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Objectives: The COVID-19 pandemic has disrupted the provision of es-
sential and potentially life-saving procedural treatments such as electrocon-
vulsive therapy (ECT). We surveyed ECT providers across Canada to
understand how the first wave of the pandemic affected ECT delivery be-
tween mid-March 2020 and mid-May 2020.
Methods: The survey was administered to ECT teammembers and deci-
sionmakers at 107Canadian health care centerswith a focus on 5 domains:
operations, decision-making, hospital resources, ECT procedure, and pa-
tient impact. Responses were obtained from 72 institutions, and collected
answers were used to derive representative responses reflecting the situa-
tion at each ECT center. For specific domains, responses were split into 2
databases representing the perspective of psychiatrists (n = 67 centers)
and anesthesiologists (n = 24 centers).
Results: Provision of ECT decreased in 64% centers and was completely
suspended in 27% of centers after the onset of the pandemic. Outpatient
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and maintenance ECTwere more affected than inpatient and acute ECT.
Programs reported a high level of collaboration between psychiatry and
hospital leadership (59%) but a limited input from clinical ethicists
(18%). Decisions were mostly made ad hoc leading to variability across in-
stitutions in adopted resource allocation, physical location of ECT delivery,
and triaging frameworks. The majority of centers considered ECT to be
aerosol-generating and incorporated changes to airway management.
Conclusions: Electroconvulsive therapy services in Canada were markedly
disrupted by the COVID-19 pandemic. The variability in decision-making
across centers warrants the development of a rational approach toward of-
fering ECT in pandemic contexts.
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W idespread disruption in the delivery of electroconvulsive
therapy (ECT) is one consequence of the coronavirus disease

2019 (COVID-19) pandemic.1 Similar to other procedure-based in-
terventions, ECT was postponed or canceled as health authorities
considered it “elective.”2–5 This decision largely overlooks the mor-
bidity andmortality of severe psychiatric illness and perpetuates the
historic stigma surrounding mental health care. Although the criti-
cal need to preserve access to ECT care was largely ignored, the
lives of thousands of highly vulnerable individuals were placed at
increased risk of severe exacerbation of acute psychiatric symptoms
and death by suicide.2

Electroconvulsive therapy is performed under general anesthe-
sia, which often necessitates bag-valve-mask (BVM) ventilation—
an aerosol-generating procedure that increases the likelihood of
exposure to the SARS-CoV-2 (severe acute respiratory syndrome
coronavirus 2).6 Since the start of the pandemic, members of the
international ECT community have shared their experience and
published recommendations for ECT caseload management and
anesthesia best practices.1,2,7–13 To our knowledge, no survey
conducted at a national level has systematically examined how
different treatment centers managed the delivery of ECT during
COVID-19. However, having a detailed understanding of how
the pandemic changed ECT practice is essential for the develop-
ment and revision of relevant policies, practices, and procedures.
This knowledge may be disseminated internationally, offering an
insight into existing pandemic frameworks, informing ECT
decision-making within other health care systems, and helping ef-
fectively advocate for access to ECT by vulnerable patient groups.

The objective of the current survey was to collect the data
from ECT providers and hospital decision makers to understand
the impact of COVID-19 across 5 specific domains: ECTunit opera-
tions, decision-making, hospital resources, ECT procedure, and pa-
tient impact. The survey also explored whether decision-making
involved the perspective of clinical ethicists, as determiningwhich
treatments should be curtailed in pandemic-related contexts is
both a clinical and an ethical issue.14,15

