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Reviewer comments  

Reviewer 1: Robin McGee 

This is an interesting and important paper that provides the “lived experience” of patients, 
providers, and administrators. It is an excellent contribution to the literature on COVID19 
response and will provide historical context as well as potential solutions toward future 
healthcare reform. 

1. Page 4, 45-55: The authors say that the Wennberg and Powell models provide the key 
frameworks for the approach to the study. Because they are so important, the reader would 
benefit from a greater explanation of both models. For example, providing examples would 
greatly clarify the 6 elements of the Powell framework. (e.g., finance). Concise detail about the 
history of these models and the breadth of their application in other research would also aid in 
understanding. These frameworks may each merit their own paragraph, considering their 
importance to the study. 

2. The pandemic is has lasted for two years, during which the sands often shifted with new 
waves and new system responses. The focus groups were held in the fall of 2021. Would it be 
valuable to provide more historical context to the situation at that time? (For example, Delta was 
ascendant then and Omicron had yet to happen). At minimum, this context should be mentioned 
in the discussion as a factor which may influence findings. 

3. Page 6 line 23 – Bravo to the authors for placing this sentence first. This is indeed the 
number one concern of patients, and lack of communication about wait time status has been 
implicated in poor mental health outcomes as in Gagliardi et. al. (2020) 
https://onlinelibrary.wiley.com/doi/epdf/10.1111/hex.13241. 

4. The Discussion does not have a limitations paragraph, nor does it suggest directions or 
strategy for further research. Both would be important to add to the Discussion. 

5. On page 17, line 22 – In the “Decrease demand” box , the comment was that “education” was 
considered “insulting” by some. This finding should be enlarged upon in the text of the paper, to 
highlight approaches that are potentially detrimental or harmful to service delivery. 

 

 

Reviewer 2: Danielle Martin/Women's College Hospital, Department of Family Medicine 

 



This well-written qualitative research paper puts forward a patient and professional perspective 
on recommendations for addressing the surgical backlog recovery as the pandemic hopefully 
comes to a close. The topic matters to patient care and to system recovery from the pandemic, 
particularly if it is published quickly. I applaud the desire of the authors to hear directly from 
members of the public and from the front lines of health care, two perspectives that are too often 
omitted from the policy process when it comes to non-emergency surgeries (and more 
generally). 

Overall, my recommendation is to publish this paper. However, I make below some 
recommendations on how I believe it could be strengthened for consideration of both the 
authorship team and the editors. 

Restructure and sharpen the recommendations: 

1. Consider updating the recommendations to reflect the important feedback around conflicting 
sources of truth and front-line participation. 

The authors state that “participants reported receiving conflicting information about the surgical 
backlog. Patients/family desired unified messaging from a single source. Professionals desired 
the opportunity to shape an overall recovery plan.” Yet none of these important messages make 
it into the recommendations. It seems to me that during the pandemic, the need for messaging 
from a single source and participation of the front lines in shaping pandemic response were 
strengths in many Canadian health systems. Why do the authors shy away from including these 
two important learnings from their study in the recommendations /centres and consider the 
impact of funding incentives on “non-priority” procedures? Is it because these were not put 
forward as “recommendations” by the study participants and rather are inferred by the authors 
from the non-recommendation conversation that occurred? It seems to me that the whole 
purpose of a focus group is to draw out themes and I would not shy away from doing so here, 
otherwise the paper risks burying the lead. 

2. Sharpen the final recommendation to have clearer wording - as written it is hard to 
understand and would be especially hard for patients and caregivers to understand. 

“Refine performance management strategies to understand and measure inequities between 
surgeons and consider the impact of funding incentives on “non-priority” procedures.” – I 
understand what is intended here but would suggest that the authors come right out and say it. 
In fact this is a compound recommendation. Maybe it would be clearer as two recommendations 
– one on what we measure and report, one on what we pay for? I leave it to the authors to 
decide but it currently feels like a euphemism for something that is worthy of just being stated. 

3. Be clearer about who in the Canadian context has the power to implement these 
recommendations, what it would look like if they were implemented, and how success could be 
monitored. As written the recommendations are more high-level guidance; to merit the word 
“recommendations” I think they should be much more specific, measurable, and attributable to 
the actions of system players. Perhaps if the authors feel that this would be over-interpreting 
what was said by the key informants, they could include some examples of how such 
recommendations could be implemented. In the absence of that clarity, I fear the 
recommendations are less likely to be picked up. 

Consider reframing as a shorter paper: 



The goal of the study was to understand informational needs and generate recommendations 
on management of the surgical backlog in the context of the ongoing COVID-19 pandemic 
through focus groups with key stakeholders. The sample size for patients and caregivers was 
very small – only 11 patients/family members who underwent or were awaiting surgery during 
the pandemic, which seems odd since one would think that patients and carers awaiting surgery 
would be easier to find and interview than the larger number of health care leaders who 
participated in the study. The authors chose not to look to other possible sources for public 
opinion, whether in analysis of coverage in the lay media, public opinion polling, hospital 
engagement survey results or elsewhere. The resulting data therefore leave me wondering 
whether important perspectives were missed; the small sample size seems a significant 
drawback. However, the authors assure us that thematic saturation was reached among the 11 
members of the public who participated. 

