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Objectives: The coronavirus disease 2019 (COVID-19) pandemic has
led to reported change in electroconvulsive therapy (ECT) services world-
wide. However, minimal data have been published demonstrating tangible
changes across multiple ECT centers. This article aimed to examine
changes in ECT patients and ECT service delivery during the pandemic.
Methods: We retrospectively assessed data collected on ECT patients
within the Clinical Alliance and Research in Electroconvulsive Therapy
and Related Treatments (CARE) Network during a 3-month period starting
at the first COVID-19 restrictions in 2020 and compared data with pre-
dicted values based on the corresponding 3-month period in 2019.
Mixed-effects repeated-measures analyses examined differences in the pre-
dicted and actual number of acute ECT courses started and the total number
of acute ECT treatments given in 2020. Sociodemographic, clinical, treat-
ment factors, and ECT service delivery factors were compared for
2020 and 2019.
Results: Four Australian and 1 Singaporean site participated in the study.
There were no significant differences between the predicted and actual
number of acute ECT courses and total number of acute ECT treatments
administered in 2020. During 2020, there were statistically significant in-
creases in the proportion of patients requiring ECTunder substitute consent
and receiving ECT for urgent reasons compared with 2019.
Conclusions: This multisite empirical study is among the first that sup-
ports anecdotal reports of changes in the triaging and delivery of ECT dur-
ing COVID-19. Results suggest that ECT was prioritized for the most
severely ill patients. Further data assessing the impacts of COVID-19 on
ECT are needed.
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T he coronavirus disease 2019 (COVID-19) pandemic has led
to significant changes in the delivery and distribution of

health services, includingmental health services. In response, psy-
chiatric professional bodies published guidelines on the provision
and rationalization of ECT during the pandemic1–5 so that patients
whose conditions required ECT as a lifesaving or essential treat-
ment to prevent relapse were prioritized. Globally, ECT clinicians
have described changes and rationalizations in the triage and de-
livery of ECT in response to competition for resources required
to provide ECT safely and in adherence to infection control
protocols.6–14 Such changes in practice are likely to have impacts
on the outcomes of ECT patients. For example, the Royal College
of Psychiatrists has stated that the reduced accessibility of ECT
services due to the COVID-19 pandemic led to patients becoming
more unwell, hospitalized, or having longer hospitalization.15 Al-
though there have been anecdotal reports on the effect of the
COVID-19 pandemic on ECT practice and service delivery at in-
dividual units, to date, there has been minimal empirical data
published demonstrating the impact of these changes across
different services.

The main objective of our study was to examine whether
there were any changes in sociodemographic, clinical, treatment
factors, and ECT service delivery during the first 2020 lockdown
period across participating sites in the Clinical Alliance and Re-
search in Electroconvulsive Therapy and Related Treatments
(CARE) Network. We hypothesized that compared with equiva-
lent pre-COVID periods in the previous years, therewould be a re-
duction in overall number of ECT treatments provided and a
decrease in the number of patients undergoing acute ECT. We fur-
ther expected an increase in the proportion of ECT provided for
more severely ill patients (eg, those with substitute consent for
ECT and/or those with more urgent indications).
MATERIALS AND METHODS

Study Population

The CARE Network
The CARE Network, which has been described elsewhere,16

is a growing clinical and research consortium composed of multi-
ple psychiatric services that provide ECTand related treatments in
sites in Australia and internationally. The network was initially set
up in 2015 to collect standardized deidentified sociodemographic,
clinical, ECT treatment, and outcome data for the purposes of
benchmarking and quality improvement, including developing
translational research. Electroconvulsive therapy centers within
www.ectjournal.com 45
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the CARE Network deliver ECT to inpatients or outpatients in
public or private hospitals. Ethics approval for this study was ob-
tained from the Health Research Ethics Committee from the
Sydney Local Health District (Protocol No X19-0311 and 2019/
ETH12595) and Singapore National Healthcare Group Domain
Specific Review Board (DSRB No: 2015/01283), with waiver
of consent.