MATERIALS AND METHODS

Survey Development
The methodology of the “what happened” e-survey followed the

Checklist for Reporting Results of Internet E-Surveys (CHERRIES)—
a set of reporting recommendations designed to ensure the quality
of Internet-based research16,17 (see Text Document, Supplemental
Digital Content 1, which presents survey methodology according
to the CHERRIES guidelines, http://links.lww.com/JECT/A134).
As a multidisciplinary team composed of experts and potential
FIGURE 1. Electroconvulsive therapy centers across Canada (n = 72) gro
(n = 67 centers) and anesthesiologists (n = 24 centers).
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survey respondents specializing in psychiatry, anesthesia, infection
prevention and control (IPAC), ethics, hospital leadership, and
knowledge translation, we designed a questionnaire available in
English and French that contained 47 items (37 general, 10 adaptive)
grouped into 5 domains corresponding to specific constructs of interest
(see Text Document, Supplemental Digital Content 2, which contains
the full version of the administered questionnaire in English and
French, http://links.lww.com/JECT/A135). A full description of the
project planning and the questionnaire development steps are pro-
vided as supplementary material (see Text Document, Supplemental
Digital Content 3, which provides an in-depth description of the sur-
vey design methodology, http://links.lww.com/JECT/A136).
Survey Administration
Data collection took place during November and December

2020. In collaboration with the Canadian Psychiatric Association/
Association des psychiatres du Canada and the Association of Gen-
eral Hospital Psychiatric Services of Ontario, we invited 107 ECT
programs to participate in the survey (see Text Document, Supple-
mental Digital Content 3, which describes the criteria for identify-
ing target ECT centers and potential respondents, http://links.lww.
com/JECT/A136). Responses were collected from direct ECT pro-
viders (ie, psychiatrists, anesthesiologists, nurses), hospital leader-
ship members (ie, department chiefs/chairs, directors of mental
health), and hospital programmanagers. The questionnaire was dis-
tributed in a closed-access mode via a Web-based survey tool
LimeSurvey (LimeSurvey GmbH, Hamburg, Germany, https://
www.limesurvey.org).18 All responses remained anonymous, and
the collected data were stored in a secure database with encrypted
connection on a local server of the Interventional Psychiatry Pro-
gram, St Michael's Hospital (Toronto, Ontario) hosted in Canada.
Analysis
The sampling unit of analysis was ECT center, which repre-

sented the response of one professional. Centers that had partial
responses were included in the analysis. For the psychiatry data
set, responses from ECT leads were prioritized, followed by the
most complete response from a psychiatrist providing ECT. Re-
sponses from ECT nurses, department of psychiatry chiefs/chairs,
directors of mental health, and ECT program managers were con-
sidered if no data from an ECT lead or a psychiatrist were available,
or if “I do not know” answers were given for certain items. For the
anesthesia data set, the most complete response from an anesthesi-
ologist or a department of anesthesiology chair/chief was consid-
ered. Categorical data are presented as percentages with Wilson's
confidence intervals (CIs) for proportions.19–21 All results presented
uped into 2 data sets representing responses from psychiatrists
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TABLE 1. Characteristics of Participating ECT Centers
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in this report concern ECT programs and service delivery, as opposed
to ECT treatments or the number of patients.
% of ECT Centers (95% CI*)

Item
Psychiatry,
n = 67

Anesthesia,
n = 24

Professional background
Psychiatrist 87 (76–93) 8 (2–26)
Anesthesiologist 3 (1–10) 100 (86–100)
Nurse 9 (4–18) 0 (0–14)
Department chief/chair
(psychiatry or
anesthesiology)

13 (7–24) 33 (18–53)

Director of mental health 10 (5–20) 0 (0–14)
ECT lead 43 (32–55) 4 (1–20)
Other† 15 (8–25) 8 (2–26)

Role in ECT service delivery
ECT provider 79 (68–87) 29 (15–49)
ECT team member 84 (73–91) 50 (31–69)
Clinical and/or administrative
decision maker

78 (66–86) 58 (39–76)

