
Article details: 2021-0301 
Title: Emergency department visits by community-dwelling persons with dementia 
during the first 2 waves of the COVID-19 pandemic in Ontario: a repeated cross-
sectional analysis 
Authors: Laura C. Maclagan, Xuesong Wang, Abby Emdin, Aaron Jones, R. Liisa 
Jaakkimainen, Michael J. Schull, Nadia Sourial, Isabelle Vedel, Richard H. Swartz and 
Susan E. Bronskill 
 
Reviewer 1: Dr. Greta Cummings 
Institution: University of Alberta 
General comments (author response in bold) 
 
Thank you for the opportunity to review this paper.  This has potential to be an important 
paper due to its focus on persons with dementia during the pandemic. 
 
1. The writing and content could be clarified to strengthen the paper's message and 
implications of the data analysis. For example, at the bottom of page 4 and the top of 
page 5, it indicates that "in the present study, we examined weekly rates of Ed visits 
during the...".  this is written as more of a methodological statement rather than a 
purpose or aim statement, which usually includes why a study is being done, not just 
what was done. 
Please see the response to Editor, Comment 1 above.  
  
Methods 
2. It would be worthwhile to clarify how some decisions were made and specifically 
how variables were defined theoretically and then measured (e.g., How were the 16 
chronic conditions chosen?). 
We have clarified the definitions for some of the sociodemographic variables 
(page 5, lines 134-136 and in the footnotes of Table 1). The 16 chronic conditions 
were chosen as they are common conditions for which validated or commonly 
used health administrative data algorithms are available in Ontario. These 
conditions may also influence the need for emergency department care.  
 
3. Outcomes - p. 6 lines 24-27, urgency is defined and then measured using CTAS, 
yet the table of results (table 3) lists acuity rather than urgency. 
We have corrected the description of the study outcome to “urgency” in Table 3 
and have corrected the subtitle on page 8 line 187.   
 
4. p 6 line 38-42. there is a circular argument with dementia listed as a diagnostic 
grouping that is examined in relation to persons with dementia. 
Dementia and delirium are listed as a diagnostic grouping for ED visits because 
they exist as specific ICD-10-CA codes which are often recorded as the main 
reason for the ED visit. We have recently published related work (Jones et al., 
2022 J Am Geriatr Soc.) which illustrates the challenge of selecting one code to 
represent the complexity of someone with dementia presenting to the ED. 
Although inclusion of these codes may appear somewhat circular (unlike codes 
for stroke or fractures), persons with dementia may present to the ED with 
behavioural and psychosocial symptoms of dementia (e.g., agitation, apathy) 
and/or acute delirium, which are important reasons for ED visits to capture.  
  
Results 



5. The first sentence of the results is not clear standing alone. Are the #s the total 
number of unique persons or visits?  How were repeat visits analyzed and reported, and 
is there potential cross analysis with other characteristics? 
The first sentence in the results indicates the number of unique persons who 
visited the ED during the pandemic and historical periods. We have clarified this 
on page 7, lines 171-172 and also created a new Figure 1.  Repeat visits were 
included in all analyses of ED visit rates (see response to Editor, Comment 4 
above).  
 
6. The sentence on p. 7 lines 40-46 re repeat visits is overly long and could be 
simplified for clarity. 
Thank you for the suggestion. We have revised accordingly (page 7 line 179).  
 
Interpretation 
7. Much of the interpretation section repeats the results rather than discussing and 
interpreting the implications of the results for the population studied. 
 
In summary, the results are not at all surprising given the common experience of the 
pandemic. The interpretation leaves the reader with many unaddressed questions 
regarding the implications of the results. While many of the questions may not be able to 
be addressed, I encourage the team to think through these and others. 
We have strengthened and focused the interpretation of the study results in the 
discussion on page 9, lines 218-226, 228-239, page 10 lines 242-243, and pages 11-
12 lines 275-284 (also see response to Editor, Comment 11).  
  
