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1.0 INTRODUCTION

The Rehabilitative Care Alliance (RCA) is pleased to share the 2024/25 Rehabilitative Care System
Performance Report: Summary Report. This summary report provides a high-level overview of
performance, and is one component of a package of information that includes:

An interactive dashboard, the only centralized provincial source of all available rehabilitative care

data across sectors. The dashboard was developed to facilitate quality improvement through
comparison of performances across regions and peer organizations. Data is presented graphically at
the provincial, regional and organizational-level with trends over time.

A technical manual that provides substantial background, glossary of terms, and indicator

definitions.
These resources provide additional context and should be reviewed for further details on the
performance data reported in this summary.

Background: Key Principles Guiding System Evaluation Initiative
Provincial partners were engaged in all aspects of the RCA System Evaluation Task Group’s initiatives.

The key principles that have guided, and continue to guide the work of the RCA System Evaluation Task
Group are the following:

Utilize data derived from existing and reliable data sources, wherever possible

Share performance data with provincial partners intentionally and sensitively

Utilize existing targets and benchmarks where available and appropriate

Be transparent in the methodology used

Calculate benchmarks for indicators to drive change, when the desired change is both meaningful

and the impact of the change is understood

Include patients and care partners in the benchmarked indicator selection process.

1.1 About the Rehabilitative Care System Performance Report

The RCA’s Rehabilitative Care System Performance Report is an annual assessment of the current
performance of rehabilitative care provided across the province. This performance report is based on
the RCA’s Rehabilitative Care System Evaluation Framework (see Figure 1). The Framework (2025) was
recently updated to align with the Quintuple Aim for Healthcare Improvement (Nundy et al., 2022) and

Ontario Health’s five objectives that are critical in the delivery of world-class health care services. Fifteen

rehabilitative care system indicators have been aligned with three domains of the Quintuple Aim:
patient experience, population health, and value/efficiency (Nundy et al., 2022) (See Table 1). These
indicators include three benchmarked measures and twelve supplementary measures. These indicators
were selected based on availability of data and reliability for annual reporting. Benchmarks were
previously established by an expert panel based on evidence and performance across the province.
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Figure 1: RCA’s Rehabilitative Care System Evaluation Framework (2025)

PATIENT EXPERIENCE

* Enhance availability of and
timely access to publicly-
funded rehab services that
consistently deliver quality
care

* Improve the overall
experience of rehab care
as reported by patients
and/for care partners

* Ensure people are able to
easily navigate across
settings to get the rehab
care they need

* Co-develop initiatives with
patients and/or care
partners to ensure
senvices reflect their
needs and preferences

* Ensure equitable access to
publicly-funded rehab
care services for people
who need them

Data Source

PROVIDER EXPERIENCE

* Strengthen processes
among providers across
settings to facilitate
smoother care transitions

* Decrease in reports of
burnout expressed by
rehabilitative care providers

POPULATION HEALTH

* Improve health outcomes,
supporting people in
Ontario to live
independently and
enabling participation in
meaningful activities

VALUE & EFFICIENCY

* lllustrate the impact of the
role of rehab on longer
term clinical and financial
outcomes

* Support delivery of
coordinated, evidence-
based rehab care. Build on
innovative and proven
models of practice

* Improve standardization &
capability of reporting
publicly-funded
community-based
rehabilitation services

The administrative reporting datasets where the rehabilitative care system indicators were derived from
are:

Rehabilitative Care System Performance Report — Performance Report 2024/25

Client Health and Related Information System (CHRIS)
Complex Continuing Care Reporting System (CCRS)% 2
Local Health Integration Network (LHIN) database?
National Rehabilitation Reporting System (NRS)?