Provides referral 61 (49–72) 0 (0–14)
Province or territory
Alberta 4.5 (1.5–12.4) 8.3 (2.3–25.8)
British Columbia 9.0 (4.2–18.2) 8.3 (2.3–25.8)
Manitoba 3.0 (0.8–10.2) 0.0 (0.0–13.8)
New Brunswick 0.0 (0.0–5.4) 0.0 (0.0–13.8)
Newfoundland and Labrador 3.0 (0.8–10.2) 4.2 (0.7–20.2)
Northwestern Territories 0.0 (0.0–5.4) 0.0 (0.0–13.8)
Nova Scotia 4.5 (1.5–12.4) 4.2 (0.7–20.2)
Nunavut 0.0 (0.0–5.4) 0.0 (0.0–13.8)
Ontario 46.3 (34.9–58.1) 41.7 (24.5–61.2)
Prince Edward Island 1.5 (0.3–8.0) 0.0 (0.0–13.8)
Quebec 23.9 (15.3–35.3) 29.1 (14.9–48.9)
Saskatchewan 4.5 (1.5–12.4) 4.2 (0.7–20.2)
Yukon 0.0 (0.0–5.4) 0.0 (0.0–13.8)

Provided ECT service before COVID-19
Inpatient acute 100 (95–100) 100 (86–100)
Outpatient acute 72 (60–81) 71 (51–85)
Outpatient maintenance 84 (73–91) 75 (55–88)

Values with the tenths decimal ≥5 were rounded up.

*95% CIs computed using the Wilson's method for binomial
proportions.19–21

†Includes the following positions: IPAC specialist, ECT program man-
ager, chief of staff, medical chief of outpatient services in mental health,
provincial director of ECT services, health authority clinical chief, profes-
sional practice educator, manager of inpatient psychiatry, bed placement
coordinator, scientist, family physician.
RESULTS

Participating ECT Centers
Of 107 institutions contacted, responses were collected from

72 ECT centers across Canada, with a participation rate of 67%
(see Text Document, Supplemental Digital Content 4, which lists
ECT centers that participated in the survey, http://links.lww.com/
JECT/A137). Our sample included centers that were categorized
as metropolitan (60%) versus regional (40%), general (81%) ver-
sus specialized (19%), and teaching (63%) versus community
(37%). All programs were publicly funded. Complete responses
were provided by 65 centers (90%), and partial responses were
provided by 7 centers (9%). Electroconvulsive therapy program
size and the affiliation of its lead with academic institutions were
important factors that influenced our response rate, because
nonresponding institutions largely represented general hospitals
serving regional communities and offering ECT to a small number
of patients at a time. Respectively, 48 centers conveyed the per-
spective of professionals affiliated with psychiatry, 5 centers with
anesthesia, and 19 centers provided 2 sets of responses for both
professional groups (Fig. 1). Based on this, we defined 67 centers
as those representing psychiatry and 24 centers representing anes-
thesia. The psychiatry responses were reviewed for all 5 question-
naire domains, whereas the anesthesia responses were reviewed
only for the hospital resources and the ECT procedure domains.
Table 1 displays the characteristics of surveyed ECT centers.

ECT Unit Operations
Ninety-one percent of centers indicated that COVID-19

disrupted their ECT service between mid-March 2020 and mid-
May 2020 (Fig. 2). The pandemic caused 67% of ECT programs
to reduce their volumes by more than 50%, including 27% that
discontinued service completely. Between mid-May and August
2020 (ie, the resumption phase), 89% of affected hospitals tried
to, at least partially, normalize the program capacity, including
37% that fully resumed their operations. Throughout the resump-
tion phase, service remained discontinued in the 11% of affected
ECT centers.

Outpatient and maintenance ECT service was more affected
by the onset of the pandemic than inpatient and acute ECT ser-
vice, respectively. The details are summarized in Figure 2. Seventy
percent of surveyed centers noted that in the spring 2020 they con-
tinued providing inpatient ECT either in full or reduced capacity,
whereas only 30% reported so for the outpatient ECT. Similarly,
only 44% of polled facilities that offered maintenance ECT pre-
pandemic provided it during the first wave of COVID-19, whereas
acute ECTwas offered at the 69% of centers. Fifty-three percent
of ECT programs continued accepting new patients for acute
treatment, compared with only 23% for maintenance treatment.
The pandemic caused an increase in the time intervals between
individual ECT treatments in 86% of surveyed centers, thereby re-
ducing the overall operational capacity and limiting the number of
patients that could be offered treatment in a single day.