8. Are there any results or data that inform the living situation of these persons, - do 
they have caregivers, spouses, etc? 
Unfortunately, information on whether the person with dementia resided with a 
spouse, received care partner support, and/or lived alone was not available in the 
health administrative data. We have added this to the limitations on page 13, lines 
304-305.  
 
9. Are these patients accompanied to ED?  worried about not being allowed to have 
a companion in the ED? 
During the COVID-19 pandemic, many hospitals instituted policies that persons 
with dementia from being accompanied to the ED. As suggested, this may have 
contributed to potential reluctance to visit the ED during the COVID-19 pandemic. 
We have added this to the discussion on page 9, lines 221-222.   
 
10. Implications will be different for those with mild dementia vs more severe - any 
data on this? 
Unfortunately, we cannot determine the severity of dementia using health 
administrative databases. However, our study cohort descriptive characteristics 
including age and comorbidities presented in Table 1 have demonstrated that 
persons presenting to the ED had similar clinical and demographic characteristics 
during the pandemic and historical periods. 
 
Reviewer 2: Dr. Lara Khoury 
Institution: The Ottawa Hospital 
General comments (author response in bold) 
 



1. This is a very well-done study and an extremely relevant topic for providers who 
manage the care of persons with dementia. It was interesting to read and helped me 
reflect further on the impact the COVID pandemic has had on my patients who suffer 
from dementia and their caregivers. 
Thank you for your positive feedback regarding our study.  
 
2. Authors state that "social isolation and cancellation of health and social services 
resulting from pandemic restrictions has worsened BPSD, which may necessitate 
appropriate access to in-person healthcare services". Can the authors explain why, 
despite worsening of BPSD, these patients were not presenting to the ED? Is it because 
these persons were living alone and did not seek medical attention? Is it because the 
severity of their symptoms was not being recognized? Were they somehow managed 
virtually (as family MDs were not seeing many patients in person), despite it being 
challenging to do so for more severe BPSD symptoms? Some explanation of why this 
may be the case would be helpful. 
Research examining the impact of the COVID-19 pandemic on persons with 
dementia and their care partners has found that increases in BPSD such as 
apathy, anxiety, and depression arose likely due to social isolation caused by 
public health measures and service cancellation for persons with dementia during 
the pandemic (Simonetti et al., 2020 Front Pysch., Numbers and Brodaty, 2021 Nat 
Rev Neurol.).  
However, understanding how persons with BPSD sought or did not seek 
healthcare services during the pandemic is complex, and there is relatively little 
research regarding this issue the literature. As suggested, it is possible that 
persons with dementia delayed or did not present to the ED or other health care 
providers due to living alone (and possible lack of recognition of symptoms or 
difficulty accessing services) or fear of COVID-19 infection if presented to a 
healthcare provide in-person. It is also possible that some care usually provided 
in the ED may have shifted to virtual care in other settings such as through family 
physicians. In related work, we demonstrated and a shift to virtual care and a 
rebound in rates of physician visits in persons with dementia at the end of the first 
wave of the COVID-19 pandemic (Bronskill et al., 2022, JAMA Health Forum). We 
have added additional discussion regarding this issue on pages 11-12, lines 275-
284.  
 
3. Authors comment that they noted increases in the proportion of ED visits for 
which patients were admitted to hospital. Providing reasons/diagnoses necessitating 
admissions, as well as the severity of their illnesses requiring admissions, would help 
provide additional insights into the impact of reduced rate of ED visits. In other words, 
authors can demonstrate that because patients are not seeking help when they need it, 
by the time they present to the ED, they are more likely to present with more 
complex/late presentations and more severe illnesses. 
A detailed examination of the disease severity and diagnoses that necessitated 
admission to hospital from the ED is beyond the scope of the present study, 
however, our data shows that diseases of the circulatory system, injuries, 
diseases of the respiratory system, and mental and behavioural disorders were 
among the most frequent most-responsible diagnoses for persons with dementia 
who were admitted to hospital after the ED visit. These diagnoses mirror those 
most frequently reported as the main diagnosis for ED visits. 


