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ABOUT THIS WHITE PAPER
This is Part 4 of a four-part white paper that explores the critical role that community-based
rehabilitation plays in the Ontario health care system. Community-Based Rehabilitation: Providing HighValue Rehabilitative Care in the Community describes the impact of community-based rehabilitation and
provides recommendations for health system decision-makers to improve the spread of innovative and
cost-effective community-based models of rehabilitative care.
Community-Based Rehabilitation: Providing High-Value Rehabilitative Care in the Community is
published in four parts:
Part 1: The Value of Community-Based Rehabilitation: An Overview
Part 2: In-Home Rehabilitation
Part 3: Rehabilitation in Outpatient/Community Clinics
Part 4: Rehabilitation in Primary Care
The four parts of Community-Based Rehabilitation: Providing High-Value
Rehabilitative Care in the Community were published from November 2020 to March
2022. Over that period, the RCA modified the patient-centred, needs-based
categories used in the paper to describe and organize rehabilitative care.
Prevention—primary, secondary and tertiary —has now been integrated across
categories to better reflect the prevention continuum. The updated categories can
be found in Part 3: Ambulatory Rehabilitation and Part 4: Rehabilitation in Primary
Care.
In addition, the term “ambulatory rehabilitation” is no longer being used. In Part 4, it
has been replaced by the more inclusive “rehabilitation in outpatient/community
clinics” to reflect that not all patients served in these settings are able to ambulate.

Although this paper is released in parts, integration of care across the continuum of community-based
rehabilitative care is key. Patients may require rehabilitative care in each of the above sectors
concurrently or consecutively to address patient and care partner needs. Many effective models of care
demonstrate this integration, spanning different sectors (e.g., outpatient/community clinics and
rehabilitation in primary care) and different mechanisms of care delivery (e.g., virtual and in-person
care.)
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Figure 1: Integrated models of rehabilitative care across sectors
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RECOMMENDATIONS
The Premier’s Council on Improving Healthcare and Ending Hallway Medicine 1 recommended that
Ontario support patients and providers by ensuring effective primary care is the foundation of an
integrated health care system. The Ontario Health Team model built on this recommendation with an
emphasis on strong and meaningful partnerships with the primary care sector as one element of
delivering better, faster and more coordinated patient-centred care.2 Integrating rehabilitation within
primary care will further strengthen and enhance primary care and will help OHTs deliver on their
promise of coordinated, patient-centred care.
Health System Recommendations




Every primary care team in Ontario should adopt an interprofessional approach that integrates
rehabilitation services within the team’s core service delivery and/or establish direct linkages to
external rehabilitative care services.
»

Timely and equitable access to rehabilitative care should be provided to all Ontarians,
inclusive of diverse communities and independent of an individual’s socioeconomic
status or geographic location. Access to publicly funded rehabilitation through
interprofessional primary care is essential to promote a healthy lifestyle, prevent
functional decline and maintain or improve function.

»

Sufficient funding must be in place to support the provision of rehabilitative care within
primary care.

Further exploration and implementation of evidence-informed, innovative interprofessional
primary care models is needed to address the health disparities caused by lack of access to
rehabilitative care and to respond to local needs. (See Section 6: Models for Integrating
Rehabilitation in Primary Care)
»



For example, direct access to rehabilitative care (i.e., no initial visit to a primary care
practitioner) is cost-effective and safe, results in high patient satisfaction and reduces
workload for primary care providers.

Rehabilitation should be integrated within Ontario Health Teams at the primary care level. In
addition, OHTs should:
»

Explore innovative models for care delivery to meet the rehabilitation needs of patients not
rostered to interprofessional primary care teams

»

Integrate rehabilitation provided through primary care with specialized rehabilitation
services provided by tertiary centres
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»



Provide rehabilitation using a population-based approach to better respond to local needs
within the area served.

A provincial data collection and reporting system should be implemented for community-based
rehabilitation (including rehabilitation in primary care) to further inform program, policy and
funding decisions. The system should encompass client, provider and health system outcomes
and include a minimum subset of standardized and validated tools for community-based
rehabilitation across the continuum of care and patient populations.

Clinical/Operational Recommendations


All rehabilitation provided within a primary care model must be based on shared, patientcentred goals set collaboratively by the patient, care partner/s and the interprofessional team.



Primary care teams should integrate rehabilitation by:
» Promoting awareness of professional roles, which builds interprofessional trust
» Encouraging flexibility in working across traditional professional and hierarchal role
boundaries
» Enabling formal and informal collaborative communication
» Sharing decision-making between rehabilitation and primary care professionals
» Sharing accountability
» Maximizing the scope of rehabilitation professionals in primary care (e.g., Advanced
Practice Practitioners with medical directives to order diagnostic imaging, lab tests,
administer vaccinations, set fractures)



Patient experience and outcomes related to rehabilitation should be measured and reported
using standardized and validated tools regardless of the care delivery mechanism (e.g., inperson care, virtual care) or model of care.
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1. INTRODUCTION
As outlined in Part 1 of this white paper, The Value of Community-Based Rehabilitation: An Overview,
community-based rehabilitation is focused on enabling individuals with impairments and disabilities to
reach and maintain their optimal physical, sensory, cognitive, communicative, psychological and social
functional levels. It promotes health and well-being, re-integration to and participation in community
living and improved quality of life.3
Determination of where the patient receives community-based rehabilitative care (in an
outpatient/community clinic, in-home setting and/or primary care setting) should be determined by
which environment provides the necessary level of expertise, intensity and safety. The decision must
also take into account the patient’s abilities, preferences and rehabilitation goals.
This paper (Part 4) is the last of a four-part series and will focus on rehabilitation in primary care. Part 2:
In-home Rehabilitation and Part 3: Ambulatory Rehabilitation were released separately.

2. METHODOLOGY
A review of the literature and best practice guidelines was conducted to identify best practices for
rehabilitation in primary care that impact patient and system level outcomes. Drawing on the evidence,
the models of rehabilitation in primary care are described using the following patient-centred, needsbased categories, recognizing that patients requiring rehabilitation may fall under more than one
category concurrently:
Figure 2: Patient-centred, needs-based categories
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In each category, examples of effective rehabilitative care models are identified along with their
outcomes, addressing the objectives of the Quadruple Aim framework whenever possible:





Improving the patient experience of care (including quality and satisfaction),
Improving the health of populations,
Reducing the per capita cost of health care, and
Improving provider experience (professional wellness).4

The examples included are evidence-based with measurable outcomes and meet the definitions of
rehabilitation set out in the RCA’s Definitions Framework for Community Based Levels of Care.
Finally, the paper presents a series of recommendations based on the evidence and the input of subject
matter experts. These recommendations provide decision-makers with guidance on the optimal
organization and provision of rehabilitation in primary care in order to realize the benefits demonstrated
in the literature and support wider adoption of these practices and models. Please note that this paper
does not recommend one model of care over another, but presents options, which may be adapted to
local contexts.
This paper was developed by a Rehabilitation in Primary Care Clinical Subject Matter Expert Group,
made up of a broad group of provincial stakeholders, and validated by the Rehabilitative Care Alliance
(RCA) Community Rehabilitation Advisory Group and the RCA Patient & Caregiver Advisory Group.
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3. WHAT IS REHABILITATION IN PRIMARY CARE?
Primary care is the first level of contact in the health care system where services are mobilized and
coordinated to promote health; prevent, diagnose and treat illness and injury; and manage chronic
disease.5 6 In Ontario, primary care models include Aboriginal Health Access Centres (AHAC), Community
Health Centres (CHC), Family Health Teams (FHT) and Nurse Practitioner-Led Clinics.
Rehabilitation is a key element of primary care. Rehabilitation in primary care is delivered through an
interprofessional approach and is focused on the following outcomes:7
 promotion of healthy lifestyle and aging;
 prevention of the loss of function/maintenance of current function;
 improvement or restoration of function;
 slowing the rate of loss of function; and
 compensation for lost function.
Consistent with the Starfield Principlesi and the vision of a Patient’s Medical Home,ii rehabilitation in
primary care is provided at first contact, ensuring people get the “right care, right away.” The provision
of patient and family-centred rehabilitative care services within primary care supports comprehensive,
integrated health care by enhancing access to rehabilitation, supporting continuity of care and providing
services to meet the needs of the community. Where rehabilitation is not available as a core service
(e.g., when primary care is provided by a sole practitioner), rehabilitative care services should be
mobilized and coordinated as needed.
Rehabilitation in primary care is most often delivered or supervised by at least one regulated
rehabilitative care professional, including audiologists, dietitians, kinesiologists, occupational therapists,
physiotherapists, psychologists, rehabilitation nurses, respiratory therapists, social workers and speechlanguage pathologists.8 9 10 11 12 13 14
Rehabilitative care roles and activities in primary care include assessment, diagnosis and interventions
for both acute and chronic conditions. These interventions include the following:








manual therapy;
exercise programs;
self-management education;
safety and fall prevention programs;
pain management;
return to work programs;
system navigation to access community
resources;







collaborative triaging for specialist care;
palliative and end-of-life care to allow for
quality of life;
redesign of physical environments to support
participation in valued activities;
family and caregiver support; and
assisting patient transitions through the care
continuum.5 15 16

i

The Starfield Principles characterize four essential functions of primary care: first contact, person-focused over
time, comprehensiveness and coordination.
ii
The Patient’s Medical Home is a vision of family practice that is readily accessible, centred on the patients’ needs,
provided throughout every stage of life and seamlessly integrates with other services in the health care system and
community.
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4. WHY IS REHABILITATION IN PRIMARY CARE IMPORTANT?
The integration of rehabilitative care into primary care settings has been shown to improve patient
outcomes, including quality-of-life measures; decrease wait-times for rehabilitative care; reduce rates of
referral to specialists (e.g., orthopaedic surgeons, rheumatologists); reduce hospital readmissions; delay
admission to long-term care; and increase levels of satisfaction of both patients and physicians.5 15 16 17
The full impact of rehabilitative care services—including those provided in primary care—is even
broader, and includes:
Improving patient experience of care 8 18 19 20 21 22

Improving the health of populations18 19 20 21 26 27

23 24 25

28 29











Minimizing impact of the disability;
Managing acute and chronic pain and
symptoms;
Optimizing high quality of life, regardless of the
trajectory of the patient’s condition;
Improved participation in the community –
school, workplace, community activities;
Reducing social isolation/enhanced peer
support;
Increasing opportunity for care partners to play
an integral role in care planning;
Enabling people to remain safely in their home
rather than needing institutional or congregate
care; and
Helping both patient and care partners
participate in meaningful life activities.