Decision Making
When asked to identify key decision makers, respondents re-

ported that the ECT team, the department of psychiatry, and anes-
thesia and surgical programs largely played a similar role in the
pandemic clinical and administrative decision-making (Fig. 3).
Moreover, their input was greater than that of the hospital
54 www.ectjournal.com
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leadership/administration or the IPAC team. Sixty-two percent
of centers identified that ECT teams led the change and directly
contributed to the development of COVID-19 hospital policies
pertaining to ECT practice. Clinical ethicists were not involved in
the development of new ECT delivery directives in 82% of partici-
pating institutions. In 54% of centers, respondents perceived that
decisions were shaped by stigma related to mental illness, the neg-
ative cultural perception of the procedure, or a lack of understand-
ing of ECT as a life-saving procedure.
© 2021 Wolters Kluwer Health, Inc. All rights reserved.
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FIGURE 2. Status of ECT service in Canada during the first wave of the COVID-19 pandemic (ie, betweenmid-March and mid-May 2020).
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Hospital Resources
Since mid-March 2020, 47% of ECT centers introduced virtual

assessment as part of care and 48% limited the number of physicians
or nurses providing service on site. Electroconvulsive therapy practice
was affected by the redeployment of professionals in areas of antici-
pated or actual surge (46%), the availability of personal protective
equipment (PPE) (41%), and the need for hospitals to facilitate social
distancing on their premises (62%) (Table 2). During ECTadministra-
tion, 54% of centers required all staff members to wear full PPE (de-
fined here as gloves, gown, face protection, and N95 respirator), 30%
required all staff members to wear droplet/contact PPE (defined here
as gloves, gown, face protection, and procedural mask), and 16%
assigned each PPE type based on one's risks of COVID-19 exposure.

ECT Procedure
Thirty-one percent of centers modified the existing ECT de-

livery room, and 42% changed it to the negative pressure room,
FIGURE 3. Questionnaire items of the decision-making domain. A, Key d
department of psychiatry and hospital leadership (n = 59 centers). C, Co
decision-making and policy development (n = 55 centers). D, Involvemen
role of stigma and a lack of understanding of ECT as a life-saving proced

© 2021 Wolters Kluwer Health, Inc. All rights reserved.
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the operating room, or the postanesthesia care unit (Table 2).
The pandemic necessitated changes to the airway management
in 78% of centers. Minimizing BVM ventilation was the most
common form of change observed (63%), followed by the addi-
tion of high-efficiency particulate air (HEPA) filter between the
valve and the bag mask (22%). The pandemic largely did not af-
fect the ECT technical protocol (88%) and did not warrant
changes to the class (95%) or dosage (92%) of administered anes-
thetics. The corresponding percentages for the anesthesia data set
are presented in Table 2.

Mitigating Patient Impact
When asked if decision makers developed a new patient pri-

oritization system that determined who would be given access to
limited available ECT resources, 75% of centers reported that a
novel framework was adopted. Thirty-three percent offered ECT
only to severely depressed, psychotic, manic, catatonic, or suicidal
ecisionmakers (n = 62 centers). B, Level of collaboration between the
ntribution of ECT team and the department of psychiatry to
t of clinical ethicists in decision-making (n = 55 centers). E, Perceived
ure in decision-making (n = 61 centers).
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TABLE 2. Changes to ECT Practice Adopted by Treatment Centers in Canada During the First Wave of COVID-19

% of ECT Centers (95% CI*)

Psychiatry, n = 67 Anesthesia, n = 24

Item “Yes” “No” “Yes” “No”

ECT practice was affected by
Redeployment of professionals 46 (34–59) 54 (41–66) 17 (6–39) 83 (61–94)
Availability of PPE 41 (29–54) 59 (46–71) 29 (14–50) 71 (50–86)
Need to facilitate social distancing 62 (49–73) 38 (27–51) 65 (41–83) 35 (17–59)

