning of the ECT treatment

1 Tam anxious about temporary memory loss due to ECT 0.844 0.855 51.189 9.162 0.965
Tam anxious about permanent memory loss due to ECT 0917 0.800
Tam anxious about brain damage due to ECT 0.953 0.806
1am anxious about personality changes due to ECT 0547 0.820
2 Tam anxious about having a headache after the ECT 0.498 0.506 57.181 1.489 0.91
treatment
Tam anxious about the narcosis (complete anesthesia) 0.603 0.629
T am anxious about not waking up after the anesthesia 0453 0.608
Tam anxious about dying due to ECT 0.586 0.562
Tam anxious about the use of electricity during the ECT 0.979 0.877
procedure
Tam anxious about the convulsion during the ECT 0.986 0.879
procedure
Tam anxious about what others would think of my treatment 0.390 0.559
3 Tam anxious about feeling nauseated after the ECT 0.707 0.368 64.071 1.223 0.964
Tam anxious about damage to my teeth due to ECT 0.450 0276
Tam anxious about the needle that is used during anesthesia 0778 0.615
1 am anxious about being surrendered to the medical staff 0.879 0.701
during anesthesia
1am anxious about doing embarrassing things during 0389 0542
anesthesia
Tam anxious to have to wait a long time for my treatment on 0.490 0.490
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