Period for Comparison
For this study, CARE data were extracted and compared be-

tween 2 periods. The study period was selected as the 3-month pe-
riod beginning on the date the strictest government restrictions for
control of the COVID-19 pandemic first imposed on free move-
ment for each jurisdiction. For Australian sites, this period was
March 23, 2020, to June 23, 2020, and for Singapore the period
was April 7, 2020, to July 7, 2020. A 3-month period was chosen
primarily to capture the acute and some of the delayed effects of
restrictions during the first wave of COVID-19 infections and to
obtain comparable samples of data from different participating
sites. In Australia and Singapore, the strictest social restrictions
imposed during the first wave of the pandemic were gradually
eased after 1 to 2 months. The control period was the equivalent
3-month period for each respective jurisdiction in the previous
year to compare year-to-year variability. For Australia, the control
period was March 23, 2019, to June 23, 2019, and for Singapore,
the comparator period was April 7, 2019, to July 7, 2019. The
number of ECT treatments provided and ECT courses started in
the equivalent 3-month calendar periods in 2017, 2018, and
2019 were also examined.

Outcomes
The primary outcomes collected for this study were the over-

all number of treatments of acute ECT and the number of acute
ECT treatment courses started within the CARE Network in the
ascribed periods. Because patients may require more than 1 course
of acute ECT during the study period, we considered that using the
total number of acute ECT treatment courseswould reflect the true
demand on ECT services.

Other outcomes examined included sociodemographic data
and clinical factors including consent for ECT, involuntary admis-
sion status, the main indication for ECT, the main reason for ECT,
and past response to ECT. The main reason for ECTwas classified
into 2 groups, urgent and nonurgent reasons for ECT. We consid-
ered urgent reasons for acute ECTwere suicide risk, aggression/
agitation, and inadequate oral intake. Failure of medication, previ-
ous good response to ECT, patient preference, poor tolerability,
and risks with medications were grouped as reasons for nonurgent
ECT. Finally, treatment variables including the type of ECT, fre-
quency of ECT, and the number of treatments in acute ECT course
were examined.

Statistical Analysis
Data analysis was performed using SPSS Statistics 26.17 The

total number of acute ECT treatment courses started during the
3-month study period was extracted for each site for each equiva-
lent study period from 2017 to 2020. The total number of acute
ECT treatments at each site was extracted, regardless of whether
patients had commenced acute ECT before or during the
3-month study periods. Using the same 3-month period from
2017 to 2019, linear slope functions were individually fitted for
each site and used to predict both outcomes for the 2020 study pe-
riod. A mixed-effects repeated-measures model was then used to
examine differences between the predicted and actual 2020 values
for both primary outcomes. In this model, time (2017, 2018, 2019,
46 www.ectjournal.com
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2020 predicted, 2020 actual) was entered as a fixed-effect predic-
tor variable and site as a random-effect term. Post hoc tests exam-
ined for differences between the predicted and actual 2020 values.

χ2 and independent sample t tests were used to examine for
differences on secondary outcomes between the 2019 and 2020
study periods and included demographic (age and sex), clinical
(substitute consent for ECT, involuntary admission status, indica-
tion for ECT, urgent reason for ECT, past response to ECT), and
ECT treatment characteristics (ECT type and frequency). Statisti-
cal significance was set at P < 0.05.

RESULTS

Primary Outcomes
A total of 5 CARE Network sites participated in this study

with 1 study site located in Singapore and the remaining sites in
Australia. All participating sites were public hospitals, and thema-
jority provided or started acute ECT exclusively in the inpatient
setting. Figure 1 shows the number of patients who started acute
ECTat each site during the different study periods. Figure 2 shows
the number of acute ECT treatments administered during the
study periods for each site. For both primary outcomes, there
was no significant difference between the predicted and actual
2020 values.