Reducing the per capita cost of health care 18 19 20











Improving function and quality of life;
Decreasing the rate and risk of falls;
Improving strength, endurance, balance and
coordination;
Improving physical, sensory, cognitive,
communicative, psychological and social
function;
Decreasing symptoms and improved daily
functioning;
Preventing complications of medical conditions;
Reducing mental health conditions/addictions;
and
Reducing morbidity and mortality.

Improving provider experience 33 34

21 30 31 32













Reducing hospital inpatient length of stay, with
earlier discharge home to community,
rehabilitation and support services;
Providing cost-effective structured programs;
Reducing the need for pharmaceuticals and
diagnostic imaging;
Delivering safe transitional care;
Reducing emergency department utilization;
Preventing hospital re-admission;
Reducing the need for in-home personal
support;
Preventing or delaying the need for long-term
care;
Enabling people to participate in meaningful life
activities; and
Reducing utilization of community and social
services and social assistance (e.g., employment
insurance or disability support).
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Supporting a culture of quality fueled by
continuous learning;
Developing relevant human health resources,
such as advanced practice practitioners, to
improve access to specialist care;
Contributing to a happier, healthier, more
resilient and productive rehabilitative care
workforce;
Providing joy in positive patient and care
partner outcomes;
Meeting quality assurance requirements and
standards through implementation of best
practice models of rehabilitation;
More comprehensive awareness and
recognition of the roles, skills and scope of
individual members of the interprofessional
team; and
Improve the experience of other team members
in delivering interprofessional primary care.
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5. EQUITABLE ACCESS TO REHABILITATION THROUGH PRIMARY CARE
Across Canada, there are a large number of people who require rehabilitation but are unable to access
these services.35 36
The Canada Health Act37 ensures Canadians have access to “medically necessary services.”38 However,
rehabilitative care services often fall under the category of “additional benefits,” which are funded and
delivered differently in each province and territory.38 As a result, not all services are publicly funded.
Only two out of three Canadians have private insurance that covers some or all of their rehabilitation
expenses;39 this leaves a significant number of people unable to access necessary health care services,
creating health disparities.27
Rehabilitation in primary care is one way for people who do not otherwise qualify for publicly funded
rehabilitative care to access rehabilitation. However, the 2017 Ontario Auditor General’s report noted
that despite Ontario’s progress in building a strong foundation of primary care services, over half of
Community Health Centres did not provide rehabilitative care in 2016.40 The report recommended
including access to rehabilitation in the minimum recommended basket of services for comprehensive
primary care and improving workforce planning to ensure primary care includes more interprofessional
health providers (such as rehabilitative care professionals). 40 Further exploration and implementation of
innovative interprofessional primary care models is needed to address these recommendations and the
health disparities caused by lack of access to rehabilitative care.
Direct Access to Rehabilitative Care Professionals in Primary Care
Rehabilitative care professionals are qualified, autonomous clinical practitioners who are able to assess,
diagnose, treat and discharge a person, where appropriate. Direct access uses their full scope of practice
to improve access to rehabilitative care. In a primary care setting, direct access to rehabilitative care
means patients are able to see a rehabilitative care professional (where appropriate) without first seeing
a primary care practitioner. In addition to providing care, the rehabilitative care professional is
accountable for referring the patient to other services as required. The principle is that patients should
be seen by the right person in the right place the first time, and that patients should be seen as quickly
as possible.41
Direct access to physiotherapy in primary care has proven particularly effective in caring for patients
with musculoskeletal issues. In fact, care for musculoskeletal disorders provided by family physicians
was found to be less effective than physiotherapy and consisted mostly of medication prescription and
brief advice.41 42 Compared with patients with musculoskeletal disorders who receive traditional
management by a family physician, patients who are directly assessed and treated by a physiotherapist
show significantly improved health-related quality of life; reduced pain, sick time and disability;
accelerated recovery; and fewer instances of acute problems becoming chronic.41 42 43 Similarly, early
physiotherapy referral by family physicians for individuals with low back pain is associated with
decreased need for advanced imaging, surgery, cortisone injections and opioid medications, resulting in
lower total medical costs.44
Rehabilitation in Primary Care – March 2022
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Direct access to physiotherapy in primary care is cost-effective and safe, results in high patient
satisfaction and reduces workload for family physicians. 42 45 46 Critics of the practice argue that a
physician examination is necessary to diagnose and direct care; however, a US study showed 29 per cent
of musculoskeletal diagnoses for patients referred to physiotherapy were non-specific and 58 per cent
contained non-specific treatment orders. 47 Advocates for direct access also argue that requiring a
physician referral for physiotherapy services may delay access to health care and increase costs.47
Audiologists are providers of primary hearing health care who specialize in the prevention of hearing
loss and in the identification, assessment, diagnosis, management and treatment of hearing and balance
disorders.48 Although the College of Audiologists and Speech-Language Pathologists of Ontario specifies
that a physician referral is not required to receive services from an audiologist,49 most publicly funded
audiology services in Ontario are hospital-based and require a referral. However, the case for direct
access is supported by the findings of a US study comparing audiologists with otolaryngologists. The
study found no significant differences in diagnoses and treatment plans and found that audiologists
referred to otolaryngology when appropriate. 50 Direct access to publicly-funded audiology would
support better capacity utilization in the healthcare system for both audiologists and otolaryngologists
with a reduced cost.

6. MODELS FOR INTEGRATING REHABILITATION IN PRIMARY CARE
In Ontario, the role of rehabilitative care in primary care was significantly advanced in 2010, when
Ontario funded the inclusion of occupational therapists in Family Health Teams. The integration of
occupational therapists into this interprofessional model of primary care was one of the first large scale
initiatives of its kind in North America. Communication, trust and an understanding of the role of
occupational therapy were key to integration and were supported by strategies such as co-location,
electronic medical records and team meetings.51
The integration of physiotherapy into primary care happened more gradually. Factors affecting
integration included the community and population being served, the organization’s structure and
funding model and how well interprofessional team members and administration understood the
physiotherapists’ role.52 53 54 A key factor in successful integration was the perceived value of
physiotherapists by family physicians and nurse practitioners within primary health care teams. Teams
were unanimous on the value of physiotherapy in managing musculoskeletal health and chronic disease
management and in maximizing the use of health human resources to ensure the right care is delivered
by the right practitioner, at the right time.52
Family physicians have also recommended including exercise specialists, such as kinesiologists, as part of
the interprofessional team to help patients exercise effectively and safely.55
Despite these advances, there is still much room for further integration of rehabilitative care in primary
care. There are currently over 3.4 million Ontarians enrolled in 185 Family Health Teams in over 200
Rehabilitation in Primary Care – March 2022

12 |

Rehabilitative Care Alliance

communities across Ontario.56 According to the Ontario Ministry of Health, in 2022 there were 41.2
approved full time equivalents (FTEs) for occupational therapy, 31.8 approved FTEs for physiotherapy,
and 4.3 approved FTEs for kinesiologists. Similarly in 2018, there were 18.8 approved FTEs for
occupational therapy, 60.6 approved FTEs for physiotherapy and 9.9 approved FTEs for kinesiologists
across 101 Community Health Centres.57
The following themes have been identified as supports and impediments to the integration of
rehabilitation in primary care:58 59
Supports:
 Team approach: Recognizing the importance of varied professional expertise and skill sets
 Maximized scope of practice: Maximizing the scope of rehabilitative professionals (e.g.,
through medical directives for ordering diagnostic imaging, lab tests, vaccinations, setting
fractures, etc.) to promote timely and efficient care across all disciplines
 Flexibility: Encouraging flexibility in working across traditional professional and hierarchal role
boundaries
 Interprofessional trust: Creating trust among professionals who historically have not worked
with one another by building relationships and ensuring thorough knowledge and negotiation
of each other’s roles
 Strong communication: Establishing structured, formal communication and shared decisionmaking between rehabilitation and primary care professionals
 Accountability: Facilitating accountability through administrative governance that represents
the best interests of the whole organization and the population that it is designed to serve
 Population-based approach: Preparing rehabilitative care professionals to address and evaluate
interventions at a population level
Impediments:
 Compensation: Compensation can be a factor depending on the funding source of the primary
care service. For example, in Ontario, rehabilitation professionals in primary care teams are/can
be included in base funding; for sole practitioners, there are no designated funds/models for
accessing rehabilitation.