National Ambulatory Care Reporting System (NACRS)3
Registered Persons Database files (RPDB)3

Wait Time Information System (WTIS)

Note:
1 Data obtained through Intellihealth Ontario.
2 Complete 2024/25 FY data from the CCRS was not available in Intellihealth Ontario as of March 23, 2026. As a

result, the findings and trends of these measures are not included in this Summary Report. Once the data becomes
available, the RCA interactive dashboard will be updated.
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3 Data for the fall-related indicators were obtained through an Applied Health Research Question (AHRQ) process
from the Institute of Clinical Evaluative Sciences (ICES) team (Jeoung et al, 2025).

In addition to the 15 indicators, the RCA has been evaluating the feasibility of using survey findings to
measure provider experience of rehabilitative care professionals. The 2025 Rehab Provider Experience
Survey was distributed in September through RCA distribution lists, professional associations and
participating organizations. A summary of survey results is included in this report, and is also available
on the RCA website and the RCA dashboard.

Future work of the RCA System Evaluation Task Group will include exploring indicators in the two
Quintuple Aim domains that are not included in the interactive dashboard — provider experience and
health equity. The main challenge in advancing these domains is the limited availability of existing,
reliable data sources, which is a key principle identified for this reporting initiative.

Table 1: Rehabilitative care system indicators

QUINTUPLE AIM

Benchmarked Indicators |
Wait time in acute care for inpatient rehabilitative care: time from most recent Patient Experience

discharge destination determined date from acute care to discharge date, where
the discharge destination is inpatient rehabilitative care

Wait time for in-home rehabilitative care: patient availability date to date of first | Patient Experience
therapy visit

Repeat Emergency Department visits for falls for community-dwelling older Population Health
adults: annual rate per 100,000 people aged 65 years and older (age-
standardized)

Supplementary Indicators
Inpatient hospital admissions resulting from an Emergency Department visit for | Population Health

a fall among community-dwelling older adults: annual rate per 100,000 people
aged 65 years and older (age-standardized)

Emergency Department visits for falls for community-dwelling older adults: Population Health
annual rate per 100,000 people aged 65 years and older (age-standardized)

Percent contribution to Alternate Level of Care (ALC) rate, combined open and Value/Efficiency
closed cases, for patients in acute care waiting for inpatient rehabilitative care

Percent contribution to ALC rate, combined open and closed cases, for patients Value/Efficiency
in an inpatient rehabilitative care or complex continuing care bed

Proportion of patients designated ALC to inpatient rehabilitative care within 2 Value/Efficiency
days of admission to acute care

Proportion of patients admitted to high intensity inpatient rehabilitative care by | Value/Efficiency
Rehabilitation Client Group
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REHAB CARE SYSTEM INDICATOR QUINTUPLE AIM

DOMAIN
Proportion of patients admitted to complex continuing care including low Value/Efficiency
intensity rehabilitation by Resource Utilization Group*
Average change in functional based on FIM® by Rehabilitation Client Group Value/Efficiency
Average admission FIM® score by Rehabilitation Client Group Value/Efficiency
Average active rehabilitation length of stay (LOS) efficiency by Rehabilitation Value/Efficiency
Client Group
Average length of stay in high intensity rehab by Rehabilitation Client Group Value/Efficiency
Average length of stay in complex continuing care bed including low intensity Value/Efficiency
rehab by Resource Utilization Group*

*Note: Complete 2024/25 FY data from the CCRS was not available in Intellihealth Ontario as of March 23, 2026. As
a result, the findings and trends of these measures are not included in this Summary Report. Once the data
becomes available, the RCA interactive dashboard will be updated.

1.2 Highlights from the 2024/25 Report

As compared to 2023/24, the 2024/25 performance for Ontario:

BENCHMARKED INDICATORS

Median wait time remained the same for all levels of rehab care, high
Inpatient rehab wait and low intensity rehab; however, median wait time for
times activation/restoration has increased.

90" percentile wait time benchmark of 3 days was not achieved

Median wait times were the same for short and long stay occupational
and physiotherapy services. Median wait times for short stay and long
In-home rehab wait times | stay speech-language pathology and social work service either remained
the same or have decreased.