Secondary Outcomes
In terms of sociodemographic factors, which are available in

Table 1, there was no significant difference in the age of ECT pa-
tients from 2019 and 2020 with a mean age of 47.9 and 49.3 years,
respectively. There was a reduction in proportion of male ECT pa-
tients from 2019 (45.6%) to 2020 (33.0%) although this difference
did not reach statistical significance (χ2(1) = 3.4, P = 0.06).

Descriptive statistics for the clinical factors at each site are
shown in Tables 2 and 3. The proportion of patients who had sub-
stitute consent for ECT significantly increased from 2019 (44.1%)
to 2020 (68.7%, χ2(1) = 12.3, P < 0.001). In addition, there was a
statistically significant rise in the proportion of ECT patients with
involuntary admission status from 2019 (29.1%) to 2020 (59.4%,
χ2(1) = 19.0, P < 0.001). There was a statistically significant
growth in the proportion of patients receiving ECT for an urgent
reason, from 29.7% in 2019 to 40.2% in 2020 (χ2(1) = 6.0,
P = 0.049). In contrast, we found that the main indication for
ECT did not change significantly (χ2(4) = 5.6, P = 0.24). Com-
pared with 2019, there was a nonsignificant increase in the pro-
portion of patients receiving ECT in 2020 who had a previous
partial or good response to ECT from 36.7% to 48.6%.

Table 4 summarizes the descriptive statistics for ECT treat-
ment characteristics and indicates most sites administered acute
ECT 3 times per week in both 2019 and 2020. One exception
was site 2, which had mostly given index ECT twice a week in
2019, although it increased the frequency of ECT in 2020. Fur-
thermore, although the proportion of patients receiving ultrabrief
ECT decreased from 2019 to 2020 and there was an increase in
use of bifrontal placements, the overall difference in the type of
ECTwas not significant (χ2(4) = 7.6, P = 0.11).

DISCUSSION
To the best of our knowledge, this is one of the first multisite

studies to present empirical data observing changes in demo-
graphic, clinical, and service data on ECT patients due to the first
wave of COVID-19 restrictions. This study corroborates some
prior speculation that changes have occurred in ECT patients
and service provision as a result of the COVID-19 pandemic.
© 2021 Wolters Kluwer Health, Inc. All rights reserved.
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FIGURE 1. Number of acute ECT courses started during the 3-month study period.
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Electroconvulsive therapy clinicians have expressed fears that ac-
cess to ECT during the COVID-19 pandemic can potentially be-
come even more inequitable8 despite ECT being vital to a
population group that is among the most unwell and disadvan-
taged.18 It can be conjectured that the advice to limit the availabil-
ity of maintenance ECT has similarities to elective surgery being
deferred, where the lack of access to timely treatment could pro-
long disability, morbidity, and poor quality of life.19,20 However,
increasing mental health distress and morbidity in the population
during the pandemic21–24 may increase the need for ECT in
the future.

Although pandemics can increase the mental health morbid-
ity in the affected population and despite the concerns of profes-
sional bodies worldwide about the decreased resources allocated
to ECT, we found no significant changes in the total number of
acute ECT treatments or in the number of acute ECT courses
started across the CARE Network. Although there was a trend at
a group level of increasing number of acute ECT treatments and
courses started across the last 4 years, there was variability across
sites. Between 2019 and 2020, sites 3 and 5 experienced increases,
yet decreases were observed in sites 1, 2, and 4. The variability be-
tween sites is reflective of true numbers because no cases were re-
moved from the primary analyses because of missing data. This
was despite the potential for poorer ECT data collection during
the COVID-19 pandemic due to speculation that there would be
an increase in demand on mental health clinical resources, which
would come at the expense of research.