Models that integrate rehabilitation in primary care
The literature identifies six models for the integration of rehabilitation in primary care. The models are
not mutually exclusive, and most rehabilitation provided in primary care in Ontario includes features of
several models. All rehabilitation provided in primary care must be patient-centred and based on shared
goals set collaboratively by the patient, care partner/s and the interprofessional team.
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1. Coordinated Clinical Care
In a coordinated clinical care model, all members of the interprofessional team are co-located,
facilitating joint appointments with patients and the development of interprofessional trust; a key
feature of this model is that delivery of care to the patient and their care partner/s is coordinated
among the various health professionals. Patient care, including rehabilitation, is consolidated to a
single location, minimizing the transportation needs of patients. Rehabilitation interventions are
provided one-to-one and/or in groups and include providing education, supporting selfmanagement and exercise, assisting patients to manage their disabilities across the trajectory of
their condition and ensuring continuity of care. Examples of this model of care include Community
Health Centres and Family Health Teams.58 60 61 62 63
2. Self-Management
The self-management model provides systematic education and support by rehabilitative care
professionals for a targeted patient population to increase patients’ skills and confidence in
managing their health problems. This model empowers patients to monitor and care for their own
health, providing them with new skills and information and making them more confident and more
effective managers of their own health. Many programs using this model involve self-referral, and all
involve a self-directed approach to care. Examples of these model of care include chronic pain and
chronic illness self-management groups. 58 60 61 62
3. Outreach
In the outreach model, rehabilitative care professionals provide services to remote or resource-poor
locations. Programs emanate from an institutional base and concentrate on providing rehabilitative
care services to people who would not otherwise access services, but may be at risk. In the Toronto
Region example (see below), 76 per cent of the one-to-one clients and 64 per cent of the group
clients would not be able to access physiotherapy services elsewhere. Outreach services may also
allow patients in rural or remote areas to access specific rehabilitation expertise from a tertiary care
setting (e.g., a specialized stroke program) and can provide opportunities for family physicians and
“generalist” therapists to develop additional skills. Examples of this model include mobile teams and
satellite units. 58 60 61 62 64
4. Collaborative Care
In a collaborative care model, rehabilitative care is provided through external partnerships with
rehabilitative care professionals. The model ensures patients benefit from cross-organizational
communication and coordination between the family physician, the rehabilitative care
professional(s) and specialists (e.g., rheumatologist, neurologist). Examples of collaborative care
include virtual consultation with physiatrists via the Ontario Telemedicine Network and the Solo
Practitioners in Need (SPIN) referral program. The SPIN program allows family physicians in the
Toronto Region without access to interprofessional teams to connect their medically and socially
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complex patients to rehabilitation and other services available within an established network of
community health centres and other community service organizations. 58 60 61 62 63
5. Case Management
In this model, a case manager marshals and coordinates the necessary rehabilitation services to be
delivered in the patient’s home or other community location based on a referral and intake
assessment. The case manager tracks and coordinates multiple service providers and organizations,
reducing the number of visits to the primary care physician by linking the patient with more
appropriate service providers. In the case of direct access, where the rehabilitative care professional
is the patient’s first contact with the health care system, the rehabilitation professional holds
accountability for referral to other required services. A well-known example of the case
management model is a return-to-work specialist. 58 60 61 62
6. Community Development/Programming Consultation
Using a community development philosophy, this model identifies rehabilitation professionals in
primary care as advocates for people with chronic diseases and disabilities. Community
development includes internal and cross-organizational partnerships that support the development
of wellness programs focusing on prevention, maintenance care and health promotion. Examples of
this in primary care include physiotherapists consulting with diabetes or pre- and post-natal
programs on how to include a rehabilitation component. 58 60 61 62
Examples of these models will be presented in the areas of primary prevention, post-injury/illness and
progressive/chronic conditions.
_______________________________________
Physiotherapy in primary care: An Ontario success story
In 2015, the Toronto Primary Care Rehabilitation Network launched a successful approach to integrating
physiotherapy into primary care with 11 Community Health Centres in the Toronto Region. The Network
has since expanded across 18 primary care teams and includes 21.8 physiotherapy full-time equivalents.
The Toronto approach includes features of the six integrated models described above, including:






Clinic care focused on providing individualized, goal-oriented assessment and interventions,
including one-on-one physiotherapy services and group physiotherapy programs;
Shared care focused on collaborative provider partnerships for goal-oriented assessment and
intervention;
Case management based on first contact access for rehabilitative care needs;
Integrated care through external partnerships that support collaborative service delivery across
the continuum of care;
Outreach services that target marginalized populations who may be at risk, but who otherwise
would not access services (22 percent of clients served through the collaborative were not
rostered to a primary care provider at the CHC); and
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Programming consultation to internal and external partners to support program development
of wellness services for health promotion, disease prevention and maintenance.

The Network consists of a community of practice (coordinated by a physiotherapy lead) that supports
capacity building, professional development, continuous quality improvement and evaluation. An
evaluation of the approach demonstrated the impact of the integrated physiotherapy services, such as
improved pain management (i.e., reduction in prescription and use of pain medications); client-reported
improvements in mobility, function, self-management and quality of life; and health system efficiencies,
including reduction in diagnostic imaging and specialist consults.60 61 62
_________________________________
6.1 Primary Prevention & Health Promotion
An individual’s health outcomes and quality of life are highly influenced by social determinants of
health; however, the health system has only recently started to prioritize population health and health
promotion.65 66 Paradoxically, those who have the greatest health and social complexities sometimes
have the least access to preventative care.67
Several comprehensive primary health care models have been developed to ensure health equity,
especially for those in marginalized populations. One example is the Model of Health and Well-Being
implemented across Ontario’s Community Health Centres and Aboriginal Health Access Centres. Care is
provided based on the determinants of health and population needs and grounded in a community
development approach. Care is community-centred, anti-oppressive, culturally safe, interprofessional,
integrated and accessible.67
Similarly, the Community-Centered Health Home in the United States provides a framework for primary
care to address individual health needs while systematically addressing community conditions that
affect individual health. Characteristics of this approach are a population-based vision for care provision,
engaged and visible leaders and effective teams.14
Within these approaches, rehabilitative care has been shown to improve health outcomes, access, and
health and wellness for people with chronic conditions and/or risk factors. Evidence also shows that
patients who receive rehabilitation in primary care were more likely to receive health promotion,iii
primary preventioniv and better coordination of care.67
Rehabilitation plays an important role in primary prevention and health promotion. Rehabilitative care
can be provided to maintain and/or prevent a decline in functional/clinical status, optimize

iii

Health promotion is the process of empowering people to increase control over their health and its determinants
through health literacy efforts and multi-sectoral action to increase healthy behaviors. Health promotion usually
addresses behavioral risk factors such as tobacco use, obesity, diet and physical inactivity, as well as the areas of
mental health, fall and injury prevention.
iv
Primary prevention aims to prevent disease or injury before it occurs by preventing exposure to hazards that
cause disease or injury, altering unhealthy or unsafe behaviours that can lead to disease or injury, and increasing
resilience to disease or injury should exposure occur.
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independence, reduce the risk of injury and maximize overall quality of life. Preventative rehabilitative
care may include, but is not limited to:68
 Linking patients with wellness/health promotion programs;
 Assessing barriers/risks to a patient’s ability to maintain independence;
 Promoting adaptation of/to the home environment;
 Increasing self-management skills; and
 Providing patient/caregiver education to enhance coping with impairments, activity limitations
and participation restrictions.
A variety of population groups benefit from this focus on primary prevention. For example, people with
high blood pressure, diabetes and obesity can benefit from exercise interventions focused on physical
activity. Other primary prevention programs focus on older adults, particularly those with/at risk of
frailty. Older adults wishing to age in place can benefit from individualized rehabilitative care services to
increase or maintain their level of independence with activities of daily living (e.g., dressing, bathing,
toileting, walking) and instrumental activities (e.g., shopping, food preparation). Rehabilitation can also
reduce the need for conventional home care supportive services. For this population, the focus of
rehabilitative care services may include optimizing strength, balance and endurance; supporting chronic
disease self-management; providing nutrition management; identifying assistive devices and
modifications to the home environment to increase safety; and providing strategies to reduce social
isolation. In addition, individualized exercise prescription and programming facilitate optimal physical
functioning in older adults. 68 69
The Canadian Foundation for Healthcare Improvement recently released a toolkit for primary care
providers, including rehabilitative care professionals, aimed at increasing capacity to identify, assess and
manage frailty.70
Table 1: Examples of Rehabilitation in Primary Care with a Focus on Primary Prevention
Program(s)
Metabolic Syndrome
Collaborative Care
Model
The Metabolic Clinic
(Manitouwadge,
Ontario)71

