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INTRODUCTION 

In 2015, the Rehabilitative Care Alliance (RCA) developed a Rehabilitative Care Capacity Planning 

Framework to standardize the approach used by health service providers (HSPs) when undertaking 

capacity planning of adult rehabilitative care1 resources. This Rehabilitative Care Capacity Planning 

Framework (“Framework”) is a refresh of the 2015 version and is focused on adult rehabilitative care in 

the public sector.  

What is Capacity Planning? 

Capacity planning is a process for determining current and future health service requirements and for 

making the necessary preparations to meet those requirements. In essence, it is planning to ensure that 

the system is the correct size and structured in a way that appropriately meets the population’s health 

care needs (Ontario Hospital Association, 2018). With the growing aging population and projected 

health care needs as a result of chronic disease/illness (Rosella, Buajitti, Daniel, Alexander & Brown, 

2024), capacity planning can mitigate the impact of financial and health system pressures (Ontario 

Hospital Association, 2018). 

What’s new in the Rehabilitative Care Capacity Planning Framework? 

The 2025 Framework includes the following updates: 

• Alignment with the RCA’s Rehab Care Standards: Rehab levels of care now align with the Rehab 

Care Standards, which include two frameworks:  

- bedded levels of rehabilitative care  

- community-based levels of rehabilitative care. 

• Expanded Scope: Emergency departments are now included as a distinct element within acute care   

• Transitional Care Recognition: Rehabilitative care may occur in transitional care settings; however, 

these settings are not yet provincially defined. 

• Refined Language: Updated wording for the Framework guiding questions, along with revised 

examples of potential measures and key considerations 

• Clarified Exclusions: Clearer definitions of the out-of-scope populations 

• Implementation Support: Added a ‘how-to’ guide for initiating and implementing capacity planning 

initiative using this Framework 

Structure of the RCA Capacity Planning Framework 

The Framework is organized around: 

• Guiding questions for the capacity planning process covering: 

- Current State Analysis 

- Future State Design 

• These guiding questions span five key dimensions:  

1. Population: A defined group of individuals based on demographic and health characteristics 

who are the target of the rehab care capacity planning process.  

2. Resources: The elements required to provide rehabilitative care services to the target 

population(s). This includes, but is not limited to, health service providers, programs and 

services, funding, information, equipment and supplies, and physical space (Health Quality 

Ontario, 2012).  

3. Utilization: Measures how rehabilitation services are used, including the amount and type 

of care provided and the timing of that care, as well as how health human resources are 

applied in support of service delivery (Meyers, 2008). Utilization reflects changing 

                                                           
1 Rehabilitative care: 

- Is delivered in a variety of locations including hospitals, homes, community-based locations, and long-term care. 

- May be provided as a result of illness, injury, lifelong disability, chronic disease or degenerative conditions. 

- Incorporates a broad range of interventions that address one or more of medical/clinical care needs, therapeutic 
needs and/or psycho-social needs. 

- Includes the desired outcomes of one or more of: maintaining or sustaining function, restoring function and/or 
developing adaptive capacity.   

https://rehabcarealliance.ca/rehab-care-standards-2/
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
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population needs and helps assess the appropriateness, efficiency, and effectiveness of 

rehabilitation services (Meyers, 2008). 

4. Access: The degree to which healthcare system planning and resource allocation ensure the 

availability of timely and appropriate services for individuals who need rehabilitative care 

(Health Quality Ontario, 2012; Oxford Review, 2025). 

5. Effectiveness: The ability of a therapeutic intervention to have a meaningful effect on 

individuals receiving care (Burches & Burches, 2020).  

• Levels of rehabilitative care 

- Community-based levels of rehabilitative care (primary prevention, post-injury/illness and 

progressive/chronic conditions) 

- Rehab in Acute care (emergency department, inpatient acute care) 

- Bedded levels of rehabilitative care (rehabilitation - high & low intensity, activation/restoration, 

short term complex medical management, long term complex medical management) 

• Examples of potential measures and key considerations for each level of rehabilitative care 

 

The guiding questions, examples of potential measures and key considerations outlined in the 

Framework are intended to help capacity planning teams select those most relevant for their issue(s) 

and scope (e.g., level of rehabilitative care), or customize as needed. 

Please see Figure 1 for details. 

 

Guide to Implement the Framework 

The RCA has developed a ‘how-to’ guide to apply the Rehabilitative Care Capacity Planning Framework. 

Please refer to Figure 2 for details. 

 

Guiding Principles when using the Framework 

• Apply a balanced capacity planning approach, guided within a quality improvement lens. This means 

not just focusing on selecting measures in one dimension only, but across the five dimensions of this 

Framework, as applicable.  

• Consider how the capacity planning redesign impacts and/or addresses different objectives of the 

Quintuple Aim for Health Care Improvement (Nundy, Cooper & Mate, 2022).   

 

Other Considerations  

• When starting a capacity planning review using this Framework, involve subject matter experts in 

rehabilitative care in the early phase of the planning process. Consider rehabilitative care as an 

integral part of the healthcare system and not a separate service to be considered as an 

afterthought. 

• Capacity planning should take a practical approach to determining how to deliver the best possible 

rehabilitative care to all patient populations, given current capacity limitations.2  

• The capacity planning process may be conducted on a general or population-specific basis 

depending on the scope of the approach being applied.  

• To avoid excessive data burden, analysis questions should be framed to meet the objectives before 

undertaking a capacity planning process (i.e., select only those questions/measures required to 

address the objectives/issues). 

