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Thank you for your helpful comments Dr Varner. 
 
Thank you for taking on this important research study in the middle of the COVID-
19 pandemic. Having Canadian research during this time period will help the 
Canadian health system evaluate its response and develop plans in the future.  
 
With that said, these research studies should use rigorous methods, be well 
written, and provide a fulsome discussion including comparisons to other 
jurisdictions. All of these can be accomplished with this manuscript, and the 
authors may consider the following suggestions:  
 
1. In the Introduction, the authors can provider further detail and citations for the 
following, "However these analyses looked at isolated cohorts not the overall 
system. Contrasting patients’ emergency health care utilization within the same 
system is required to gain an understanding of possible effects of public health 
measures on the population as a whole."  
 
I am not sure what the authors refer to as the 'system,' as a study looking at the 
entire province's data would be more reflective of the health care system. Please 
clarify and justify why this study is different (and perhaps more meaningful) than 
others published.  
R17: As described in R1, our goal was to look at all patients accessing 
Emergency Care recognizing that these services depend and interact with 
each other. We have re-written the introduction to better clarify these points. 
And although you are correct that Alberta has a provincial health authority, 
Calgary has its own EMS and ED divisions which we refer to as the system.  
 
2. In the Introduction it would be helpful to describe the impact of the pandemic on 
the city of study. Calgary had a relatively low number of cases per 100,000 
persons during this time period, which is different from other jurisdictions where 
studies like this one have been published. There were also specific measures 
implemented to decrease transfers to hospital via EMS, including palliative care 
service provision to LTC homes.  
R18: We provide the actual case count for the city in Figure 1, however, our 
goal was to examine the impact of the unique pressures from the pandemic 
and public health interventions as a whole, including care-seeking patterns 
of non-COVID patients, rather than the COVID-19 patients themselves, so we 
didn’t emphasize the impact of the pandemic further.  
With regards to the specific measures implemented, please see R21 below 
 
3. Please provide further detail about why the 6th level (Omega) was removed. 
How infrequent and inconsistent? I don't think to contrast with the 5-level EMS 



dispatch priority with 5-level ED severity score is an adequate justification. Was it 
removed before or after the data was analysed? 
See R16 above. Omega were removed before the severity data were 
analyzed, but these patients only represented 0.6% of all EMS patients (see 
Table 1) so this likely had minimal to no impact on our results.  
 
4. In the Analysis section, please clarify the following,  "Minimum or maximum 
values from these trends were reported and used to identify relative changes 
compared to an average of the same over the two historical control years." 
 
Comparing the maximum daily mortality rate to the average of the historical control 
years seems inappropriate. Would it not be more appropriate to compare the 
averages between the pandemic year and the historical controls?  
 
For a manuscript with an objective to evaluate 'system-level' impacts of public 
health measures, analyzing daily maximums and minimums does not add much to 
the literature to date. Rather, the trends over this time can speak for themselves 
with more logical statistical analysis. For example, Table 1 clearly shows the 
effects of the pandemic on the number of patients found dead on scene (399 (0.4) 
vs. 353 (0.4) vs. 835 (0.7)).  
R19: We have overhauled our methods and results in response to this 
feedback and that from the statistical reviewer. The new figures seem much 
more intuitive to us, and we believe reflect the more logical statistical 
analysis you refer to. We have also provided more detail about the maximum 
and minimum summary estimates we calculated  - see R13.  
 
5. The paper's discussion does not adequately provide a comparison of this 
study's results to studies completed in other jurisdictions. What are the similarities 
and differences and why might these be so. I would remove much of the 
discussion which is predominantly hypothesizing for a more rigorous comparison 
to the published literature.  
R20: We were limited with our word count but have now clarified our 
discussion and added more relevant citations.   
 
6. The Limitations section does not acknowledge the impact of measures 
implemented in Calgary that likely decreased the transfer to hospital of terminally 
ill patients in long-term care homes. At the beginning of the pandemic a call-centre 
service coordinating contact between long-term care homes and emergency 
departments was critical to keeping vulnerable patients out of the hospital. From 
my limited understanding, this call centre service also involved EMS and palliative 
care advice. In as much, more people may have died at longterm care centres or 
at home and would have not come to hospital. This initiative which was heralded 
as part of why Calgary had a smaller first wave than other Canadian jurisdictions 
may explain some of the increase in dead on arrival EMS calls.  
R21: Thank you for the opportunity to clarify this point. The reviewer is 
referring to an ongoing stepped-wedge evaluation of enhanced referral 
communication practices between Calgary LTC facilities and receiving EDs 
that was implemented in spring 2019 and is unrelated to the pandemic 
response. It encompasses referrals/transfers for all indications, not only 
end-of-life care. The estimated impact—which has not yet been empirically 
verified--is a 20% reduction in ED transfers (corresponding to a city-wide 



maximal impact of 4 patients/day). This program had not been fully 
implemented at the time of the first wave of the pandemic, and so the 
anticipated real-world impact on LTC transfers during the pandemic was 
expected to be minimal. The vast majority of patients who died in LTC were 
not transferred because of existing advance directives, and these deaths 
may not have triggered EMS responses. 
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Thank you for your helpful comments Dr de Mestral. 
 
(1) ED avoidance and shorted ED wait times in the first 3 months of the pandemic 
in Canada have been described - How COVID-19 affected emergency 
departments | CIHI - https://www.cihi.ca/en/covid-19-resources/impact-of-covid-19-
on-canadas-health-care-systems/how-covid-19-affected 
 
(2) However, the EMS data described in the report are interesting and the rise in 
EMS calls unexpected and rise in mortality rates among EMS patients very 
concerning during the pandemic period most concerning. 
R22: Thank you - we cite this report in our discussion and now discuss 
specifically what adding EMS to this reporting does to improve our 
understanding.  
 
(3) Describing the difference between a UCC and ED (e.g.  types of problems, 
frequency of transfer from a UCC to an ED) would be helpful to provide context for 
readers who are not familiar with Alberta Heath Services 
Done 
 
(4) Was there any formal or informal change to the approach/indications by 
Calgary EMS around transporting patients to the ED/hospital (e.g. public 
health/government guidance to avoid transport to hospital unless, internal EMS 
planning)? 
 
(5) Figure 1 at minimum but ideally al figures should be in colour 
Done 
 
(6) The tile and definitely the abstract should state that the setting is Calgary, 
Alberta. 
Done 
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