90" percentile wait time benchmark of 5 days was not achieved

Rate of fall-related repeat | Provincial age-standardized rate has increased.

ED visits The achievable benchmark remains almost the same.

SUPPLEMENTARY INDICATORS

ALC in acute care to inpatient rehab remained the same

ALC in inpatient rehab and complex continuing care has increased

ALC related measures Proportion of patients with ALC to rehab designation within 2 days of
acute care admission that have been discharged to high and low intensity
rehab and convalescent care have decreased.

ED visits have slightly decreased

Fall-related measures

Hospital admissions from ED have slightly decreased
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SUPPLEMENTARY INDICATORS

Measures related to Despite an increase in patient volume, the average functional change
inpatient rehab across all rehab groups has shown slight improvement.

Average length of stay efficiency has either remained stable or increased
in 12 of the 15 Rehab Client Groups, with the exception of neurological
conditions, other disabling impairments and pulmonary conditions.

Note: Complete 2024/25 FY data from the CCRS was not available in Intellihealth Ontario as of March 23, 2026. As
a result, the findings and trends of these measures are not included in this report. Once the data becomes available,
the RCA interactive dashboard will be updated to incorporate these indicators (i.e., volume and length of stay based
on Resource Utilization Group).

Regional leads are encouraged to share this report with health service and regional rehabilitative care
committees. This report, including a summary of the provider experience survey and the data available
on the dashboard should be used as a tool for improvement activities. Teams are encouraged to reflect
on their organization’s performance.
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2.0 REHABILITATIVE CARE IN ONTARIO 2024/25

Reporting rehabilitative care system performance data is essential to improve care delivery and enhance
patient outcomes. The following sections provide a summary of the benchmarked indicators and
supplementary indicators that have been reported annually by the RCA since 2016. More detail on these
indicators and the data sources can be found in the accompanying Technical Manual.

For this reporting period, data is available on the six Ontario Health Regions, the 14 legacy LHINs in the
dashboard. In this report, only the legacy LHINs are summarized.

This report uses the following abbreviations to refer to the legacy LHINs:

Erie St. Clair: ESC Central West: CW South East: SE

Southwest: SW Mississauga Halton: MH Champlain: CH

Waterloo Wellington: WW Toronto Central: TC North Simcoe Muskoka: NSM
Hamilton Niagara Haldimand Central: C North East: NE

Brant: HNHB Central East: CE North West: NW

2.1 Benchmarked Indicators
1) Wait time for inpatient rehabilitative care

In 2024/25, the median wait time was:
4 days for all levels of rehab care and high intensity rehab
5 days for low intensity rehab
9 days for activation/restoration in Ontario.

The 2024/25 high and low intensity rehab median wait times remained the same as compared to
2023/24; whereas the 2024/25 activation restoration median wait time increased as compared to
2023/24. (See Table 2)

Benchmark:

In 2024/25, the 90™ percentile wait time benchmark of 3 days was not achieved across all levels of
rehabilitative care. (See Figure 2)

Volumes and wait times:
The 2024/25 volume for all inpatient rehab care in Ontario (n=25,672) has increased by 40% from
2020/21 (n=18,376).
The median and 90" percentile wait times reached their highest levels in 2022/23, and decreased in
2023/24 and 2024/25. (See Table 2 and Figure 2)

It is important to note that inpatient rehab programs in Ontario were able to sustain a relatively stable
median wait time over the five-year period, despite a growing volume of patients requiring rehabilitative
care.
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Median wait time of high performers:
3 days across all levels of rehab care: CW, TC, NW legacy LHINs
3 days for high intensity rehab: C, CE, CW, TC, NW legacy LHINs
3 days for low intensity rehab: CH, NE, NW legacy LHINs
5 days for activation/restoration: MH, WW legacy LHINs

Table 2: Median wait time (in days) for inpatient rehab from 2020/21 to 2024/25 (Ontario)
All levels of High intensity | Low intensity Activation/
rehab care rehab rehab Restoration