Having said all that, I do feel that this work merits publication; the topic is extremely timely and if 
the recommendations are taken up by policymakers it could make a real difference in how 
recovery is approached. 

If the editors of the journal feel that a study this small does not merit publication as a research 
paper, another possibility would be to ask the authors to re-work the paper into one of the 
existing shorter formats used in CMAJ.I would still consider this to be a minor set of revisions 
because the content and analysis would not change substantially. 

I hope that these comments are helpful and thank the authors for exploring this important topic. 

 

Reviewer 3: Erik Skarsgard/ Department of Surgery, BC Children's Hospital 

 

This is a qualitative study seeking to generate recommendations from key stakeholders to 
inform recovery from the surgical backlog in Canada, recently compounded by the COVID-19 
pandemic. The researchers elicited opinions of patients/family members and healthcare leaders 
through semi-structured focus group interviews. The transcripts were analyzed by qualitative 
research experts who identified and coded themes, which were then mapped to two 
“complementary” frameworks, which I will describe further below. Data analyses led to the 
emergence of three, prioritized stakeholder-recommended strategies for surgical backlog 
management:(1) Increase supply through focusing on system efficiencies and maintaining/ 
increasing healthcare personnel; (2) Incorporate patient-centred outcomes into triage 
definitions; and (3) Refine performance management strategies to understand and measure 
inequities between surgeons/centres. Strategies that were discouraged included active efforts to 
decrease surgical demand. 

 

The paper is well written, and the supplementary materials contain a rich source of data that 
includes the patient voice, an important element of any process that seeks to improve our health 
system. 

 



One of the backlog management frameworks (Wennberg et al, reference 7) was synthesized 
from actual provincial initiatives which had been implemented with a goal of reducing surgical 
wait times. The second framework (Powell et al, reference 24) is entitled “ A compilation of 
strategies for implementing clinical innovations in health and mental health.” As suggested by 
the title, this article focuses on the implementation of evidence-based healthcare innovation into 
usual care. The article explicitly states: “…the purpose of this article is not to identify ways to 
determine what innovations should be adopted but to show how they can be implemented 
through the use of specific strategies.” 

 

Comments: 

1. A strength of this article are the detailed stakeholder transcripts contained in the supplement. 

 

2. A limitation of this manuscript is the authors’ inappropriate (in my view) use of a tool 
developed for implementation of improvement strategies as a framework for the actual 
strategies necessary for surgical backlog recovery. The figure on p17 includes a grey box at the 
bottom entitled Summary of Recommended Strategies using the 6 categories (Plan, Educate, 
Finance, Restructure, Quality management, Policy context) from the Powell paper. This 
represents an adoption of a framework for a purpose other than what it was developed for. Even 
though some of the categories could be used to classify interventions to deal with the problem 
of a surgical backlog, the problem of using a framework or tool in a context that is different from 
the one it which it was originally developed remains. In addition, the authors state that questions 
and prompts were derived from study objectives and the complementary frameworks, 
representing a misuse of the Powell framework in engaging stakeholders. 

 

3. It would be helpful to know more about how patients and families were selected for focus 
groups. What steps were taken to include rural/remote families, Indigenous/other visible 
minorities? 

 

4. More information could be provided on “convenience sampling” and sample size 
determination by informational saturation to support understanding by readers who lack 
qualitative research expertise. Eleven patients/families seems like a small number and there is 
likely significant sampling bias of reported views (which is acknowledged in the discussion). 

 

5. Similarly, how representative were the healthcare leaders of health system from a geographic 
and service tier level? Some statement of geographic and service tier (ie community hospital vs 
tertiary/quaternary service level hospital) distribution should be included in the description of 
participants. 

 



6. The issue of equity-driven surgical waitlist prioritization is essential to any health system with 
a demand to capacity mismatch, which existed in Canada long before the pandemic. Achieving 
equity in wait times is highly desirable but difficult to achieve across the breadth of diagnoses of 
patients awaiting surgery. In reviewing tables 6-8, the only patient exemplar quote that appears 
to address this is the statement…”So defining unnecessary based on patient family perspective 
will be very important”. The healthcare leader narrative describes shifting focus from “elective” 
to “degree of suffering” and there is another comment about the variability of symptom severity 
within specific access targets for surgery. Yet, one of the prioritized recommendations states: 
“Incorporate patient-centred outcomes into triage definitions…Aspects such as time sensitivity 
and patient suffering were emphasized…”. For this to be one of only three stakeholder-identified 
recommendations are there other exemplar quotes from patients that support this as a priority? 

 

7. Supplementary Table 7 summarizes strategies within the various themes and shows where 
there is alignment between the two stakeholder groups. It includes another column entitled 
“concerns or caveats” which highlights the significant barriers or unintended consequences 
associated with implementation. These are important because they describe the feasibility of the 
various strategies developed, which could also inform prioritization. Did these come up in the 
focus group discussions, and were they used at all in “weighting” the recommendations? For 
example, waitlist management through centralized referral was endorsed by patient and health 
care leader stakeholder groups, yet several barriers are identified. However, use of data to 
assess waits and bottlenecks was similarly endorsed by both groups without identified concerns 
or caveats. 

Author response: 

Thank you for your interest in our work and for the detailed comments. We have 
addressed all comments in the tracked and clean files attached. 