Description









People with at least three of the following
are referred to clinic: abdominal obesity,
high triglyceride levels, low HDL cholesterol
levels, high blood pressure and/or high
fasting blood sugar
Patient-centered clinic with emphasis on
long-term lifestyle changes and
cardiovascular risk management
Interprofessional team includes dietitian, PT
and physician
Dietitian and physician meet patient
together every three months
Dietitian provides weekly follow-up for three
months, then monthly for nine months
PT provides follow-up 2x/week for three
weeks, then weekly for five weeks and

Rehabilitation in Primary Care – March 2022

Key Outcomes








All participants improved their
dietary habits and physical
activity at three and six month
follow up
72.7% had improved weight at
three months which was either
maintained or improved
further at six months
18.2% had improved systolic
blood pressure at three
months; 45.4% participants
had improved at six months
54.5% had improved A1C at
three months which was
maintained at six months
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monthly for nine months









Older Adults
Coordinated Clinical
Care and SelfManagement Model
Group-Based
Lifestyle-Integrated
Functional Exercise
(MiLiFE) Program72

Collaborative Care
Model









Fall Prevention
Intervention
(Australia)73



Program provided by a PT in an
interprofessional primary care practice
PT taught participants how to integrate
strength and balance activities into daily
routines
Program consisted of one individual and four
group sessions and two follow-up phone
calls



GP referral to PT/OT for all patients over the
age of 75
Six-week intervention with home visits from
PT & OT
Implement Otago exercise program
(individualized home-based program) and
Westmead home safety assessment & plan,
including home modifications








Community
Development/
Programming
Consultation Model



Oasis74 75 (Ontario)





Senior-driven model of aging in place,
located in naturally occurring retirement
communities (NORCs)
Idea is to build community of members who
are tenants of the building
Program includes both formal and informal
social events, exercise programs, and other
activities that may include guest speakers,
skill sharing and projects to support the
broader community
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81.8% improved on 6-min walk
test at three months and 63.6%
continued improvement at six
months
100% improved on half-squat
static endurance test at three
and six months
36.4% improved on fingers to
floor measurement at three
months and 45.5% improved at
six months
All participants reported
excellent satisfaction with
program
No statistically significant
improvements noted on
physical activity (accelerometer
and Short Physical
Performance Battery)
Significant improvement at
follow-up of self-reported
strength and balance and
quality of life (International
Physical Activity Questionnaire
and EQ-5D-3L)
Significant improvements
identified for management
scale of Late Life Function &
Disability Instrument (LLFDI)
(0.04), Modified Falls Efficacy
Scale (0.01) and Short Physical
Performance Battery (0.01)
25% of participants reported a
fall
Those who fell had higher
depression scores on
Abbreviated Geriatric
Depression Scale than those
who had not fallen (3.5,
compared with 2.8) at baseline
Members report feeling more
socially connected, are more
physically active and have
increased nutrition as result of
participation
Core dimensions that led to
success of aging in place:
nutrition, social and physical
activities as critical
programming pillars; active
member participation and
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Affordably priced congregate dining area is
very important component
Onsite coordinator supports Oasis programs
and helps members navigate community
supports to meet changing needs and
abilities
Therapists from Queens, McMaster and
Western universities involved in expansion
and advocacy



decision-making; onsite
support to facilitate
programming; and Oasis as a
family
Program i expanded to eight
communities across Ontario

6.2 Post-Injury/Illness
Rehabilitation in primary care may be required for patients following injury, surgical procedure or
sudden onset, life-altering disability. The resulting functional impairments may subsequently cause a
decrease in functional ability (e.g., in Activities of Daily Living [ADLs], mobility, communication,
cognition, swallowing). Patient populations include, but are not limited to, those who have experienced
brain injury, stroke, cancer, spinal cord injury, neurological disorders, musculoskeletal
conditions/injuries, multi-system complex health conditions, falls/fractures, work-related injuries and/or
exacerbation of a chronic condition.68
For patients recovering from injury or illness, rehabilitation in primary care often focuses on assessing
and treating ongoing functional impairments and optimizing community reintegration and overall
quality of life. This may include, but is not limited to68:
 Assessing, developing and implementing a treatment plan to address functional impairments, as
needed;
 Linking patients with wellness/health promotion programs;
 Promoting adaptation of/to the home environment;
 Increasing self-management skills; and
 Providing patient/caregiver education to enhance coping with impairments, activity limitations
and participation restrictions.
Among individuals recovering from stroke, musculoskeletal surgery or other injuries, rehabilitative care
services within primary care improve patient health outcomes and the patient and provider
experience.60 61 62 67 76 While some patients may qualify for publicly funded rehabilitative care, others
may not. Rehabilitation provided within an interdisciplinary primary care model provides them with care
needed to support recovery and/or quality of life. For example, people in the United Kingdom who
experienced a stroke or TIA reported the need for rehabilitative care professionals in primary care to
improve their assessment, treatment and navigation of external services and address complex return-towork issues. Patient and care partner focus groups also recommended that a rehabilitation assessment
be integrated within the electronic record.77
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Rehabilitation in primary care also addresses secondary prevention to reduce the impact of a disease or
injury that has already occurred and prevent recurrence. This is done by detecting and treating the
disease or injury as soon as possible to halt or slow its progress, encouraging strategies to prevent reinjury or recurrence, and implementing programs to return people to their original health and function
in order to prevent long-term problems.78 79 Rehabilitation for secondary prevention is particularly
important for older adults to mitigate functional decline, improve patient outcomes and prevent
additional falls. To address this, the Rehabilitative Care Alliance developed a secondary fall prevention
pathway to standardize care for community dwelling older adults who present to primary care following
a fall. The pathway guides the interprofessional primary care team to provide the necessary
rehabilitative care or refer the older adult to the appropriate specialized services based on a preliminary
evaluation of level of frailty and fall risk factors.68

Advanced Practice Practitioners
Advanced Practice Practitioners (APP) are rehabilitation professionals who receive additional training to
provide care within extended practice roles for a specific population (e.g., arthritis) or setting (e.g.,
primary care, emergency departments). These roles were developed in response to the need for an
enhanced interprofessional approach to care that allows for more efficient management of specific
patient population needs, reduction in wait times for specialist care, and a need to retain and more
appropriately utilize existing rehabilitative care expertise.34
Advanced Practice Practitioners play a significant role in some primary care settings, providing
assessment, triage, referral and education. Individuals in APP roles have been shown to provide equal or
better than usual care in comparison to physicians in terms of diagnostic accuracy, treatment
effectiveness, use of health care resources, economic costs and patient satisfaction.80 81 In fact, 91 per
cent of respondents to a Quebec survey trusted physiotherapist APPs in primary care for the treatment
of musculoskeletal disorders and 90 per cent supported delegating medical acts to APPs, such as
diagnosing, ordering imaging tests, triaging surgical candidates and prescribing medications such as nonsteroidal anti-inflammatories (NSAIDs).82
Table 2: Examples of Rehabilitation in Primary Care with a Focus on Primary Care Post-Injury/Illness
Program(s)
Musculoskeletal Disorders
Coordinated Clinical

Care Model
First Contact
Practitioner for
Musculoskeletal
Services41
(United Kingdom)



Description
First Contact Practitioner (FCP) service
provided by a PT who is the first point of
contact for patients, providing new
expertise and increased capacity to general
practice and providing patients with faster
access to the right care
Primary care physicians continue to see a
proportion of MSK patients, with FCPs
providing advice and expertise to the whole
team
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Key Outcomes
Review of recent and ongoing FCP
pilots demonstrates:
 Improved use of diagnostic
capacity with 3-5% cost
reductions in plain X-rays and
MRI scans ordered by general
practice
 Over 70% of patients receive
specific self-management
advice
20 |

Rehabilitative Care Alliance



Coordinated Clinical
Care Model




Physiotherapist
Primary Assessor83
(Sweden)




Chartered Society of Physiotherapy
estimates that physiotherapists working as
FCPs could see up to half of all patients with
MSK conditions (up to 10% of all patients
currently being seen by GPs).



Health care centre including a GP surgery
and a physiotherapy clinic
Physiotherapy Assessment Clinic (PAC)
available for approximately five hours/week
Primary assessment of musculoskeletal
disorders provided by PTs instead of GPs
Patients contacting the health care centre
triaged by a nurse to the GP surgery vs the
PAC based on whether patient clearly
needed a GP intervention (e.g., suspicion of
other diseases causing the problems)











Coordinated Clinical
Care & Collaborative
Care Model
Physiotherapist and
Pharmacist
Interprofessional
Model of Care84
(Quebec)











Designed to guide, in collaboration with
pharmacists, non‐prescription medication
recommendations by PTs in primary care
settings for patients suffering from
neuromusculoskeletal disorders (NMSKD)
Standardized form allows PT to describe
current condition of patient, with detailed
limitations or restrictions, and their
comorbidities and to suggest a specific class
of medication for the condition
Pharmacist can then specify, on same form,
the appropriate medication required given
patient's current condition, pharmacological
profile, and comorbidities
Form also allows pharmacists to refer
patients to PT with details on current
condition and medication already in place
Main categories of non‐prescription
medications targeted in this new model of
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Good patient experience with
90-99% satisfaction rates in
pilots
FCP services also reported to
deliver a return on investment
of £0.81-£2.37 for every £1
($1.39-4.72 for every $1.72
CAD) spent on implementing
FCP services; with some
studies suggesting higher
returns
85% (367/432) of patients did
not need to see a GP
Serious pathologies were
found among 6% (26/432) of
patients who were referred to
GP by physiotherapist, but no
serious pathologies were
found among 9% (39/432) of
patients who subsequently
returned for GP appointment
for same disorder
Patients assessed by
physiotherapist were more
satisfied with information
received about their disorder
and self-care than patients
assessed by GP
Patients also had higher
confidence in the ability of
physiotherapists to assess
their disorder (P < 0.002)
51% of PTs surveyed did not
use the form. Perceived
workload increase was one
major reason reported for lack
of use.
Most PTs had positive
perception of model and
interactions with pharmacists
and were confident regarding
their ability to safely
recommend medication (63%)
However, 63% also believed
further training was necessary
to enable PTs to provide
efficient and safe non‐
prescription medication
recommendations to patients
with NMSKD