2020/21 median wait time 4 3 4 8
2021/22 median wait time 4 4 6 8
2022/23 median wait time 5 4 6 9
2023/24 median wait time 4 4 5 8
2024/25 median wait time 4 4 5 9
Figure 2: 90" percentile wait time (in days) for inpatient rehab from 2020/21 to 2024/25 (Ontario)
45
40 41
40
35 32
30
24 25
25 . 21 22
20 15 ' 15 15 ' 15
15 14 14 5 13 13 13
10
5
0 L1 1 L1 1 L1 1 .-
All levels of rehab care High Intensity Low intensity Activation/restoration
2020/21 w2021/22 m2022/23 mW2023/24 m2024/25 3 days benchmark

Factors Influencing Wait Time for Inpatient Rehabilitative Care Findings:

Transitional care and unfunded rehab beds

Created to facilitate patient flow across the system, the influx of transitional care beds during the
pandemic may have contributed to improved wait times to inpatient rehab programs. However,
there is currently no standard definition for transitional care beds. They can be located in different
bed types (e.g., acute care, CCC, and other bed types) and there may or may not be rehabilitative
care provided in these beds.
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The addition of unfunded inpatient rehabilitative care beds by organizations may also contribute to

improved wait times to inpatient rehab from acute care. Some members of the RCA System
Evaluation Task Group reported intentionally adding unfunded inpatient rehab care beds to address
acute care surge pressures and improve patient flow.

Wait time data from WTIS
Findings of this wait time data should be interpreted with caution for the following reasons:

a. Does not include patients with no reported ALC designation (i.e., ALC days = 0 days)

In 2024/25, patients in acute care waiting to transfer to inpatient rehab with reported ALC days
(i.e., wait time) represented only 64% of high intensity rehab admissions, highlighting a
significant under-representation of WTIS wait time data. The difference is outlined below:

WTIS: A total of 20,236 patients were designated ALC in acute care waiting to be discharged
to high intensity rehab

NRS: A total of 31,813 patients were admitted to an inpatient rehab bed with an assigned
Rehabilitation Client Group

b. Not measured from the actual referral date

Wait time from WTIS is determined from the date the patient was designated ALC to the
date of discharge, and not from date the rehab referral was sent by acute care to an
inpatient rehab program. In practice, there is usually a lag time from the date the patient
was designated ALC to the date when rehab referral was sent.

c. Potential misclassification of rehab destination

Wait time in WTIS is based on the intended rehab discharge destination coded by acute
care. This destination may be changed by the rehab program upon referral acceptance or
admission.

2) Wait time for in-home rehabilitative care services

The median wait time has been stable for the past 3 years for occupational therapist (OT) and
physiotherapist (PT) in short and long stay programs.

The 2024/25 median wait times for social worker — long and short stay programs, and speech-

language pathologist (S-LP) — long stay program have decreased as compared to 2023/24.

However, these median wait times have increased since 2020/21. (See Table 3)

Table 3: RCA system performance median wait time (in days) for in-home rehab services from 2020/21

to 2024/25 (Ontario)

Occupational | Physiotherapist Speech- Social Worker
Therapist Language
_ _ Pathologist |
Short Stay
2020/21 median wait time 5 5 6 7
2021/22 median wait time 7 7 8 8
2022/23 median wait time 8 7 10 9

Rehabilitative Care System Performance Report — Performance Report 2024/25
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Occupational | Physiotherapist Speech- Social Worker

Therapist Language
Pathologist

2023/24 median wait time
2024/25 median wait time 8 7 9 9
Long Stay

2020/21 median wait time 5 5 6 7
2021/22 median wait time 7 7 7 7
2022/23 median wait time 7 7 8 8
2023/24 median wait time 7 7 9 9
2024/25 median wait time 7 7 8 8

Note: The in-home rehab wait time data may be impacted by factors that include but are not limited to:
variability in referral prioritization timelines; referral volumes for the rehab health professionals (open
and closed cases); health human resource pressures.