ECT is considered an AGMP†
76 (64–85) 24 (15–37) 91 (71–97) 9 (3–29)

COVID-19 measures required a change to the
ECT delivery room‡ 73 (59–84) 27 (16–41) 79 (57–92) 21 (9–43)

Modifications to existing suite 31 (20–46) 37 (19–59)
Negative pressure room 16 (8–29) 37 (19–59)
Operating room/surgical suite 24 (14–39) 0 (0–17)
Postanesthesia care unit 2 (0–12) 5 (1–25)

Class of administered primary anesthetics 5 (1–16) 95 (84–99) 16 (6–38) 84 (62–95)
Dosage of administered primary anesthetics 8 (3–21) 92 (79–97) 24 (10–47) 76 (53–90)
ECT technique‡ 12 (5–26) 88 (75–95) 13 (2–47) 87 (53–98)

Less seizure threshold titration sessions 10 (4–23) 0 (0–32)
Early switch to bilateral electrode placement 7 (3–19) 13 (2–47)
Switch to the “half-age” method for dosing 5 (1–16) 0 (0–32)

Airway management procedure‡ 78 (63–88) 22 (12–37) 74 (51–88) 26 (12–49)
Eliminating BVM ventilation 5 (1–16) 26 (12–49)
Minimizing BVM ventilation 63 (48–76) 68 (46–85)
Adding HEPA 22 (12–37) 47 (27–68)
Eliminating intubation 2 (0–13) 5 (1–25)
Minimizing intubation 7 (3–19) 0 (0–17)
Using laryngeal mask 5 (1–16) 0 (0–17)
Preoxygenating longer and/or by mask 10 (3–23) 11 (3–31)

Values with the tenths decimal ≥5 were rounded up.

*95% CIs computed using the Wilson's method for binomial proportions.19–21

†In 3.4% (95% CI, 1.0–11.7) of responding centers, ECTwas initially considered an AGMP but then reclassified as a non-AGMP.

‡No follow-up answer options were presented if the “no” response was provided to the screener questions.

AGMP indicates aerosol generating medical procedures.

Demchenko et al Journal of ECT • Volume 38, Number 1, March 2022
cases, whereas 42% determined the priority on a case-by-case basis,
taking into consideration multiple demographic and vulnerability
factors (eg, age, sex, ethnicity, socioeconomic status, medical and
treatment history, and so on). Fifty-six percent of facilities that re-
duced operations or stopped ECT completely indicated that they fa-
cilitated access to care in alternative ways. Providing more frequent
monitoring/follow-up (45%) and collaborating with other service
providers (45%) were the most commonly adopted strategies,
followed by changing treatments (eg, replacing ECTwith pharma-
cotherapy) (26%), transferring patients to other facilities providing
ECT (26%), and hospitalizing outpatients (19%). Psychiatric re-
lapse rates were seen as a bigger source of worry than suicide rates,
with 36% of respondents rating their concerns as “great” for the for-
mer risk of relapse versus 18% for the risk of suicide.
DISCUSSION
In this survey, we explored how COVID-19 affected the de-