21 |

Rehabilitative Care Alliance

Coordinated Clinical
Care Model




care are NSAIDs, analgesics and muscle
relaxants
PT-staffed back pain clinics established in a
group of primary care practices
Immediate referral by general practitioner



Prompt Access
Physiotherapy for
Low Back Pain85
(United Kingdom)










Coordinated Clinical
Care Model



Orthopaedic
consultation
physiotherapy
screening86 (Sweden)



Physiotherapy screening in primary care –
60 minute appointment with possibility for
one-two follow-up visits
Management options:
o Referral for orthopaedic surgeon
consultation
o Referral back to patient’s GP
o Referral for further investigation
o Referral to physiotherapy or
occupational therapy clinic
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Total of 614 patients,
representing 3.2% of adult
population, were referred, of
whom 522 (85%) were seen at
back pain clinics within 3–4
days, the majority within 72
hours
More than 70% of patients
required only a single clinic
visit and 5% were referred on
to specialist orthopaedic or
back pain rehabilitation
services.
At follow-up, levels of
improvement were
comparable with, and time
taken off work superior to,
those seen in other
intervention studies of LBP in
primary care
Prompt access to
physiotherapy in primary care
costs less per episode of LBP
than conventional
management
Qualitative data suggest that
patients valued early access to
physiotherapist, particularly
for the reassurance provided
Interviews with GPs revealed
strong support for service, in
large part based on favourable
feedback from patients
Higher selection accuracy for
orthopaedic intervention in
physiotherapy screening group
(p 1⁄4 0.002)
Smaller proportion of patients
in screening group referred
back to their general
practitioner (GP) (p < 0.001)
and larger proportion to
physiotherapy clinic (p <
0.001) compared to standard
practice
Proportion of patients referred
for further investigations was
significantly lower in
physiotherapy screening group
(p < 0.039)
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Coordinated Care
Model



10 sessions of individualized physiotherapy
combined with guideline-based advice
provided by primary care provider

Individualized
Physiotherapy as
adjunct to guideline
based advice for low
back disorders87
(Australia)
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Wait time was shorter in
screening group (p < 0.001)
Large proportion of patients
reported no hesitation to
attend clinic for future care (p
< 0.95)
Primary outcomes were
activity limitation (Oswestry
Disability Index) and numerical
rating scales for back and leg
pain at 5, 10, 26 and 52 weeks
post baseline
Between-group differences
showed significant effects
favouring individualized
physiotherapy for back and leg
pain at 10 weeks (back: 1.3,
95% CI 0.8 to 1.8; leg: 1.1, 95%
CI 0.5 to 1.7) and 26 weeks
(back: 0.9, 95% CI 0.4 to 1.4;
leg: 1.0, 95% CI 0.4 to 1.6)
Oswestry favoured
individualized physiotherapy
at 10 weeks (4.7; 95% CI 2.0 to
7.5), 26 weeks (5.4; 95% CI 2.6
to 8.2) and 52 weeks (4.3; 95%
CI 1.4 to 7.1)
At 52 weeks, participants
receiving individualized
physiotherapy were more
likely to improve by clinically
important amount of 50%
from baseline for Oswestry
(relative risk (RR=1.3) 1.5; 95%
CI 1.2 to 1.8) and back pain (RR
1.3; 95% CI 1.2 to 1.8) than
participants receiving advice
alone
10 sessions of individualized
physiotherapy was more
effective than two sessions of
advice alone in participants
with low-back disorders of
≥6 weeks and ≤6 months
duration
Between-group changes were
sustained at 12 months for
activity limitation and six
months for back and leg pain
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6.3 Progressive/Chronic Conditions
In Canada, 70 per cent of Canadians aged 45 and above have two or more chronic diseases, and 80 per
cent of adult visits to primary care in Canada are due to chronic disease management.88 The older adult
population, in particular, is at a higher risk for developing chronic conditions, increasing their risk for
disabilities and their need for rehabilitative care. Given the rapid growth of the aging population,
innovative methods of rehabilitation for chronic disease management are urgently needed.
Progressive and chronic conditions are characterized by a worsening and irreversible reduction in
function which can also cause or exacerbate other health issues. For example, osteoarthritis causes pain
and disability. As a result, people with hip and knee osteoarthritis have reduced physical activity levels,
which then leads to increased risk of other chronic conditions, e.g., cardiovascular disease and
diabetes.89 Similarly, vision and gerontology studies have shown that vision impairment in older adults
leads to a decline in physical and cognitive function, a decrease in their ability to manage their personal
care and a decrease in community living skills, eventually leading to frailty.90
Rehabilitation in primary care can contribute significantly to improved management of chronic disease.
Rehabilitative care professionals provide comprehensive care and self-management support that is
focused on assessing and managing chronic disease, and navigating the health system. 91 For example,
occupational therapists have expertise in behavioral health, with unique skills focusing on roles, habits,
and routines that affect health. 92 Embedding rehabilitative care in primary care increases access to
chronic disease prevention and management and provides a cost-effective and value-based strategy for
delivering more tailored and comprehensive holistic care.91
The main goal of treating patients with progressive and chronic diseases is to optimize their health and
functional ability. Rehabilitation in primary care for patients with progressive/chronic conditions may
include, but is not limited to68:









Assessing impairments or disability; diagnosing where appropriate (e.g., osteoarthritis);
Triaging the need for surgical assessment and/or specialist referral;
Providing consultation regarding a patient’s functional needs/status;
Providing treatment to improve, develop or restore lost or impaired function and reduce risk of
hospitalization;
Providing intermittent re-assessment/treatment and/or periodic oversight to maintain and/or
prevent further decline;
Increasing self-management skills and assisting patient in optimizing independence, maintaining
activity and quality of life;
Assessing need for and use of assistive devices; and
Providing education to care partners on illness/condition and providing strategies to optimize
their support efforts and lower stress.

Care partners of patients with chronic or progressive conditions may be experiencing strain or burnout
and their well-being should also be taken into consideration. For example, the majority of care partners
Rehabilitation in Primary Care – March 2022
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of patients receiving cancer care have been found to experience severe physical, personal, emotional
and social/financial strain.93 Rehabilitation provided in primary care can assess for potential caregiver
strain and make referrals to support groups, respite care or adult day programs.
Low vision rehabilitation demonstrates the value of interprofessional primary care when addressing a
progressive/chronic condition. In this example, the interprofessional team may involve optometrists,
ophthalmologists, orthoptists, nurses, occupational therapists, social workers, counsellors and
orientation and mobility workers working together to reduce the impact of visual impairment and
minimize disability through one or more concurrent approaches. These approaches may include
prescribing devices and training patients in their use, helping patients adapt their environment and/or
ensuring they have social and psychological support. Small group self-management training sessions are
also delivered by the interprofessional team. There is very strong evidence that these self-management
programs are effective at reducing depression, improving general health and vision-specific quality of
life and improving functional abilities and participation.94 95
Rehabilitation in primary care can also take the form of tertiary prevention, which focuses on softening
the impact of an ongoing illness or injury that has lasting effects. This is done by helping people manage
long-term, often complex health problems and injuries (i.e., chronic diseases, permanent impairments)
in order to improve their ability to function, quality of life and life expectancy as much as possible.78

Table 3: Examples of Rehabilitation in Primary Care with a Focus on Progressive/Chronic Conditions
Program (s)
Chronic Pain
Self-Management
Model
Chronic Pain SelfManagement
Program96 (Ontario)

Description




Chronic pain self-management support with
pain science education and exercise
(COMMENCE)
PT-led self-management program

Key Outcomes
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Themes from 11 interviews
with PTs included experiences
of personal and professional
growth, increasing confidence
with experience, and changing
culture of pain management
Barriers and drawbacks to
implementation included
resource intensiveness,
balancing program demands
with other clinical work, and
challenges with patient
attendance and participation
Facilitators included training,
program design and materials,
supportive teams and previous
knowledge
Benefits included offering
group and individualized
support, evidence-based
content, and sparking interest
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Coordinated Clinical
Care, SelfManagement, CaseManagement Models
Multimodal
Rehabilitation
Program (MMRP) in
Primary Care for
Patients with Chronic
Care97 98 (Sweden)