We hypothesized that greater illness severity, due to the in-
creased mental health morbidity as a result of the COVID-19 pan-
demic, would be associated with a rise in urgent indications for
© 2021 Wolters Kluwer Health, Inc. All rights reserved.
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ECT and increase use of ECT techniques that favors efficacy
and faster treatment response. In addition, there were anecdotal re-
ports from 2 sites that their local mental health service experienced
reductions in resources for home visits and community-based man-
agement, which could contribute to an increase in patients with se-
vere illness who needed ECT. Secondary analyses indeed revealed
statistically significant increases in patients with an involuntary ad-
mission status, who had substitute consent for ECT, and who had
ECT for urgent reasons. This accords with prior discussions that se-
verity of illness is a consideration in allocating ECT resources dur-
ing the pandemic.14 Furthermore, real-world experience has shown
that ECT is highly effective in those lacking capacity to provide
consent for ECT, with data showing greater symptom and func-
tional improvement than in those with capacity for consent.25

We also expected and found a nonsignificant reduction in use
of ultrabrief ECT and increase in use of brief pulse ECT for
bifrontal and unilateral ECT, but not for bitemporal ECT. Further-
more, despite global descriptions of reduced ECTaccessibility, in-
cluding the frequency of ECT, in our sample, there was no major
difference in the frequency of acute ECT provided per week. Only
1 site, where twice-a-week ECT formed the majority of acute ECT
treatments in 2019, saw an increase in the frequency of ECT in
2020 possibly to complete a course of acute ECT faster. These re-
sults taken in context with the decrease in the number of ECT
treatments and courses started at site 2 in 2020 show that there
were fewer patients receiving ECT but that these patients com-
pleted a course of ECT more quickly. Clinicians at site 2 have
stated that the rationale of moving from 2 to 3 times per week of
ECT in 2020 was to induce quicker recovery because of the uncer-
tainty of accessibility to ECT resources. In addition, clinicians at
www.ectjournal.com 47
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FIGURE 2. Total number of acute ECT sessions during the 3-month study period.
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site 2 indicated that therewas a reduction in ECT service capacity and
that the increase in ECT frequency was accommodated through the
reduction of number of ECT patients. We also speculated that the
nonsignificant increase in ECT patientswho had a history of good re-
sponse to ECT in the 2020 study period could be explained by their
being prioritized because of declines in ECT resources.

The combination of findings that there was no significant
change in ECT service delivery and an upsurge in the proportion
of patients requiring urgent ECT may mean that there was a ceil-
ing in ECT resources and that these were diverted to patients with
more severe illness. Our results did not demonstrate a decline in
the total number of ECT treatments provided, but health service
utilization is complicated and influenced by multiple factors, not
just by patient illness factors. For example, there may be a change
in health behaviors such as delays in seeking treatment for clinical
symptoms of mental illness due to the fear of contracting
COVID-19 from healthcare settings. In addition, government pol-
icies and intervention could differ at each jurisdiction with direct
TABLE 1. Sociodemographic Factors of the ECT Patients

CARE Network Site

Age, Mean (SD)

2019 2

Site 1 55.46 (18.0) 54.1
Site 2 46.81 (15.9) 48.4
Site 3 49.61 (15.9) 42.6
Site 4 41.14 (15.3) 43.1
Site 5 57.27 (23.0) 60.3
CARE Network total 47.9 (19.2) 49.3

48 www.ectjournal.com
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effects (eg, health services diverting ECT services to one specific
center) or indirect effects (eg, by affecting the demand in the local
labor market and hence levels of unemployment and subsequent
effects on mental health).
Strengths and Limitations
This study's main strength is that it is one of the first multisite

studies to collect empirical data on the effects of COVID-19 on
ECT, using a common data collection framework across sites.
The data from this study provide a preliminary observation of
the acute impact of COVID-19 on ECT services and examined
year-to-year variability by using a corresponding 3-month period
in previous year(s) for analysis.