 

 

 

                                                           
2Adapted from: Health Quality Ontario and Ministry of Health and Long-Term Care. (2013). Quality-Based 
Procedures: Clinical Handbook for Hip Fracture. Toronto, ON: Health Quality Ontario. Available from: 
http://www.hqontario.ca/evidence/publications-and-ohtac-recommendations/clinical-handbooks. 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://www.ihi.org/library/publications/quintuple-aim-health-care-improvement-new-imperative-advance-health-equity
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• Recognizing the challenges that exist concerning incongruent definitions across sectors/databases 

(e.g. patient classifications/diagnostic descriptors, discharge destinations etc.), significant effort is 

required to ensure that an individual episode of care3 can only be categorized into a single 

condition/population to prevent double counting. 

• Other frameworks complement the RCA Rehabilitative Care Capacity Planning Framework and can 

be used, as applicable, within the planning process. 

- The Accountability for Reasonableness Framework (Daniels & Sabin, 2002; Gibson, Martin & 

Singer, 2005) is an ethical framework that describes conditions of a fair decision-making process. 

- Equity, Inclusion, Diversity and Anti-racism Framework (Ontario Health, n.d.) is a tool 

highlighting the need to explicitly identify and address the impacts of anti-Indigenous and anti-

Black racism to achieve better outcomes for all patients, families and providers within Ontario’s 

healthcare system. Plan for engagement of key participants to ensure different perspectives are 

included.   

• The Framework includes a broad set of guiding questions for consideration, many of which may lack 

existing data sources and will need to be captured through alternative methods.  

• While rehabilitative care spans multiple health sectors and patient populations, this Framework may 

not readily apply to the following areas: mental health, pediatrics, palliative care, long-term care, 

third-party/privately funded rehabilitative care.  

• The Framework is not intended to support planning of all beds within acute care or complex 

continuing care (CCC) where rehabilitative care is not the primary purpose/focus of care (e.g., 

programs where patients are waiting for an alternate level of care, behavioural programs). However, 

there is recognition that patients within these programs may receive some rehabilitative care for 

maintenance during their admission (RCA, 2023). 

                                                           
3 Episode of Care: One discrete group of condition/diagnosis-specific, time-limited, goal-oriented therapy services 
provided to a specific patient and must involve an assessment, and/or treatment (according to a set plan with 
treatment goals), and discharge (including reporting on specific outcome measures). A patient can receive more 
than one episode of care in a year provided that all eligibility criteria, including a separate referral, are met for 
each individual episode of care. The block therapy model for a patient with a specific medical condition is 
considered one episode of care. Calculation of Episode of Care Days: Date of first treatment appointment session 
to date of completion or discontinuation of outpatient rehab from all health professions inclusive of any follow-
up visits up to one month post the last treatment appointment. Adapted from: Physiotherapy Provider Qs & As, 
Publicly Funded Clinic Based Physiotherapy Services, Ministry of Health and Long-Term Care. October, 2013 

 

https://www.ontariohealth.ca/content/dam/ontariohealth/documents/equity-framework.pdf
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Figure 1: Rehabilitative Care Capacity Planning Framework  

IDENTIFY THE SCOPE OF THE CAPACITY PLANNING INITIATIVE INCLUDING LEADS, PARTICIPANTS, RESOURCES 

GUIDING QUESTIONS FOR 
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EVALUATION OF THE CURRENT STATE (To be determined by Ontario Health Regions/Ontario Health Teams/Organizations, as appropriate) 
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Figure 2: Guide to Implement the Framework 
 

A. Identify the issue  B. Current state assessment  C. Future state design  D. Determine gaps  E. Redesign and develop an 
Action Plan 

1. Define the scope to be 
undertakena 

2. To facilitate completion of 
the capacity planning 
process, identify the: 
• team (include a clinical 

rehab lead and a system 
level lead) 

• resources 
• participants 

 1. Select appropriate questions 
from the “Guiding questions 
for capacity planning” 
section of the current state 
(five dimensions).b 

2. Select applicable measures 
and key considerations from 
the current state section.b  

3. Collect the data  
4. Evaluate the current state 

with your team, considering 
both qualitative and 
quantitative information. 
 

 1. Select appropriate questions 
from the “Guiding questions 
for capacity planning” 
section of the future state 
(five dimensions).b   

2. Select applicable key 
considerations and 
measures from the future 
state section to establish 
desired future state. Current 
state measures should also 
be considered.b 

 1. Identify the gaps between 
the current state and 
desired future state. 

2. Describe the changes that 
should be made to the 
system based on the results 
of the capacity planning 
process to address the gaps. 

 1. Develop an Action Plan to 
support implementation of 
the defined future state.b 

2. Prioritize what will be 
addressed and propose a 
timeline to address the 
action plan. 

3. Select measures to evaluate 
the proposed changes made 
to the system, including 
process, outcome and 
balancing measures. 
 
 

a To define the capacity planning project scope, consider: population(s) of focus, sector(s) to be included, geographical area, etc. 
b From the RCA Rehabilitative Care Capacity Planning Framework 
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REHABILITATIVE CARE CAPACITY PLANNING FRAMEWORK  

IDENTIFY THE SCOPE OF THE CAPACITY PLANNING INITIATIVE INCLUDING LEADS, PARTICIPANTS, RESOURCES 

GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

CURRENT STATE: POPULATION 

• What populations currently receive rehabilitative care 
services (in community-based rehab care, or bedded 
level of rehab care, as described in RCA Rehab Care 
Standards; or in acute care)? What are the 
characteristics and rehab care needs of the patient 
population(s) (e.g., age, conditions, comorbidities, 
etc.)? 