Patient assessed, selected and referred by a
physician or a team in primary care
Inclusion criteria for MMRP were: age range
18–65 years, disabling chronic pain,
potential for an active life change, and no
other diseases or conditions that precluded
participation in MMRP. Patients needed to
be either on sick leave or experiencing major
interference in everyday life due to chronic
pain and thus at risk of sick leave
MMRP based on bio-psycho-social approach
with interdisciplinary teamwork. Included
goal setting together with patient;
interventions, such as physical exercise,
relaxation, training in coping strategies
based on cognitive behavioural therapy
(CBT) and education in pain management
MMRP lasted six to 10 weeks, 1.5–3.5
hrs/wk and was conducted as group
intervention, or as combination of group
intervention and individual sessions
Structure of the team and program differed
between primary care settings, but involved
at least PT and OT
In each team, GPs, social workers or
psychologists were either part of the team or
had a consulting role; teams often included a
return-to-work/rehabilitation coordinator
GPS had medical responsibility for patients









in learning more about pain
management
Patients showed significant
improvements at one-year
follow-up for all measures (all
p≤0.004): Pain Numeric Rating
Scale (NRS), number of pain
sites and duration of pain.
Hospital Anxiety and
Depression Scale (HADS),
Functional Rating Index (FRI),
Chronic Pain Acceptance
Questionnaire (CPAQ), Life
Satisfaction Questionnaire
(LiSat-11), EQ-5D, Work Ability
Index (WAI)
Proportion of patients on sick
leave decreased significantly at
follow-up (p=0.027), while
there was no significant
difference regarding
proportion of patients on
sickness compensation/
disability pension (p= 0.087)
Higher self-rated work ability
associated with not being on
sickness absence at one-year
follow-up (odds ratio (OR)
1.19, 95% confidence interval
(CI) 1.21–1.06, p=0.005)
Qualitative categories required
to enable implementation of
multimodal pain rehabilitation
were identified:
o Two categories about
management engagement:
putting the focus on
rehabilitation and creating
appropriate conditions
o Three about professional
engagement: importance
of driving spirits, creating a
program – a process, and
good teamwork – not a
coincidence.
o Last category about
professional gain from
multimodal rehabilitation
(MMR): team work is
enriching

Chronic Illness
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Coordinated Clinical
Care Model




Guelph Family Health
Team Registered
Kinesiologist Roles99





Self-Management
Model




OPTIMAL selfmanagement support
program for people
with
multimorbidity100
(Ireland)







Coordinated Clinical
Care, SelfManagement, CaseManagement Models
Rehabilitation in
Primary Care for
Community Dwelling
Older Adults with
Chronic Illness101
(Ontario)





Registered Kinesiologists (R.Kins) integrated
into Guelph Family Health Team
Physicians continue to see patients with Kins
providing expertise to whole Family Health
Team
Kins provide one-on-one education, exercise
prescription and group classes to patients in
Diabetes Care Guelph Program, Chronic Pain
Program
Kins utilized in internal staff ergonomics
program and community Get FHT initiative



A six-week community-based program led by
OT facilitators
Focuses on problems associated with
managing multimorbidity
Weekly group meetings held for six weeks in
local CHCs, providing peer support, goal
setting and prioritization based on patient
preferences
OT interventions to support patient selfmanagement used in the groups include:
o Self-management
o Fatigue and energy management
o Managing stress and anxiety and
maintaining mental health and wellbeing
o Keeping physically active
o Healthy eating
o Managing medications
o Effective communication strategies
o Goal setting
One of weekly sessions integrates education
on physical activity delivered by PT; another
incorporates medicines management,
delivered by a pharmacist



Rehabilitation multi-component intervention
delivered by PT and OT in primary care
setting
Included collaborative goal setting for
rehabilitation needs, six-week chronic
disease self-management (SM) workshop,
referral to community programs and webbased education program
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Electronic Medical Record
created to track Kin-focused
interventions and outcomes.
In 2019-20, Kins provided over
500 education sessions to
patients with Diabetes,
Cardiovascular Disease, COPD
and other conditions
In 2019-20, Kins prescribed
exercise for nearly 600
patients to improve aerobic
fitness, strength, balance and
flexibility
Significant improvement in
frequency of activity
participation for the
intervention group compared
to control group, measured
using Frenchay Activities Index
(Adjusted Mean Difference at
follow up 4.22. 95%
Confidence Interval 1.59-6.85)
Significant improvements in
perceptions of activity
performance and satisfaction,
self-efficacy, independence in
daily activities and quality of
life
Intervention group
demonstrated significantly
higher levels of goal
achievement, following
intervention
No significant differences were
found between two groups in
anxiety, depression, selfmanagement scores or
healthcare utilization
Significant difference between
intervention and control
groups for planned hospital
days (F 5 6.3, P 5 0.00) with an
adjusted difference 0.60 day
per person
Increased satisfaction with
rehabilitation services
No difference on health status
or emergency room visits
Prevented planned
hospitalizations resulted in
conservative estimated cost
saving from reduced
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hospitalizations of $65 000
(CAD)
Low Vision
Coordinated Clinical
Care Model
Low Vision Services
Wales102









Low Vision Service Wales (LVSW) established
in local optometric practices throughout
Wales
Interprofessional team includes
optometrists, ophthalmologists, orthoptists,
nurses, rehabilitation workers, occupational
therapists, social workers, counsellors and
orientation and mobility workers
Intervention includes assessment of a
patient’s understanding of their ocular
condition and prognosis; discussion of needs
and initial goal setting; assessment of vision;
provision of low vision aids, on loan and free
of charge; advice about lighting and other
methods of enhancing vision; provision of
information about the ocular condition and
other rehabilitative services; referral to
additional services; re-appraisal of goals; and
arrangement for follow up.
Not all patients attend for a follow-up
appointment, but these are arranged if a
clinical need is identified











Outreach Model
Problem-solving
therapy for primary
care in a low vision
service103 (Australia)









Vision rehabilitation staff trained to deliver
problem-solving therapy for primary care
(PSTPC) over telephone to adults with
depressive symptoms and low vision
Training was two-day workshop, completion
of training cases and assessment of
treatment fidelity
Therapy provided to Vision Australia clients
who had score above clinical cut-off on
Patient Health Questionnaire-Two Items (≥3;
a well-validated two-question depression
screening instrument) and had consented to
be a training case
PST-PC delivered over telephone in six-eight
weekly sessions of 45- to 60-minute duration










Rehabilitation in Primary Care – March 2022

LVSW has significantly reduced
waiting times, increased
number of assessments and
improved access to low vision
services for people seeking
service
Self-reported visual disability
was significantly reduced
(Wilcoxon Signed rank test: P
<0.001) between baseline and
18 months by -0.28 logits (1.24 to 0.52)
This was less than that found
between baseline and 3
months; -0.61 logits (-1.81 to
0.02)
At 18 months, 79% patients
used their low vision aids at
least once a week which was
not significantly different to
that found at 3 months (MW P
= 0.127)
Study provides strong evidence
that effect of LVSW persists
over period of 18 months;
disability is reduced but
attenuated and use of low
vision aids remains high
Telephone-administered semistructured interviews
conducted pre- and postworkshop and following PSTPC competency
Results showed increased
understanding of PST-PC from
pre- to post-workshop (Z =
−2.71, p = .007) and preworkshop to post-competency
(Z = −3.09, p = .002)
High level of satisfaction with
training was reported
Staff challenges included
clients’ ability to define
problems and brainstorm
solutions
Training enabled staff to
competently deliver PST-PC
and may serve as model for
integrating depression care
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Coordinated Clinical
Care and SelfManagement Models
Low vision care94
(United States,
United Kingdom,
Australia, Europe)









Osteoarthritis
Outreach and
Collaborative Care
Models
Advanced practice
physiotherapist
model of care for hip
& knee arthritis in a
rural setting104
(Ontario)







Care provided by optometrists,
ophthalmologists, orthoptists, nurses,
rehabilitation workers, occupational
therapists, social workers, counsellors and
orientation and mobility workers
In UK, US and Australia, optometrists
commonly provide low vision services for
their patients in community practices, and
this has been noted as a possible means of
increasing low vision services to cope with
future demand
In America, Australia and Europe, selfmanagement or health education programs
delivered by rehabilitation professionals to
groups of older people with visual
impairment have been tried
During small group-training sessions
(between eight and 12 sessions with a group
size of 4- 10 people) participants are taught
program of self-management, e.g., self-care,
communication, orientation and mobility,
food preparation, shopping, financial
management and emotions and feelings



APP PT traveled from urban teaching
hospital to rural community health centre
monthly
Patients referred from family physician
Triaged for conservative or surgical
management.
APP provided recommendations for
conservative management
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into vision rehabilitation
services recommended by
international guidelines
Very strong evidence that
these self-management
programs are effective at
reducing depression,
improving general health and
vision-specific quality of life
and improving functional
abilities and participation
Literature sufficient to confirm
that low vision rehabilitation
services result in improved
reading ability and functional
ability and that individuals use
the devices loaned and value
the services; but effects on
vision-related quality of life
(QoL) are less clear