One limitation of this study is the short duration of the study
period. This, in turn, may have failed to capture the full extent of
effects from COVID-19 restrictions and the delay to relapse in ill-
ness once maintenance ECT is reduced or ceased. There may also
Male, n (%)

020 2019 2020

(17.5) 7/26 (26.9) 4/21 (19.0)
(17.8) 15/21 (71.4) 5/16 (31.3)
(18.5) 2/5 (40.0) 1/10 (10.0)
(16.7) 20/36 (55.6) 11/32 (34.4)
(18.8) 3/15 (20.0) 13/24 (54.2)
(17.7) 47/103 (45.6) 34/103 (33.0)

© 2021 Wolters Kluwer Health, Inc. All rights reserved.
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TABLE 2. Clinical Characteristics of ECT Patients

CARE Network Site

Substitute Consent for ECT, n (%)* Involuntary Admission Status, n (%)*

2019 2020 2019 2020

Site 1 6/26 (23.1) 9/21 (42.9) 8/26 (30.7) 14/21 (66.7)
Site 2 6/21 (28.6) 9/13 (69.2) 6/21 (28.6) 11/15 (73.3)
Site 3 1/5 (20.0) 9/10 (90.0) 1/5 (20.0) 9/10 (90.0)
Site 4 26/35 (74.3) 26/31 (83.9) 11/36 (30.6) 15/32 (46.9)
Site 5 6/15 (40.0) 15/24 (62.5) 4/15 (26.7) 11/23 (47.8)
CARE Network total 45/102 (44.1) 68/99 (68.7)† 30/103 (29.1) 60/101 (59.4)†

*Inconsistencies in numbers across variables within the same site due to missing data.

†P < 0.05.

TABLE 3. Clinical Characteristics of the ECT Patients

CARE Network Site

Main Indication for ECT, n (%)*
Urgent Reason for

ECT, n (%)*
Past Partial/Good

Response to ECT, n (%)*

2019 2020 2019 2020 2019 2020

Site 1 Mania: 3/22 (13.6) Mania: 1/16 (6.3) 7/22 (31.8) 11/21 (52.4) 5/18 (27.8) 4/12 (33.3)
Depression: 17/22 (77.4) Depression: 9/16 (56.2)
SCZ/SAD: 1/22 (4.5) SCZ/SAD: 3/16 (18.7)
Catatonia: 1/22 (4.5) Catatonia: 1/16 (6.3)
Other: 0 Other: 2/16 (12.5)

Site 2 Mania: 4/20 (20.0) Mania: 2/11 (18.2) 6/17 (35.3) 6/11 (54.5) 1/9 (11.1) 4/5 (80.0)
Depression: 14/20 (70.0) Depression: 5/11 (45.4)
SCZ/SAD: 1/20 (5.0) SCZ/SAD: 3/11 (27.3)
Catatonia: 0 Catatonia: 1/11 (9.1)
Other: 1/20 (5.0) Other: 0

Site 3 Mania: 1/5 (20.0) Mania: 0 3/5 (60.0) 1/10 (10.0) 2/5 (40.0) 4/5 (80.0)
Depression: 3/5 (60.0) Depression: 6/7 (85.7)
SCZ/SAD: 1/5 (20.0) SCZ/SAD: 1/7 (14.3)
Catatonia: 0 Catatonia: 0
Other: 0 Other: 0

Site 4 Mania: 4/32 (12.5) Mania: 5/31 (16.1) 5/32 (15.6) 8/31 (25.8) 13/32 (40.6) 12/31 (38.7)
Depression: 5/32 (15.6) Depression: 7/31 (22.6)
SCZ/SAD: 18/32 (56.3) SCZ/SAD: 15/31 (48.3)
Catatonia: 5/32 (15.6) Catatonia: 2/31 (6.5)
Other: 0 Other: 2/31 (6.5)