• What populations are currently not being served? 
 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

• Annual prevalence/incidence by condition/population 
- Resource: Consider using Projected Patterns of Illness in Ontario, Public Health Ontario website (e.g., chronic diseases, infectious 

diseases) 
• Where evidence exists, the incidence of rehab need by condition (e.g., number of patients with stroke that are known to require each 

bedded level of rehabilitative care based on stroke severity compared to actual numbers of patients served) 
- Resource: Consider using Rehabilitative Care Compendium: Resource to Support Capacity Planning, literature that indicates 

populations who benefit from rehabilitative care 
• Health Equity Data - Consider using Ontario Marginalization (On-Marg) Index dimensions, income data 
• Volume of patients/clients based on diagnosis related to rehabilitative care 
• Average/mean age of patients receiving rehabilitative care/service per year 
• Percent of patients >65 years of age receiving rehabilitative care level of care/service per year   

- Consider: To identify and compare populations that are not being served or more likely experiencing unmet rehabilitative care needs 
(i.e., based on social determinants of health, equity-deserving groups) across Ontario Health (OH) regions, Ontario Health Teams 
(OHTs), or peer organizations  

• Current trajectory of care 
 

Rehab in Acute Care 

• Top Alternate Level of Care (ALC) patient population/diagnoses/conditions that typically require rehab 
• Rate of Emergency Department (ED) visits for falls among community-dwelling older adults, failure to thrive/deconditioning, etc. 
• Rate of repeat ED visits for falls among community-dwelling older adults, failure to thrive/deconditioning, etc. 
• Number of patients assessed by a rehab professional in ED for whom an acute care admission was avoided  
• Number of no-bed admit patients assessed or received treatment from a rehab professional in ED (e.g., for mobility, cognitive 

assessment, etc.) 
• Annual number of acute care admissions for conditions typically requiring rehabilitative care or due to falls 

- Consider: Resource Matching & Referral (RM&R) volume data, ALC data that indicates populations requiring rehabilitative care 
experiencing difficulty with access 

 

 

https://rehabcarealliance.ca/rehab-care-standards/
https://rehabcarealliance.ca/rehab-care-standards/
https://www.oha.com/communications/projected-patterns-of-illness-in-ontario#:~:text=The%20study%20projects%20the%20future%20burden%20of%20illness,chronic%20disease%20and%20multimorbidity%20in%20the%20Ontario%20population.
https://www.publichealthontario.ca/en/Data-and-Analysis/Chronic-Disease/Chronic-Disease-Incidence-Prevalence
https://www.publichealthontario.ca/en/Data-and-Analysis/Infectious-Disease/Reportable-Disease-Trends-Annually
https://www.publichealthontario.ca/en/Data-and-Analysis/Infectious-Disease/Reportable-Disease-Trends-Annually
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/capacity-planning/rca-compendium-resource-to-support-capacity-planning/
https://www.publichealthontario.ca/en/Data-and-Analysis/Health-Equity/Ontario-Marginalization-Index
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GUIDING QUESTIONS FOR PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

CURRENT STATE: POPULATION 

 Rehab in Acute Care 

• Quality Based Procedures (QBP) Clinical Handbooks definition of patient groups and volumes  
• Average/mean age of patients referred to each bedded level of rehabilitative care/service per year from acute care 
• Percent of patients >65 years of age referred to each rehabilitative care level of care/service per year from acute care 

 

CURRENT STATE: RESOURCES 

• What rehabilitative care resources are currently 
available including, but not limited to:  
- human resources (rehabilitative care providers and 

medical care professionals)  
- financial resources 
- other resources 
- programs and services 

• Are existing services appropriately resourced to offer 
best or leading practices in rehab care? 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

• Number of rehab care professionals, physiatrists, geriatricians per 100,000 per OH region  
• Configuration of rehabilitative care beds – number of sites/organizations, programs offered at each site, etc. 
• Vacancy rates of rehab health provider by profession 

- Consider: Health Workforce Canada - Employment 
• Staffing coverage model during regular operations and for vacations, unexpected leave or day off, etc. Consider the number of days the 

rehab health provider by profession provides services/week, understanding factors in determining service coverage model. 
• Consider if current scope of practice of rehab care professional(s) is optimized, within approved regulations 

 

Rehab in Acute Care Bedded Levels of Rehab 

• Rehab care resources available to provide care 7-days/week  
• Full time equivalent (FTE) (of rehab care professional) to patient bed ratio 

 

Community-Based Levels of Rehab 

• Number or FTE of rehab care providers (budgeted and actual) to client ratio at clinic, family health team, community health centre, home 
(for OH atHome regions) (ideally, by client population data if available) 

• Location of programs/services 
 

Rehab in Acute Care 

• Rehab care resources available to implement best practice care (e.g., implement 7 day/week discharges to rehab and complex continuing 
care from ED and inpatient acute care units) 
 

Bedded Levels of Rehab 

• Rehab care resources available to implement best practice care (e.g., to implement 7 day/week admissions, to maintain daily 
rehabilitative care to a minimum 6 days/week and ideally 7 days/week) 
 

https://www.hqontario.ca/Quality-Improvement/Quality-Improvement-in-Action/qbp-connect
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://healthworkforce.ca/dashboards/workforce-in-view/employment/
https://ontariohealth.ca/content/dam/ontariohealth/documents/operational-direction-rehab-ccc-2023-jul-12.pdf
https://www.ontariohealth.ca/news/operational-direction-priorities-spring-summer-24-25
https://www.ontariohealth.ca/news/operational-direction-priorities-spring-summer-24-25
https://www.ontariohealth.ca/news/operational-direction-priorities-spring-summer-24-25
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

CURRENT STATE: UTILIZATION 

• How are existing rehabilitative care beds, community-
based rehab programs and health human resources 
across the rehab programs of interest being utilized? 