Three main themes identified:
timely access to care, distance
as a factor in seeking care, and
perceptions of APP model of
care
Processes related to
minimizing travel required to
access care are important for
those in rural communities;
APP model of care offers
competent care that includes
musculoskeletal diagnosis as
well as time for educating
patients and addressing
questions
Wait time less than one month
for APP assessment
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6.4 Indigenous, Remote First Nations Communities and Underserved Geographies
Access to rehabilitative care in northern and remote areas remains a challenge. Indigenous communities
face additional challenges in accessing culturally safe health care due to the legacy of racism and
residential schools. In 2015, the Truth and Reconciliation Commission (TRC) of Canada released Calls to
Action to redress the legacy of residential schools and advance the process of Canadian reconciliation.
The Canadian government has acknowledged that the current state of Indigenous health in Canada is a
direct result of previous government policies; recognition and implementation of the health care rights
of Indigenous people is a governmental priority.105 Addressing these issues requires a wholistic
approach to health and rehabilitation using a culturally appropriate framework designed by Indigenous
peoples.106
There are a number of examples of applying this approach to integrated models of rehabilitative care in
primary care in Ontario. These examples reflect the models identified in section 6.0.
Coordinated Clinical Care Model/Outreach Model
Six Nations Health Services uses a trauma-informed approachv to provide wholistic services, including
rehabilitative care, to treat people within their cultural context. 107 108 Core values are reflected in an
approach that emphasizes relationship-building and preserving the unique identity of the Six Nations
community. For example, providers are encouraged to create bridges by meeting people in their own
environments, such as the kinesiologist who helped a person walk to Tim Hortons by increasing the
distance walked during their time together.109
Outreach Model
The Sioux Lookout First Nations Health Authority (SLFNHA) Primary Care Team supports 33 remote First
Nations Communities. Three teams or “pods” include occupational therapists, physiotherapists,
kinesiologists, speech language pathologists, dietitians, pharmacists, a nurse pod manager and a
community health navigator. Communities are assigned to one of the Pods, which serve both drive-in
and fly-in remote communities via in-person and virtual consultation.110
Community Development/Programming Consultation Model
In 2020, the Ontario Ministry of Seniors and Accessibility funded the Northwest Regional Rehabilitative
Care Program and four First Nations academic partners to conduct community engagement sessions
with Elders and health care workers in Eabametoong, Sandy Lake, North Caribou Lake and Michikan

v

Trauma-informed care acknowledges that health care organizations and care teams need a complete picture of a
patient’s life situation, past and present, in order to provide effective health care services with a healing
orientation. This view shifts the conversation from asking “What is wrong with you?” to “What has happened to
you?” These trauma-informed practices can improve patient engagement, treatment adherence and health
outcomes. They also contribute to provider and staff wellness and reduce avoidable care and excess costs.
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Sakahegun (also known as Bearskin Lake) First Nations in Northwestern Ontario. Data from these
sessions revealed five needs related to rehabilitation services:111
 Address increased concern about safety and well-being among Elders;
 Maintain cultural identity by enhancing community participation in traditional activities;
 Provide local and regional transportation assistance and escort with knowledge of common
chronic conditions and appropriate resources;
 Provide mental health programming specific to seniors; and
 Deliver rehabilitation and exercise programs in a variety of ways.
The role of community rehabilitation facilitator was developed in response to this community input and
the TRC’s calls to recognize the value of Indigenous healing practices and to increase the number of
Aboriginal professionals working in the health care field. To put the role into practice, the Community
Rehabilitation Facilitator Training Program was established to train local community members in
rehabilitation principles and skills to support Elders and home and community care clients. Training local
people who have an understanding of the environment and social conditions of the area helps to build
community capacity, fosters a person-centred approach and enhances effectiveness of rehabilitation
efforts. The role also augments the support provided by rehabilitative care professionals from the
SLFNHA Primary Care Team, who are in communities only once per month and then provide virtual
consultation. The eight-module certificate program has been developed with and piloted in four
communities. The program is delivered over nine months using a distributed learning model in which
modules are taught in Thunder Bay, Sioux Lookout and participants’ communities. Each module is one
week in duration and is co-taught with an Elder; students then have three weeks in their own
community to apply their learnings.68 112
Outreach and Collaborative Care Model
The Northwest Regional Rehabilitative Care Outreach Program provides rehabilitation services when
northern communities have vacant rehabilitation positions. At any given time, three to four
communities have physiotherapy vacancies; occupational therapy has not been available in any
community. The outreach team is composed of a physiotherapist and an occupational therapist. In
addition to filling service gaps, the team uses a collaborative care model to support local “generalist”
therapists with access to specialized rehabilitative care providers from a larger regional centre. These
specialized professionals provide clinical consultations and care management to support rehabilitative
care plans for people with amputations, hip fractures, spinal cord injury, stroke or brain injury. Pilot
results showed increased local capacity and provider confidence and an elevated level of local
rehabilitation services. Patient and provider satisfaction measures were excellent overall.68
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7. THE PANDEMIC AND VIRTUAL REHABILITATION IN PRIMARY CARE
Virtual care has been used for a number of years in some areas of rehabilitative care, such as providing
services in rural and remote communities, and health outcomes have been positive.19 However, until
recently, virtual care was still seen as a “substitute” method of care delivery; patients preferred inperson care when given the choice. Yet public attitudes were changing even before the pandemic.
Surveys conducted in 2018 indicated that 71 per cent of Canadians preferred to book their medical
appointments online; 63 per cent wanted to be able to email their health care providers; and 41 per
cent requested video visits with their health care providers.113
As the pandemic progressed, virtual care was widely adopted; it proved feasible, reduced isolation,
stimulated innovation and improved the satisfaction of patients, care partners and professionals.114 The
Ontario Telemedicine Network (OTN) Virtual Platform supports synchronous (audio/video) and
asynchronous (secure messaging) virtual care. A pre-pandemic analysis of the platform’s use in five
regions across Ontario found that 51 per cent of patients completed at least one primary care virtual
visit, with the majority of the visits (94 per cent) involving secure messaging. Almost all patients (99 per
cent) reported that they would use virtual care services again.115 Another study of virtual care showed
service delivery for interprofessional primary care (including rehabilitative care) shifted during the
pandemic from primarily in-person care (77 per cent pre-pandemic) to telephone consultations (76.5
per cent during the pandemic).116 However, in a survey of interprofessional primary care providers,
fewer than half of the respondents (40 per cent) reported receiving any training for virtual delivery.116
The Alberta Rehabilitation Advice Line is one example of a successful primary care approach that
delivers rehabilitation services virtually. Using a self-management model, the province-wide phone
service focuses on issues related to musculoskeletal challenges or injuries, existing neurological
conditions or recovery from COVID-19. The phone service is staffed by physiotherapists and
occupational therapists who provide information on activities, exercises, self-management strategies
and rehabilitative care services that are open for virtual or in-person assessments. In recent months, 30
per cent of call volumes were related to the post-COVID-19 condition, necessitating the development of
evidence-based guidelines regarding triage and transfer for acute concerns and follow-up phone calls
post-discharge from hospital. The highest call volumes (greater than 50 per cent) continue to be for
musculoskeletal conditions. The majority of people who have used the service (98 per cent) report that
they would recommend this service to their family and friends.64 117
It should be noted, however, that virtual care is not always an appropriate or full substitute for inperson rehabilitation. Barriers exist, including patient safety concerns, technology and access barriers,
the need for privacy and informed consent, patient difficulties in understanding the virtual care
application, and in some cases, the need for hands-on assessment/treatment in order for a patient to
achieve therapy goals.118 Virtual care should therefore only be used at the recommendation of the
regulated rehabilitation professional in consultation with the patient and care partner, and based on the
needs, preferences and ability of the patient, with the option to access in-person care or a hybrid model,
if required.
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A detailed description of virtual approaches to rehabilitative care is provided in Part 3: Ambulatory
Rehabilitation (Section 9: The Pandemic and Virtual Care).
8. CONCLUSION
The provision of patient and family-centred rehabilitative care services within primary care supports
comprehensive, integrated health care by enhancing access to rehabilitation, supporting continuity of
care and providing services to meet the needs of the community.
Providing rehabilitative care at first contact ensures people get the “right care right away.”
Rehabilitative care provided within an interdisciplinary primary health team improves health outcomes,
access, health and wellness for people with chronic conditions and/or risk factors. Evidence also shows
that patients who receive rehabilitation in primary care are more likely to receive health promotion,
primary prevention and better coordination of care, which is a key priority of Ontario Health Teams.
At a system level, the integration of rehabilitative care within primary care supports the effective and
efficient use of health resources, reducing rates of referral to specialists, reducing hospital readmissions
and in the case of older adults, delaying admissions to long-term care.
As the province works to create an integrated, efficient patient-centred health care system,
rehabilitation will play a key role. Integrating rehabilitation within primary care will strengthen and
enhance primary care and ensure all Ontarians receive timely and equitable access to rehabilitative care.
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APPENDIX A: REHABILITATION IN PRIMARY CARE SUBJECT MATTER EXPERT GROUP
Committee Chair: Charissa Levy, Executive Director – RCA

RCA Project Manager: Gabrielle Sadler

Name

Title

Organization

Jeanne Bonnell

Director, Home and Community
Care
Program Director, Health Hearts
Cardiac Rehabilitation
Lung Health & Rehabilitation
Coordinator
Assistant Professor, School of
Rehabilitation Therapy
Senior Improvement Lead
Director, Healthcare Integration &
Operations for Ontario East &
Quebec
Rehabilitation Manager
Physiotherapist

Home and Community Care Support
Services (CH)
Gateway Centre for Excellence in
Rural Health
ConnectWell Community Health

West

Queen’s University

East

Alis Bonsignore
Christina Dolgowicz
Catherine Donnelly
Katie Gasparelli
Teresa Guolla