livery of ECT in Canadian health care facilities between mid-
March 2020 and mid-May 2020. The first wave of the pandemic
markedly disrupted the operations of ECT units, resulting in
56 www.ectjournal.com
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increased time intervals between individual treatments. Inpatient
acute ECTwas affected to a smaller extent than outpatient acute
and maintenance treatments. Although with a high level of collab-
oration among psychiatry, anesthesia, and hospital leadership,
decisions were mostly made in an ad hoc manner with limited at-
tention to ethical aspects or specific vulnerable populations. There
was a high variability across institutions in adopted frameworks of
resource allocation and modifications to ECT delivery space, as
reflected in the proportions and wide CIs. Availability of PPE, re-
deployment of professionals, and need to facilitate social distanc-
ing were significant factors that affected ECT provision across
Canada, with approximately half of the surveyed institutions in-
troducing virtual assessment as part of care. Because ECT was
classified as aerosol-generating in the majority of centers, modify-
ing or changing the ECT delivery room and minimizing BVM ven-
tilation were the most commonly seen strategies for attenuating the
risk of SARS-CoV-2 transmission. Changes in the class of anesthe-
sia, delivered dosage, and ECT stimulus parameters were minimal.
Each treatment center tried to alleviate the impact of service disrup-
tions on patients receiving care at the facility contingent upon local
resources, leading to diverse patient prioritization frameworks.
© 2021 Wolters Kluwer Health, Inc. All rights reserved.
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Health care facilities prioritized essential over nonurgent treat-
ments, postponing or canceling procedure-based interventions.3–5,10

Despite the fact that ECT can be both life-enhancing and life-
saving, one quarter of Canadian facilities suspended all ECT,
whereas some facilities offered it on a limited basis.22 Although
common medical practice for the reduction of any psychiatric
treatment includes considerations of tapering treatment under
close monitoring, 91% of Canadian programs faced rapid closures
and service disruptions thereby placing patients at greater risk of
psychiatric relapse and suicide.10 Inpatient and outpatient services
were reduced unequally, reflecting the disproportionate impact of
the pandemic on these 2 patient populations (Fig. 2). Although the
percentages of ECT centers that were affected by COVID-19 were
high for both inpatient and outpatient services (81% vs 95%),
70% of centers continued offering service to inpatients at full or
limited capacity, whereas only 30% did so for outpatients. To mit-
igate this, 19% of hospitals that were providing alternative access
to care during the first wave of COVID-19 offered hospitalization
as one way for outpatients to receive ECT. This strategy not only
strains the health care system in terms of costs and resources but
also puts the outpatient population at a great economic disadvan-
tage bearing the cost-effectiveness of inpatient psychiatric treat-
ment in comparison to ambulatory programs.23,24 A somewhat
similar trend was seen for acute and maintenance ECT, where
the respective percentages of centers that continued providing ser-
vice were 69% and 44%. It should be noted, however, that acute
ECTwas offered to both inpatients and outpatients, whereas main-
tenance ECTwas provided in the outpatient setting only.

Authors from various countries have published “expert opin-
ion” pieces making recommendations on modifications to the
ECT procedure in the context of general anesthesia, IPAC, and
clinical management.9–11,25,26 Because ECT is classified as a proce-
dure at high-risk for aerosolization, providers were recommended to
relocate treatment to a negative pressure room, as well as to minimize
BVMventilationwith the adoption of safer airwaymanagement strat-
egies using supraglottic air devices.7,10,26–28 Additional measures
included securing HEPA for mask ventilation and performing
preoxygenation of patients with low flow oxygen.7,12,13 Electro-
convulsive therapy titration method and anesthesia dosing gener-
ally remained unchanged.10 The results of our survey demonstrate
that Canadian centers followed these recommendations, with the ex-
ception of using HEPA and preoxygenation, where only a small per-
centage of centers adopted these strategies tominimize aerosolization
risks. In addition, we report that centers used variable approaches
toward modifying the location of ECT delivery, contingent upon
local resources and the design of hospital ventilation systems.