• Are existing resources being optimally utilized for the 
right patient at the right time?4 How is ‘optimization’ 
of rehab resources being measured? 

• Are programs/services that are not being utilized 
measured?  

• How is the appropriateness of utilization 
determined/reported? 

• Are scopes of practice being maximized (e.g., advanced 
practice roles, nurse practitioners, regulated acts for 
appropriate health professions)? 

• To what extent are community-based rehab services 
being provided to serve the needs identified?  

• To determine needs that cannot be met locally, what 
rehabilitative care services are being utilized outside of 
your catchment/local/regional area? 

 
 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

• Referral source of rehab services or pathways (e.g., admissions from internal organization only vs. from external organizations, referrals 
from ED/nurse practitioner/physician, etc.) 

• Consider: Review of rehab utilization based on region/legacy LHIN of home residence   
 

Community-Based Levels of Rehab 

• Average total cost for an episode of care to treat each client by client population/diagnosis group, based on: 
- Rehab and other health professional services received in a rehab program (consider including: Nurse, Occupational Therapist (OT), 

Physiotherapist (PT), Social Worker (SW), Speech-Language Pathologist (S-LP), Personal Support Worker (PSW), Occupational Therapy 
Assistant/Physiotherapy Assistant (OTA/PTA), Communications Disorder Assistant (CDA), Kinesiologist (Kin), Pharmacist, etc.)  

- Number of visits/attendances (average/median) per health professional services or functional cost centre for each client within the 
episode of care 

- Number of clients who received services based on health professional 
- Total number minutes/hours provided by health professional per episode of care (average/median) to clients 
- Length of episode of care (average/median) 

• Top reasons for client discharge (treatment plan completed or incomplete) 
• Average number of client “no show” appointments or cancellations (i.e., missed service rate from service provider’s perspective) 
• In consultative based model (vs. treatment based ) such as primary care or primary prevention-focused programs, consider: the ratio of 

clients served to health professional (e.g., therapist) 
 

 

 

 

 

 

 

 

 

 

                                                           
4 Examples: Use of Rehabilitation Assistant, Occupational Therapy Assistant, Physical Therapy Assistant or Communication Disorder Assistant  
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

CURRENT STATE: UTILIZATION 

• Who are the referral source(s) of a rehab program/ 
service? 

• What rehabilitative care services are patients referred 
to (from community-based rehab care, or bedded level 
of rehab care, as described in RCA Rehab Care 
Standards; or from acute care)? 

• Where are patients typically discharged to after 
receiving rehabilitative care services (from community-
based rehab care, or bedded level of rehab care, as 
described in RCA Rehab Care Standards; or from acute 
care)? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Rehab in Acute Care 

• Average direct cost for an episode of care for each patient by patient population/condition based on: 
- Health professional services received by patients (consider including: Nurse, OT, PT, SW, S-LP, PSW, OTA/PTA, CDA, Kin, Pharmacist, 

etc.)  
- Number of patients who received rehab services based on health professional 
- Number of attendances/visits by health professional 
- Total number of minutes/hours spent with a patient per health professional functional cost centre  
- Length of stay (LOS) of patients who received rehab services 

• Number of patients seen per month by a specific rehab health professional 
• Percentage of direct patient care provided by rehab health professional  
• Consider: Factors impacting LOS (e.g., volume of surgical patients or ED patients waiting admissions, bed allocation, pressure to discharge 

based on bed availability, availability and use of remote care/patient monitoring devices, etc.) 
 

Bedded Levels of Rehab 

Within each bedded level of rehab care (i.e., rehabilitation, short/long term complex medical management, activation/restoration), consider 
the following: 
• Profile of patients receiving bedded level of care (place of residence, average admission Functional Independence Measure (FIM)® score, 

average number of reported/recorded health conditions/comorbidities, discharge disposition/destination) 
• Average number of patients transferred back to acute care (i.e., service interruption) or ED visits 
• Bed occupancy rate for each bedded level of rehab care relative to >95% occupancy target 
• ALC rates by discharge destination of organizations/OH region/OHT 
• Direct and indirect costs for services (i.e., actual cost to provide care) by weighted care, and based on: 

- Health professional services received by patients (consider including but not limited to: Nurse, OT, PT, SW, S-LP, PSW, OTA/PTA, CDA, 
Kin, Pharmacist, etc.)  

- Number of patients who received rehab services based on health professional 
- Number of attendances/visits by health professional 
- Total number of minutes/hours spent with a patient per health professional functional cost centre 
- Length of stay of patients who received rehab services 

 

 

 

https://rehabcarealliance.ca/rehab-care-standards/
https://rehabcarealliance.ca/rehab-care-standards/
https://rehabcarealliance.ca/rehab-care-standards/
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://www.ontariohealth.ca/news/operational-direction--fall-winter-readiness-and-response-2025-2
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

CURRENT STATE: ACCESS 

• What rehabilitative care services are available for 
specific population groups? 