Benchmark:
In 2024/25, the 90™" percentile wait time benchmark of 5 days for in-home rehab services was not
achieved for OT, PT, S-LP and SW services.

The 90 percentile wait time for short and long stay ranged from 27 days to 49 days for the four
professional services.

Volumes and 90 percentile wait times:

The volume of patients who received OT and PT services — short stay programs and PT services —
long stay programs has decreased since 2021/22; and OT services — long stay programs since
2020/21.

There is no consistent trend in how the volume impacts on 90™ percentile wait time across different
professions and programs.

Median wait time of high performers:
5 days for PT: ESC and HNHB legacy LHINs (long stay), HNHB legacy LHIN
(short stay)
5 days for OT: NW legacy LHIN (long and short stay)
4 days for S-LP: NW legacy LHIN (long and short stay)
5 days for SW: NW legacy LHIN (long stay)
6 days for SW: WW, NSM and NW legacy LHINs (short stay)

The 2024/25 median and 90™" percentile wait times are either the same or has decreased as compared
to 2022/23 and 2023/24 for in-home rehab services, except for S-LP 90™" percentile wait time in short
stay and long stay programs. However, these 2024/25 wait times are still higher as compared to
2020/21 and 2021/22, and opportunities for improvement still remain. (See Figure 3)
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Figure 3: RCA system performance dashboard view for the 90*" percentile wait time (in days) for in-
home rehab services from 2020/21 to 2024/25 (Ontario)

Regional Level
Adult Long Stay
Specialist
Occupational Therapist
Physiotherapist

Social Worker

Speech Language
Pathologist

Adult Short Stay

Specialist

Occupational Therapist

Physiotherapist

Social Worker

Speech Language
Pathologist

Rehabilitative
Care Alliance

Patient Experience | wait time for in-home rehab care services
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Factors Influencing Wait Time for In-Home Rehab Care Services:

Wait times are influenced by a dynamic interaction of many contributing elements.

o Referral volume relative to health human resource shortages

An increased referral volume when a rehab profession’s availability/capacity in the region is already
a challenge, can:

a. Increase the wait time for the initial rehab in-home visit assessment
b. Serve as a barrier in discharging a patient from acute care and inpatient rehab

c. Impact on the care of subsequent patient visits, if health service providers prioritize initial visits
as a strategy to meet initial wait time indicators.

e Varied referral prioritization practices across legacy LHINs

Rehabilitative Care System Performance Report — Performance Report 2024/25
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How regions and professionals identify what is urgent or not may vary. For example, patients with
more urgent needs for an in-home rehab service may be prioritized and seen within the five-day
wait time benchmark over other less urgent referrals. The data in this report do not differentiate the
level of urgency of referrals.

Utilization of Rehab Assistants

Integrating occupational therapy assistants (OTAs), physiotherapy assistants (PTAs) or
communication disorder assistants (CDAs) within the in-home rehab model of care has the potential
to address therapist staffing shortages in the sector, if clinically appropriate; and improve wait time
by allowing existing therapy staff to focus on assessments.

Employment incentives relative to health human resource shortages

Competitive compensation that aligns with hospital sectors, flexible comprehensive benefit
packages, and supportive working conditions (e.g., manageable caseload) can improve recruitment
and retention of rehab professionals. When organizations can maintain stable staffing in the in-
home rehab sector, service capacity increases and patient wait time decreases.

3) Rate of fall-related repeat emergency department visits in adults aged 65 and over
Source: ICES AHRQ Project # 0950 056 006

The 2024 provincial age-standardized rate for repeat ED visits due to a fall among community-
dwelling older adults (i.e., 768 per 100,000) had increased as compared to 2023 (745 per 100,000)
and 2022 (745 per 100,000). However, the overall trend for this rate has decreased since 2019 at
847 per 100,000.