Site 5 Mania: 2/15 (13.3) Mania: 4/23 (17.4) 6/15 (40.0) 13/24 (54.2) 8/15 (53.3) 12/21 (57.1)
Depression: 9/15 (60.0) Depression: 10/23 (43.4)
SCZ/SAD: 1/15 (6.7) SCZ/SAD: 8/23 (34.9)
Catatonia: 3/15 (20.0) Catatonia: 1/23 (4.3)
Other: 0 Other: 0

CARE Network total Mania: 14/94 (14.9) Mania: 12/88 (13.6) 27/91 (29.7) 39/97 (40.2)† 29/79 (36.7) 36/74 (48.6)
Depression: 48/94 (51.0) Depression: 37/88 (42.1)
SCZ/SAD: 22/94 (23.4) SCZ/SAD: 30/88 (34.1)
Catatonia: 9/94 (9.6) Catatonia: 5/88 (5.7)
Other: 1/94 (1.1) Other: 4/88 (4.5)

Urgent reasons for acute ECT: suicide risk, aggression/agitation, and inadequate oral intake; nonurgent reasons for ECT: failure of medication, previous
good response to ECT, patient preference, and poor tolerability/risks with medications.

*Inconsistencies in numbers across variables within the same site due to missing data.

†P < 0.05.

SAD indicates schizoaffective disorder; SCZ, schizophrenia.
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TABLE 4. Electroconvulsive Therapy Treatment Characteristics

CARE Network Site

Type of ECT, n (%) Acute ECT 3�/wk, n (%)*

2019 2020 2019 2020

Site 1 Bifrontal: 9/25 (36.0) Bifrontal: 21/21 (100) 25/25 (100) 21/21 (100)
Bitemporal: 0 Bitemporal: 0
Right unilateral: 1/25 (4.0) Right unilateral: 0
Ultrabrief: 15/25 (60.0) Ultrabrief: 0

Site 2 Bifrontal: 13/20 (65.0) Bifrontal: 8/12 (66.7) 3/20 (15.0) 5/10 (50.0)
Bitemporal: 0 Bitemporal: 1/12 (8.3)
Right unilateral: 4/20 (20.0) Right unilateral: 2/12 (16.7)
Ultrabrief: 3/20 (15.0) Ultrabrief: 1/12 (8.3)

Site 3 Bifrontal: 1/5 (20.0) Bifrontal: 1/10 (10.0) 4/5 (80.0) 9/10 (90.0)
Bitemporal: 0 Bitemporal: 2/10 (20.0)
Right unilateral: 0 Right unilateral: 0
Ultrabrief: 1/5 (20.0) Ultrabrief: 2/10 (20.0)
Other: 3/5 (60.0) Other: 5/10 (50.0)

Site 4 Bifrontal: 16/32 (50.0) Bifrontal: 14/31 (45.2) 32/32 (100) 29/30 (96.7)
Bitemporal: 8/32 (25.0) Bitemporal: 3/31 (9.7)
Right unilateral: 0 Right unilateral: 3/31 (9.7)
Ultrabrief: 8/32 (25.0) Ultrabrief: 11/31 (35.5)

Site 5 Bifrontal: 5/15 (33.3) Bifrontal: 13/24 (54.2) 15/15 (100) 22/23 (95.7)
Bitemporal: 0 Bitemporal: 0
Right unilateral: 6/15 (40.0) Right unilateral: 9/24 (37.5)
Ultrabrief: 4/15 (26.7) Ultrabrief: 2/24 (8.3)

CARE Network total Bifrontal: 44/97 (45.4) Bifrontal: 57/98 (58.2) 79/97 (81.4) 86/94 (91.5)
Bitemporal: 8/97 (8.2) Bitemporal: 6/98 (6.1)
Right unilateral: 11/97 (11.3) Right unilateral: 14/98 (14.3)
Ultrabrief: 31/97 (32.0) Ultrabrief: 16/98 (16.3)
Other: 3/97 (3.1) Other: 5/98 (5.1)

Acute ECT is defined as patients given ECT 2 or 3 times per week.