• Are services available to meet the rehabilitative care 
needs of all population?  

• What client/patient populations are waiting to access 
rehabilitative care? 

• Are (general/specialized/regional) rehabilitative care 
programs accessible in a timely manner?5 How long are 
patients waiting to access (general/specialized/ 
regional) rehab care programs? Where are they 
waiting? 

• What proportion of specialty rehab populations are 
gaining access to bedded and/or community-based 
specialized rehabilitation services?  

• Does critical mass exist (according to available 
evidence or geographical context or related to goals of 
capacity planning)? If not, is access to 
regional/provincial programs available? 

• Is there equitable access to rehab care services across 
from the sector/region/province? 

• To what extent do admission criteria provide differing 
levels of access? 

• What transportation options are available to support 
patients to access rehab care services? 

• Do volumes exist (by population) to support local 
service? If not, is there timely streamlined access to 
regional services? 

 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

• Referral patterns/processes/pathways, with the following considerations: 
- Admissions from internal organization only vs. from external organizations 
- Referrals from ED, nurse practitioner or physician  
- Referral response time 
- Role of staff/professional triaging the referral. Consider: understanding profession’s scope of practice. 
- Proportion of patients/clients based on diagnosis, referred to rehab healthcare professionals or rehab services/program 

• Average travel time/distance from home of patient/client (by postal code) 
• Available transportation options (e.g., public and accessible) for patient/clients and care partners  
• Reason(s) for patient/client wait time to access rehabilitative care service/professional (e.g., barriers to patient discharges causing 

bottleneck in flow such as availability of community support services, access to supportive housing or assistive device/equipment, etc.) 
 

Community-Based Levels of Rehab Bedded Levels of Rehab 

• Wait time of client/patient to be seen by a rehab health professional(s)/program/service from referral date to first assessment date (i.e., 
average/median number of days) in each bedded level of rehab care and community-based levels of rehab (e.g., primary care/family 
health teams/community health centres, in-home rehab, outpatient rehab programs, etc.) 

• Number of referred clients/patients who receive rehab services vs. declined referrals (i.e., acceptance rate or declined referral rate) 
• Reasons for declining rehab referrals 
• Population distribution relative to rehab service availability 

 

Rehab in Acute Care 

• Wait time of patient to be seen by a rehab health professional(s) from referral time/date to assessment time/date (e.g., average/median 
number of minutes/hours for ED or number of days for inpatient acute care unit) 

• ALC rates in acute care for patients waiting for each bedded level or community-level of rehabilitative care 
- Resource: Consider ALC Leading Practices Guide 

• Number of referred patients in acute care unit or ED that rehab health professionals were not able to assess/see prior to hospital 
discharge 
 

                                                           
5 Timely access may need to be defined by the system planners &/or the team undertaking the capacity planning depending on the existence of best practice recommendation related to access of the medical condition requiring 
rehabilitative care, rehab level of care or setting, etc.  

https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
https://www.ontariohealth.ca/content/dam/ontariohealth/documents/alc-leading-practices-guide.pdf
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

CURRENT STATE: ACCESS 

 
 
 
 
 
 
 

Bedded Levels of Rehab 

• ALC rates for patients waiting for community-level of rehabilitative care or community resources/programs 
- Resource: Consider ALC Leading Practices Guide 

• Comparison of admission/discharge criteria across organizations/programs and/or populations 
• Population distribution relative to service availability (e.g., proximity of beds across the region by patient population, services matched to 

patient need) 
 

CURRENT STATE: EFFECTIVENESS 

• What is the current performance of services/system 
relative to best/leading practices? Are existing 
programs/services effective? (e.g., clinical/patient 
outcomes, financial performance, volumes) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

• Client/patient outcomes, with considerations to:  
- Client/patient’s functional change or maintenance as measured by standardized tools appropriate for the setting  
- Provision of rehabilitative care services in the most cost-effective manner 

• Client/patient experience measures or reported outcomes 

• Impact on care partner’s level of stress/burden associated with caring for the client/patient 
• Contribution of rehab health professionals/services/programs to other system services/partners6  
• Consider: Use of the Quintuple Aim dimensions to evaluate effectiveness 

 

Rehab in Acute Care Bedded Levels of Rehab 

• Discharge disposition/destination 
• Incidence of hospital-acquired conditions (e.g., pressure injury, non-injurious falls, delirium, infections, functional decline, etc.) 

 

Community-Based Levels of Rehab 

• Achievement (or not) of goal(s) following treatment in outpatient rehab program/clinic 
• Clients’ change in functional status as measured by standardized tools  
• Client/care partner’s reported experience in outpatient rehab (e.g., WatLXTM) 
• Rate of admission to acute care or ED visit within 30 days of discharge from community-based level of rehab, based on index condition   

 

 

                                                           
6 Examples: Patient flow, rehab/CCC bed occupancy, Emergency Department avoidance, OH atHome program evaluations, care integration 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
https://www.ontariohealth.ca/content/dam/ontariohealth/documents/alc-leading-practices-guide.pdf
https://www.ihi.org/library/publications/quintuple-aim-health-care-improvement-new-imperative-advance-health-equity
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

CURRENT STATE: EFFECTIVENESS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Rehab in Acute Care 