According to our results, the percentage of Canadian centers
that reported ECT practice being affected by the availability of
PPE was 41% (perspective of psychiatrists) and 29% (perspective
of anesthesiologists) (Table 2). Although N95 respirators were
considered mandatory at some locations, some centers were un-
able to provide them at all and offered ECT teammembers towear
procedural masks (30% of centers). Procedural masks are not
designed to block small particle aerosols of less than 5 μm,
prompting several authors to advocate for the use of N95 for
aerosol-generating medical procedures instead.29,30 Although
our data generally do not allow us to establish a causal link be-
tween PPE availability and the viability of ECT programs, several
strategies fostering better IPAC could be proposed. Because less
than half (45%) of surveyed centers reported that IPAC representa-
tives were involved in the decision-making, ECT teams and psychi-
atry departments could consider establishing a closer collaboration
with IPAC divisions at their institutions to be able to rapidly adapt to
evolving pandemic circumstances. A systematic screening process
for COVID-19 symptoms before administering ECT is important to
© 2021 Wolters Kluwer Health, Inc. All rights reserved.
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reduce exposure risk, although a possibility of asymptomatic carriers
cannot be neglected.12,26,31 Staffmembers in the ECT treatment room
must therefore consistently use PPE, adhering to protocols developed
by IPAC as per local resource allocation strategies and redeployment
necessities.7,10,13,26,32 Finally, organizing an ECT schedule based
on relative infection risk, creating a systematic staffing plan with
a master list of the team, having longer intervals between team
changes, and designing backup plans are ideal.13,26,32

Providers generally reported a high level of collaboration
among psychiatry, anesthesia, and hospital leadership in the
decision-making process, but with a limited input from clinical
ethicists.15 With the goal of facilitating ethical decision-making
and improving patient care, hospital-based centers for clinical
ethics typically provide services to patients, families, and hospital
staff members on a variety of issues, including treatment deci-
sions, resource allocation, hospital restructuring, and institutional
ethics.33 In Canada, however, input from clinical ethicists is ob-
tained in an ad hoc manner based on local institutional standards
and available hospital resources. Although these could present a
significant barrier to clinical ethics consults, a lack thereof might
place patients with psychiatric conditions at a greater risk of losing
access to life-saving treatment and being subjected to health care
inequities.2,34 Careful ethical reflection guided by the principles
of proportionality, duty to care, equity, solidarity, inclusiveness,
and transparency is therefore imperative for mitigating harm to
service users and moral injury among service providers.15 In real-
ity, each treatment center in Canada developed its own ad hoc pro-
tocol, which often led to the adoption of arbitrary choices based
on risk perceptions. This situation has been further exacerbated
by “surge planning” and redeployment with scarcity of personnel
and equipment, including PPE.1,35 Although there is no definitive
consensus on whether decision-making should be done at the lo-
cal level or following national or international guidelines, a lack
of harmonized procedures puts hospital personnel at a greater risk
of infection and psychological distress in the workplace.8,9 To re-
duce institutional variability, developing systematic framework to-
ward ECT delivery in the context of a general public health crisis
is pivotal. Beyond the current COVID-19 pandemic, this approach
will also facilitate standardization of treatment protocols, manage
the costs and quality of hospital services, and ensure adherence of
providers to best practices.

Another notable example of variability among Canadian
ECT centers relates to the clinical impacts incurred by the disrup-
tion of service. Although 27% of surveyed institutions discontinued
ECTentirely, those that kept offering service reported adopting ava-
riety of patient prioritization frameworks that determined who
would access treatment. As evidenced by the results, the majority
of centers (75%) developed a completely new approach toward
triaging as opposed to opting for guidance by local prepandemic
standards (25%). No clear preference, however, was given to either
of the newly adopted strategies: 33% of centers provided ECT to se-
vere clinical cases only and 42% considered individual vulnerabil-
ity factors. However, of those institutions that had to reduce service
or discontinue ECT entirely, only 56% facilitated access to care in
other ways, whereas the other 44%were forced to leave a lot of peo-
plewithout the care they needed. Alternative options to care such as
providing more frequent monitoring and follow-up, collaborating
with other service providers, substituting treatments, transferring
patients to other facilities, and changing a patient's status could all
be viable and are sometimes necessary for protecting the lives of
the most vulnerable and mitigating moral injury imposed upon
practitioners and institutions.2,36–38 To further streamline decision-
making, we suggest that ECT could be evaluated against the back-
drop of other procedural treatments according to 5 similarity fac-
tors5,11,25,29: (1) brevity of procedure; (2) need for anesthesia; (3)
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need for specialized equipment; (4) need for multidisciplinary col-
laboration; and (5) postoperative recovery time. These categories
could form the basis for a decision-making model that would rank
procedural treatments according to a set of specific evidence-based
and practice-based criteria. Subsequently, this model can further in-
corporate the analysis of relative risks and benefits associated with
procedure termination, the assessment of morbidity and mortality
of treated illness, and the evaluation of the severity of expected
adverse events.