*Inconsistencies in numbers across variables within the same site due to missing data.
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be a delay in onset of mental health morbidity from the height of
psychosocial stress from socioeconomic issues, such as unem-
ployment and reduction of social security payments.

The study was also limited by the lack of data on treatment
outcomes, whether ECT was provided on an inpatient or outpa-
tient ECT basis, maximum capacity of ECTat each site, and main-
tenance ECT. This study did not have data on the number and
types of referrals for ECT, which would allow comparison of re-
ferred patients who did not receive ECTwith patients who did re-
ceive ECT. However, some of the secondary outcomes directly
and indirectly reflected the anecdotal descriptions from participat-
ing sites of the types of patients whowere prioritized for ECT. All
sites described placingmore emphasis on providing acute ECT for
urgent reasons. To facilitate rapid discharge from mental health
units, some sites selected bilateral treatments to facilitate faster re-
covery or finished acute ECT courses more rapidly. Other sites an-
ecdotally reported that nonurgent reasons for ECT including
treatment for outpatients, maintenance treatments, and depression
not requiring an urgent response were deprioritized.

It would be ideal to include treatment outcomes and draw
from a larger data set, ideally with comparable data from preced-
ing years to examine changes compared with periods before the
COVID-19 pandemic. Given that professional guidelines recom-
mended deprioritizing patients for which relapse in their illness
would not lead to significant risk during COVID-19 restrictions,
we would have expected a decrease in maintenance ECT patients
and maintenance ECT treatments.
50 www.ectjournal.com
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Lastly, except for 1 site in Singapore, all of the CARE Net-
work sites included in the analysis were located in Australia,
hence reflecting aspects of the Australian context that may not
be generalizable internationally because of the different level of
social restrictions. Compared with the global context, the duration
of the strictest social restrictions of up to 2months inAustralia and
Singapore during the first wave of COVID-19 lockdown was rel-
atively short. Even within Australia, there was variability in the
level of social restrictions imposed between states and within local
areas. As participating sites in this study were all public mental
health services, the results may not generalize to private hospital
and private clinic settings. We also acknowledge that health sys-
tems in Australia and Singapore during the first wave of
COVID-19 never reached critical capacity experienced in other
countries that were more severely impacted by COVID-19, partic-
ularly in those countries with recurrent waves of infections and as-
sociated social restrictions. However, this study is a catalyst to
encourage global data collection on ECT, so comparisons can be
made between health systems, which experienced different levels
of stress on hospital capacity.

Implications
Modern ECT practice has not previously been affected by a

pandemic with such serious and pervasive effects, with anecdotal
reports of decreased provision of ECT due to difficulties accessing
personal protective equipment, staffing, time for cleaning, and
availability of treatment facilities. Therefore, there was a need to
© 2021 Wolters Kluwer Health, Inc. All rights reserved.
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clarify the present situation with quantitative data. This study is
among the first to demonstrate the impact of the pandemic on
ECT practice and patients even in its early stages.

The Royal Australian and New Zealand College of Psychia-
trists specifically issued guidelines on ECT provision during
COVID-19, and we have demonstrated changes in ECT practice
and ECT patients after that publication. Given the comparable ad-
vice from multiple professional bodies globally on the delivery of
ECT during COVID-19 and widespread social restrictions, we
would expect changes in ECT provision in countries and areas
with similarities in ECT practice to Australia such as New
Zealand, United Kingdom, Europe, and the United States.26

There is a need for further research through collaboration and
collection of empirical data to monitor the effects of the COVID-19
pandemic on themental health of the population and the changes on
mental health policies and resourcing. Pandemics and other natural
and man-made disasters remain ongoing threats that can develop
quickly, and mental health services require data to help them re-
spond to crises in a timely manner. The availability of
high-quality data could allow clinicians, clinical ethicists, health
services, professional bodies, and public health policy makers,
to develop, refine, and advocate for safe, ethical, and equitable
ECT service delivery during the pandemic and in the future.
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