• Patient’s functional change as measured by standardized tools (e.g., Barthel Index, FIM®, Alpha FIM®)  
• Rate of readmission to acute care within 30 days of discharge from acute care (for conditions that are expected to require post-acute 

rehab care or for index/original condition) 
• Rate of ED visits within 30 days related to medical condition for which patient was admitted (index/original condition) 
• For patients admitted from ED: Number and proportion of patients designated ALC for bedded levels of rehab or community-based levels 

of rehab within 48 hours (proxy measure for admission avoidance) 
• For patients in ED: Number of patients assessed by a rehab professional in ED and discharged from ED (i.e., avoiding acute care 

admission) 
 

Bedded Level of Rehab 

• Patient’s functional outcome, consider the following:  
- Average change in FIM® score or other standardized functional measures 
- Median or 90th percentile length of stay as compared to expected length of stay, based on the same rehab group (e.g., Rehab Patient 

Group [RPG], Rehab Client Group [RCG], Rehab Group [RG])  
- Distribution of length of stay by same rehab group (e.g., RPG, RCG, RG), or by age/program/diagnosis 
- Patient days/year by same rehab group (e.g., RPG, RCG, RG) 
- Average active FIM® LOS Efficiency by same rehab group (e.g., RPG, RCG, RG) 

• Proportion of patients discharged with goal(s) met 
• Rate of readmission to acute care or ED visit within 30 days of discharge from bedded levels of rehab based on index condition (not 

service interruption) 
 

EVALUATION OF THE CURRENT STATE 
(To be determined by Ontario Health Regions/Ontario Health Teams/Organizations, as appropriate) 

 

 

 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

FUTURE STATE: POPULATION 

• Who will require rehabilitative care services? What are 
their characteristics and rehab care needs? 

 
 
 
 
 
 
 
 
 
 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

• Population projections including growth, disease projections, risk factors, changes in eligibility criteria, unmet needs adjustment and the 
expected impact on rehab care system utilization 
- Resource: consider using Projected Patterns of Illness in Ontario, Public Health Ontario website (e.g., chronic diseases, infectious 

diseases), Clinical Frailty Scale  
• Analyze the demographics of current pediatric/youth rehabilitative care populations who are expected to transition into the adult care 

system during the capacity planning period  
• Best practices and/or rehab care trends of population   

- Resource: consider using Rehabilitative Care Compendium: Resource to Support Capacity Planning, literature that indicates 
populations who benefit from rehabilitative care 

• Description of desired/ideal trajectory of rehab care 
 

FUTURE STATE: RESOURCES 

• Are there sufficient rehabilitative care 
resources/services as per RCA Rehab Care Standards? 
How do peer programs, organizations, OHTs or regions 
compare?  

• What resources are needed to offer best or leading 
practices in rehabilitative care? 

• Could the program/service be offered in a more cost-
efficient setting and/or cost-efficient approach without 
affecting outcomes? 

• What are the anticipated impacts of funding/policy 
changes to resources? 

• Are there upstream strategies that can reduce 
downstream need for resources (e.g., primary 
prevention, innovative practices)? 
 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• Number of rehab care professionals, physiatrists, geriatricians per 100,000 per OH region  
• Configuration of rehabilitative care beds – number of sites/organizations, programs offered at each site, etc. 
• Workload/caseload of rehab care provider/professional (e.g., typical number of patients in rehab health professional/provider’s caseload, 

number of patients that can be seen per day based on type of intervention/service) 
• Vacancy rates of rehab health provider by profession 

- Resource: consider Health Workforce Canada - Employment 
• Staffing coverage model during regular operations and for vacations, unexpected leave or day off, etc. 
• Consider if scope of practice of rehab care professional(s) can be further optimized, within approved regulations 
• Consider the use of technology (e.g., remote care monitoring, virtual care, robotics, artificial intelligence, etc.) 
• Determine the optimal resource mix and capacity requirements for delivering services within geographical boundaries, to provide the 

most appropriate interventions in the most cost-effective manner possible 
 

 

 

https://www.oha.com/communications/projected-patterns-of-illness-in-ontario#:~:text=The%20study%20projects%20the%20future%20burden%20of%20illness,chronic%20disease%20and%20multimorbidity%20in%20the%20Ontario%20population.
https://www.publichealthontario.ca/en/Data-and-Analysis/Chronic-Disease/Chronic-Disease-Incidence-Prevalence
https://www.publichealthontario.ca/en/Data-and-Analysis/Infectious-Disease/Reportable-Disease-Trends-Annually
https://www.publichealthontario.ca/en/Data-and-Analysis/Infectious-Disease/Reportable-Disease-Trends-Annually
https://www.dal.ca/sites/gmr/our-tools/clinical-frailty-scale.html
https://rehabcarealliance.ca/capacity-planning/rca-compendium-resource-to-support-capacity-planning/
https://rehabcarealliance.ca/rehab-care-standards/
https://healthworkforce.ca/dashboards/workforce-in-view/employment/
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

FUTURE STATE: RESOURCES 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

• Consider any anticipated changes in health care service organization/provision and its impact on rehab care professionals (e.g., 
increase/decrease rehab service capacity) and other resources 

• Consider the impact of innovative or new model(s) of care/trends on resources and rehab care delivery, and patient preference in 
receiving care (e.g., virtual rehab care, remote care monitoring, evolving use of artificial intelligence to support care provision) 

 

Rehab in Acute Care Bedded Levels of Rehab 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• Rehab care resources available to provide care 7-days/week  
• FTE (of rehab care professional) to patient bed ratio or environmental jurisdictional scan. Note: This measure does not represent 

resources required to assess/treat patients requiring rehabilitative care services following same day surgeries or same day ED visits.   
 