To our knowledge, this is the first survey that systematically
examined the impact of COVID-19 on psychiatric treatments at a
national level and one of the few published national analyses for
procedural treatments in times of the pandemic. The next step of
this initiative is to conduct a follow-up analysis, exploring the
key differences in how ECT centers across Canadian provinces
and territories responded to COVID-19. Since mid-March 2020,
the public health crisis has been evolving unevenly across Canada,
with Ontario and Quebec being the most severely affected and
Atlantic Canada the least.39–41 Treatment centers in different parts
of Canada adhered to local ministerial, provincial, and institu-
tional standards, which guided the ultimate decision-making
around ECT practices during COVID-19.10,40,41 The understanding
of “what happened” is crucial for guiding further development of a
rational approach toward ECT delivery in pandemic-like contexts,
which will mitigate the impact of the crisis on vulnerable psychiatric
populations, inform other targeted interventions, and identify key as-
pects of knowledge gap in the safe and effective delivery of ECT.

The current report intends to provide a general overview of
how the COVID-19 pandemic might have affected ECT delivery
in Canada and has certain noteworthy limitations. The data pre-
sented here do not consider input from patients in need of ECT
and are restricted to the professionals from specific treatment cen-
ters that participated in the survey. A possible recall bias needs to
be acknowledged because the survey was administered retrospec-
tively: respondents' answers could have been influenced by subse-
quent events associated with the general resumption of medical
procedures that supervened in the summer 2020.41 Another limi-
tation concerns a relatively small number of treatment centers that
provided responses representing the perspective of anesthesiolo-
gists. This makes the results of this report more reflective of
ECT practices adopted by psychiatrists but nevertheless informs
the medical community about a relative consensus between the
2 professional groups in certain areas (ie, ECT unit operations,
hospital resources, and ECT procedure). Despite a relatively equal
contribution of psychiatrists and anesthesiologists to the
decision-making (79% vs 81%), the majority of anesthesiologists
in our sample did not provide specific answers to the questions of
the respective domains (ie, decision-making and mitigating pa-
tient impact), instead indicating that those questions were not ap-
plicable to their expertise. Moreover, a relatively low response rate
might reflect a tendency of anesthesiologists to overlook the criti-
cal impact of ECT disruption on morbidity and mortality of mood
disorders, because this professional group is more likely to prior-
itize care for nonpsychiatric patient populations and not become
involved in provider-patient communication for navigating post-
operative care decisions.42 Lastly, we identified the key issues sur-
rounding ECT delivery during the first wave of COVID-19 based
on individual experiences and opinions rather than standardized
reports provided by institutions. The results of this survey may
thus have been skewed by possible biases due to a preferential re-
sponse of those centers where the perceived impacts of the pan-
demic were the most evident. Notably, this survey was conducted
in a high-income country, where the health care system and types
of services might drastically differ from those in other countries,
so the generalizability of findings may therefore be limited.
58 www.ectjournal.com
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CONCLUSIONS
This survey showed that the COVID-19 crisis and the ensu-

ing public health measures noticeably affected ECT delivery
across Canada between mid-March 2020 and mid-May 2020. De-
spite existing recommendations, institutions showed a great vari-
ance in decision-making guided by risk perceptions and by the
local interpretation of what constitutes an “elective” procedure,
as ECT is not elective for all, essential for many, and may be po-
tentially life-saving for some. To mitigate risks associated with
the evolving “curve” of the pandemic, a need for a systematic con-
sensus framework with input from multiple professionals repre-
senting treatment centers of different types is therefore warranted.
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