Tina Hamilton
Shanjid Hasan
Amy Hondronicols
Colleen O’Neill
Dorianne Sauvé
Emily Stevenson

Kyle Vader
Kevin Willison
Sarah Wojkowski

Physiotherapist/Assistant Clinical
Professor
Occupational Therapist
CEO
Community Rehabilitation
Lead/GLA:D Toronto Pilot Project
Manager
PhD Candidate, Rehabilitation
Science
Adjunct Professor/Educator
Acting Assistant Dean for
Physiotherapy, Director Program for
Interprofessional Practice,
Education and Research (PIPER)
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Health Care Excellence Canada
Vision Loss Rehabilitation

Region

East

East

Multiple
Multiple

Dryden Regional Health Centre
Sioux Lookout First Nations Health
Authority
Hamilton Family Health Team

North
North

McMaster Family Health Team
Ontario Physiotherapy Association
Four Villages CHC

West
Multiple
Toronto

Queen’s University
Lakehead University/University of
Toronto
McMaster University

West

East
Central
West
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APPENDIX B: COMMUNITY-BASED REHABILITATION ADVISORY GROUP
Committee Chair: Charissa Levy, Executive Director – RCA

RCA Project Manager: Gabrielle Sadler

Name

Title

Organization

Puja Ahluwalia

Access to Rehabilitation - Project
Coordinator
Clinical Resource Coordinator

Realize

Toronto

Unity Health Toronto - Providence
Healthcare
Excel Care Accident Benefit Specialists
Champlain LHIN

Toronto

Juvy Alix-Lloren
Sandra Best
Jeanne Bonnell
Loretta Bourke
Eileen Britt
Emily Bruni
Darlene Burgess
Sameer Chunara
Julie Clyde
Cathy Comeau
Jeane Davis Fyfe
Jacobi Elliott
Rebecca Fleck
Esmé French
Margaret Furman
Marie Graham
Anthony Grande
Jelena Guscic
Jennifer Harris
Patti Harvey
Sylvia Haycock
Shelley Hickson
Laura Holden
Amy Hondronicols

Nurse Case Manager RPN
Acting Director of Home and
Community Care
Manager Rehabilitation
Regional Stroke Rehab and
Community Coordinator
Physiotherapist
Clinic Manager
Senior Physiotherapist, Clinical
Director
Clinical Strategy/Quality
Improvement Lead – PASS
Director of Quality, O.T.
Manager of Outpatient
Rehabilitation and Specialty Clinics
Research Scientist
Director, Regional Rehabilitation
Program
Regional Stroke Rehabilitation
Specialist
Operations Manager
Divisional Director Therapy & Rehab
Executive Director
Reg. Physiotherapist/Bus. owner
Regional Manager CVD Prevention
& Rehabilitation Outreach Programs
Program Manager for Outpatient
Therapy at St. Mary's
Occupational Therapist/ OT
Supervisor
Physiotherapist
Director
Physiotherapist/Assistant Clinical
Professor
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Middlesex Hospital Alliance
Central South Regional Stroke
Network
Sault Area Hospital
Charlton Physiotherapy/Life Clinic
Medical and Wellness Group
St. George Physiotherapy Clinic

Region

Central
East
West
West
North
West
Toronto

Lakeridge Health

East

Community Advantage Rehabilitation
Hotel Dieu Shaver Health and
Rehabilitation Centre
University of Waterloo, School of
Public Health and Health Systems
Hamilton Health Sciences

East
West

Thunder Bay Regional Health Sciences
Centre
SE Health
Bayshore Healthcare
Focus Physiotherapy
Sherway Physiotherapy
University of Ottawa Heart Institute

Multiple
West
North
Multiple
Multiple
Central
West
East

Providence Care

East

Complex Injury Rehab

East

Champlain LHIN
Home and Community Care Support
Services (WW)
Hamilton Family Health Team

East
West
West
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Committee Chair: Charissa Levy, Executive Director – RCA

RCA Project Manager: Gabrielle Sadler

Name

Title

Organization

Shelley Huffman

Regional Stroke Rehabilitation
Coordinator

Carol Hunter
Fiona Jenne
Nancy Jones
Gonxhe Kastrati
Andrew Kim
Renee Konidis
Stephanie Laplante
Danielle Lawrence

Clinical Lead - Physiotherapy
Operations Manager
Physiotherapist
Policy Analyst
Physiotherapist
Clinical Coordinator
Director of Health Professionals
Cardiovascular Rehabilitation
Supervisor/Case Manager
Clinic Director, Clinical
Physiotherapy Specialist
Neurosciences
Executive Director

Kingston Health Sciences Centre Stroke Network of Southeastern
Ontario
Bayshore Healthcare
Paramed
Quinte and District Rehabilitation
Ontario Physiotherapy Association
College of Physiotherapists of Ontario
University Health Network
Bruyère Continuing Care
University Health Network

Jacquie Levy

Marnie Lofsky
Amanda Longfield
Mary Luccisano
Domenic Maccarone

Occupational Therapist, Advanced
Practice Leader – Rehabilitation
Physiotherapist
President/Owner

Meaghan MacKie
Anne Mantha
Kristine McGinn
Rebecca McGuff
Janet McMullan
Henza Miller
Jennifer Mills
Aruna Mitra
Angela Mitrovic

Physiotherapist
Clinical Director
COO
Project Lead, Stroke Best Practices
Clinical Program Lead
Physiotherapist
Executive Director
Director Home and Community Care
Physiotherapist

Scott Munro

Manager Outpatient Rehabilitative
Services
Executive Director

Kelly Murray

Emily Nalder

Shannon Nicks

Assistant Professor, Dept. of
Occupational Science and
Occupational Therapy
Adult Occupational Therapy Clinical
Practice Leader
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Region

East

Multiple
Central
East
Multiple
Toronto
Toronto
East
Toronto

Action Potential Rehabilitation

East

Ontario Society of Occupational
Therapists (OSOT)
SE Health

Multiple

Luccisano Physiotherapy
Home Care Assistance, Barrie Simcoe
County
Hamilton Health Sciences
Bruyère Continuing Care
Assurance Home Care
Heart and Stroke Canada
Health Shared Services Ontario
Assistive Technology Clinic
Quinte and District Rehabilitation
Central West LHIN
Trillium Health Partners-Credit Valley
Hospital
St. Joseph's Care Group - Thunder Bay

Central
Central

Ontario Association of SpeechLanguage Pathologists and
Audiologists (OSLA)
University of Toronto

CBI Home Health Waterloo

Multiple

West
East
East
Multiple
Multiple
North
East
West
Central
North
Multiple

Toronto

West
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Committee Chair: Charissa Levy, Executive Director – RCA

RCA Project Manager: Gabrielle Sadler

Name

Title

Organization

Paul Oh

Medical Director, Cardiac Rehab

Multiple

Sejal Patel
Maria Pevialyn
Salada
Shirley Price

Registered Physiotherapist
Registered Physiotherapist

CorHealth & Toronto Rehab University Health Network
Lifemark Seniors Wellness
Sherway Physiotherapy
West Park Healthcare Centre

Toronto

Bayshore Healthcare
Bluewater Health

Central
West

Sunnybrook Health Sciences Centre
Action Potential Rehabilitation
Ontario Physiotherapy Association
Kickstart Therapy
University Health Network
Unity Health Toronto - Providence
Healthcare
Durham Physiotherapy Clinic
North East LHIN Home and
Community Care
St. Joseph's Care Group - Thunder Bay

Toronto
East
Multiple
Central
Toronto
Toronto

Jennifer Roberts
Amanda Ross
Adam Saporta
Wendy Sarsons
Dorianne Sauvé
Seema Shah
Cathie Singer
Anna Marie Sneath
Michelle Sophie
Mary Tasz

Interim Director, Programs, Rehab &
Ambulatory Care
Manager of Rehabilitation
RN, Manager Inpatient Rehab &
Dialysis
Manager of Central Booking
Physiotherapist / Practice Owner
CEO
Speech Language Pathologist
UHN Patient Partner
Manager, Ambulatory Services

Krista Trow

Manager
Director, Regional Child and Family
and Regional Therapy Services
Northwest Regional Rehab Care
Program Manager
Clinical Supervisor
Professor
Clinical Specialist, Specialized Care
Standard and Engagement
Community and Long Term Care
Coordinator
Patient Services Manager

Elizabeth Udler
Saagar Walia
Jessie Wat

Physiotherapist
Coordinator
Physiotherapist

Sean Willis
Kevin Willison

Director of Therapy
Adjunct Professor/Educator

Tiffany Wu

Patient Flow Coordinator

Denise Taylor
Susan Teengs
Scott Thomas
Nathalie Topdjian
Maggie Traetto
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Integrated Rehab Professionals
University of Toronto
Canadian Institute for Health
Information (CIHI)
West GTA Stroke Network
Home and Community Care Support
Services (WW)
West Park Healthcare Centre
St. Joseph's Health Care, London
Towncentre Rehab Clinic / Credit
Valley Hospital
Woodstock Hospital
Lakehead University/University of
Toronto
Unity Health Toronto - Providence
Healthcare

Region

Central
Central

East
North
North
East
Multiple
West
West
Toronto
West
East
West
Central
Toronto
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