Community-Based Levels of Rehab 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• Number/location of programs/services including the rehab population the program is serving and who they are not serving, program’s 

admission criteria 
• Number or FTE of rehab care professionals/providers to client ratio at clinic, family health team, community health centre, in-home rehab 

(for OH atHome regions) (ideally, by client population) 
• Consider optimizing alignment of resources/services within provincial directions (e.g., RCA Rehab Care Standards: Framework for 

Community-Based Levels of Rehabilitative Care, RCA Specialized Rehabilitation: Guidance for Ontario Health Teams) 
• Consider rehab models of care in community setting (e.g., primary care, community health centres, etc.) including staff and operational 

hours, alternative ways of providing care (e.g., videoconference, etc.) 
 

 

 

 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Specialized-Rehab_Guidance-for-OHTs-full-report.pdf
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

FUTURE STATE: RESOURCES 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Rehab in Acute Care 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• Rehab care resources available to implement best practice care (e.g., implement 7 day/week discharges to rehab and complex continuing 

care from ED and inpatient acute care units) 
• Consider trends in how patients in acute care require rehabilitative care is changing (e.g., early mobilization, increase in patient 

complexity/needs) 
 

Bedded Level of Rehab Care 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• Rehab care resources available to implement best practice care (e.g., to implement 7 day/week admissions, to maintain daily 

rehabilitative care to a minimum 6 days/week and ideally 7 days/week) 
• Consider optimizing alignment of resources/service within provincial directions (e.g., RCA Rehab Care Standards: Bedded Levels of 

Rehabilitative Care Framework, RCA Specialized Rehabilitation: Guidance for Ontario Health Teams) 
• Organizing resources within a unit (patients requiring high and low intensity rehab mixed together in one unit vs. a unit that only has 

patients requiring high intensity rehab) 
• Medical model of care including medical profession(s) providing care (e.g., physician, physiatrist, nurse practitioner, physician assistant), 

number of planned visits by bed type 
• Consider trends in how rehab bed use is changing (e.g., system beds, coordinated access7, etc.) 

 

 

 

 

 

 

                                                           
7 Coordinated access is a systems-level approach in processing and managing referrals of multiple service types together through a single access point with centralized intake model and triage functions. (Provincial Geriatrics 
Leadership Ontario, 2022)  

https://ontariohealth.ca/content/dam/ontariohealth/documents/operational-direction-rehab-ccc-2023-jul-12.pdf
https://www.ontariohealth.ca/news/operational-direction-priorities-spring-summer-24-25
https://www.ontariohealth.ca/news/operational-direction-priorities-spring-summer-24-25
https://www.ontariohealth.ca/news/operational-direction-priorities-spring-summer-24-25
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Specialized-Rehab_Guidance-for-OHTs-full-report.pdf
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

FUTURE STATE: UTILIZATION 

• What level of utilization is required to achieve 
ideal/target outcomes? (e.g., as per RCA System 
Evaluation Framework and/or other provincial targets) 

• Are there barriers that lead to existing rehab care 
resources/beds being under-utilized? What are these 
barriers?  

• How can roles and staff be enabled to practice to their 
full scope (e.g., advanced practice roles, nurse 
practitioners, regulated acts for appropriate health 
professions)? 

• Are patients receiving rehabilitative care through the 
most appropriate and cost-effective model?8 

• Are there: 
- Alternate/innovative service delivery models 

and/or settings that would maximize resource 
efficiency? (e.g., healthcare - recreation 
partnerships, fitness centres, community-based 
exercise classes, virtual care, remote care 
monitoring, etc.)? 

- Opportunities for new/enhanced programs? 
- Opportunities for consolidation/specialization of 

programs? 
- Opportunities to support a shift from hospital care 

to community care 
 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• Expected average total/direct cost for an episode of care for each patient/client by patient/client population/diagnosis group, based on 

multiple factors such as:  
- Expected number of patient/clients 
- Expected rehab and other health professional services providing care 
- Expected total number of minutes/hours provided by rehab/other health professionals 
- Expected length of episode of care or length of stay by patient/client group 

• Consider alternate/innovative service delivery models/settings 
• Consider opportunities to improve processes through LEAN/quality improvement, then standardization and/or automation to maximize 

efficiency/utilization of referral processes and care provision 
 

Rehab in Acute Care 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• ALC rates or ALC volumes to each bedded level of rehabilitative care 

- Resource: Consider ALC Leading Practices Guide 
• Proportion of patients designated ALC awaiting inpatient rehab (based on each bedded level of rehabilitative care) 
• Proportion of patients receiving rehab health professional’s services 
• Time spent providing service per health professional by patient group/function (e.g., assessment &/or treatment) 
 
 
 
 

 

                                                           
8 Examples: Are patients being referred for in-home rehab care who might otherwise be served in outpatient rehab care setting if outpatient rehab services were available? Are rehabilitative care programs utilizing Rehab 
Assistants/Occupational Therapy Assistants/Physical Therapy Assistants in their model of care, if appropriate? 

https://rehabcarealliance.ca/wp-content/uploads/2025/03/RCA-Rehabilitative-Care-System-Evaluation-Framework.pdf
https://rehabcarealliance.ca/wp-content/uploads/2025/03/RCA-Rehabilitative-Care-System-Evaluation-Framework.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://www.ontariohealth.ca/content/dam/ontariohealth/documents/alc-leading-practices-guide.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

FUTURE STATE: UTLIZATION 

 
 
 
 
 
 
 
 
 
 

Bedded Levels of Rehab 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• Expected length of stay based on the same rehab grouping (e.g., Rehab Client Group, Rehab Group, Rehab Patient Group) 
• Expected occupancy rates within each bedded level of rehab care considering >95% occupancy target 
• ALC rates within each bedded level of rehabilitative care 

- Resource: Consider ALC Leading Practices Guide 
• Proportion of patients receiving rehab health professions’ services (intensity and frequency) based on best/leading practice 
• Market analysis and ideal market share for a specific rehab service or special need 
 

FUTURE STATE: ACCESS 

• If services are not available to meet the rehab care 
needs of all populations, how should services be 
facilitated to enable access? 

• How do current wait times for rehab services map 
against established best practice recommendations, 
targets or benchmarks? 

• If critical mass does not exist, could services be 
restructured to create critical mass within or across OH 
regions/OHTs? Is access to regional/provincial 
programs available?9  

• How can equitable access to services across the 
sector/region/province be facilitated? 
 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 

• Transportation options (public and accessible) required to support patients/care partners to access services 

• Travel distance to access rehab services – equalized service availability (i.e., distance from home) relative to population distribution10  

• A streamlined referral process/pathway to other levels of rehabilitative care 
- Consider: Building and/or enhancing referral partnerships that enable equitable and timely access to rehabilitative care   

• Other models of care that enable access to care for those who do not fit into current program admission criteria (e.g., self-referral, virtual 
care/telerehabilitation) 

• Consider the impact of establishment or closure of programs on access to rehabilitative care (e.g., transitional care programs, capital 
development projects) 
 

 

 

 

                                                           
9 Note: In absence of best practice evidence to define critical mass, operational efficacy could be used to determine critical mass locally. 
10 Consider the current average travel time/distance of service from home of client/patient (by postal code), what additional resources/services are required to support equitable service distance for residents of the region? 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://www.ontariohealth.ca/news/operational-direction--fall-winter-readiness-and-response-2025-2
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://www.ontariohealth.ca/content/dam/ontariohealth/documents/alc-leading-practices-guide.pdf
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND KEY CONSIDERATIONS 

FUTURE STATE: ACCESS 

• Are there local and/or regional issues/principles/policy 
to be considered? 

• Based on ‘reasons for denial’ to a rehab service, what 
additional service(s) is required to support access for 
populations currently not being served?11 

• Are adequate transportation options available to 
support patient access to services? If not, can access to 
rehab services be enhanced? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Community-Based Levels of Rehab 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance: 
• Access to rehab health professionals in clinic, outpatient rehab program, in-home rehab, family health team, community health centre 
• Expected wait time of client to be seen by a rehab health professional(s), program/service from referral date to first assessment date 

(i.e., number of days) 
• Required critical mass based on population, as per best practices 
 

Rehab in Acute Care 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• ALC rates in acute care for patients waiting for bedded levels of rehabilitative care or community-based levels of rehabilitative care 

• Access to rehab health professionals while in acute care or ED for assessment and/or treatment 
 

Bedded Level of Rehab Care 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 

• Expected wait time of patient/client to be seen by a rehab health professional(s) from referral date to first assessment date (i.e., number 
of days) in each bedded level of rehab care 

• Required critical mass based on population, as per best practices 

• ALC rates in acute care for patients waiting for community-level of rehabilitative care (e.g., in-home rehab OH atHome, outpatient rehab 
programs) 

 

 

 

 

 

                                                           
11 Examples of rehab referral denial reason: out of catchment area, does not provide a service or special need, etc. 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Community-Based-Levels-of-Rehabilitative-Care.pdf
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GUIDING QUESTIONS FOR CAPACITY PLANNING EXAMPLES OF POTENTIAL MEASURES AND CONSIDERATIONS 

FUTURE STATE: EFFECTIVENESS 

• What is the ideal best practice client/patient 
outcome(s) and/or performance (consider: 
clinical/patient functional outcomes, financial 
performance, volumes)? How do we achieve the ideal 
state? 

• Does the future state care delivery model align with 
OH region &/or OHT priorities? 

• What are the opportunities to improve client/patient 
outcomes (i.e., by providing earlier access to rehab 
care, by changing the model of care, etc.) or 
client/patient experience? 

 
 

Community-Based Levels of Rehab Rehab in Acute Care Bedded Levels of Rehab 

Describe the future state based on evidence-based best practices or leading practices in the literature, provincial indicators and targets 
(where they exist), anticipated needs for and/or current performance of: 
• Expected client/patient’s functional outcomes or reported outcome/experience, with considerations to the following: 

- Change in client/patient’s function 
- Discharge disposition 
- Readmission rates 
- Care partner experience   
- Length of stay or length of episode of care typically requiring rehab care 

• Expected cost to deliver rehabilitative care service relative to value and/or client/patient functional outcomes  
• Support to other health system services/partners12 
• Rehab provider experience 

 

DETERMINE GAPS BETWEEN CURRENT STATE AND FUTURE STATE 

REDESIGN AND DEVELOP AN ACTION PLAN TO SUPPORT FUTURE STATE IMPLEMENTATION 

                                                           
12 Consider rehab/CCC bed occupancy, Emergency Department avoidance, OH atHome program evaluations, Care integration 
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