In 2024, repeat ED visits due to falls accounted for 17% of the total older adult ED visits due to falls
(139,123). This proportion has remained unchanged since 2022, even as the total number of fall-
related ED visits has increased each year over the past three years.

The 2024 achievable benchmark of care (Kiefe et al., 1998) (age-standardized) was 583 per 100,000,
almost similar to 2023 achievable benchmark (584 per 100,000) and higher than the 2022
achievable benchmark of 522 per 100,000. The benchmark was established by ranking the legacy
LHINs in descending order of performance and using the Achievable Benchmarks of Care
methodology (Kiefe et al., 1998).

Figure 4: RCA system performance dashboard view for the rate of fall-related repeat ED visits for older
adults aged 65 years and over from 2019 to 2024 (Ontario)

Repeat ED visits for falls

Select Your Legacy LHIM  Region Peer Legacy LH Calendar Yez

Begional Lovel s Il T = 2c-"4_ - I W selectec LHIN
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Top three legacy LHIN performers for repeat ED visits due to a fall in 2024:
e  ESC: 529 per 100,000
e CW: 550 per 100,000
e MH: 580 per 100,000

Figure 5: Rate of fall-related repeat ED visits for older adults aged 65 years and over from 2019 to
2024, based on legacy LHINs (Ontario)

1400
1200

1000

80
60
: I I
0
\,

& &
~<\7’ (Je, & @\ @ @Q & g\\ N o“&
S N @ J 0(&

o

o

o

N
o
o

2019CY 2020 CY m 2021 CY m2022 CY m 2023 CY m 2024 CY

Factor Influencing the Rates of ED and Repeat ED Visits due to a fall:

o Limited Access to Primary Care: The rate of ED and repeat ED visits due to a fall may be higher in
rural and remote regions due to limited access to primary care, especially after hours and on
weekends. For many rural communities, the ED is the only place to receive primary care outside
business hours and in some communities, the ED is the only place to access necessary diagnostic
imaging such as X-rays. As a result, the lack of access to primary care and diagnostics may be
reflected in higher rates of ED visits for falls in some regions.
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Quality Improvement Initiative: RCA Post-Fall Rehabilitative Care Pathways

At a provincial level, the RCA is working collaboratively and providing project management support to
participating partners in implementation of secondary post-fall pathway involving community
paramedicine services across Ontario. Integrating rehabilitative care services into secondary fall
prevention pathways for older adults with frailty is essential to reduce functional decline and to
improve patient outcomes. Monitoring the performance of this indicator is critical to evaluating the
impact of the initiative and further system-level gaps.

2.2 Supplementary Indicators
1. Alternative Level of Care related measures

In 2024/25, the percent contribution to the annual ALC rate for patients in acute care waiting to be
admitted to inpatient rehabilitative care (combined open and closed cases) was 4%. The 2024/25
performance of this indicator, also referred interchangeably known as the “ALC rate in acute care for
inpatient rehab”, remained the same as compared to 2023/24; however, still higher as compared to
2020/21. (See Figure 6)

Top legacy LHIN performers for ALC rate in acute care for inpatient rehab in
2024/25:

2%: SW

3%: C, CE, CW, CH

On the other hand, the 2024/25 ALC rate in inpatient rehab and CCC (or also known as the percent
contribution to the annual ALC rate for patient in inpatient rehab and CCC) has been increasing since
2021/22 from 14% to 17%. (See Figure 6)

Top legacy LHIN performers for ALC rate in inpatient rehab and CCC in 2024/25:
4%: C, CW
12%: HNHB, NSM
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Figure 6: RCA system performance dashboard view for the ALC rate in acute care and the ALC rate in
inpatient rehab/CCC from 2020/21 to 2024/25 (Ontario)

Legacy LHIN Region Fiscal Year
Regional Level [onTaARIO +] [ ] [z022/25 -]
ALC rate in acute care to inpatient rehab @ ALC rate in inpatient rehab and CCC
4% 17%
2024/25 20z4/25
2020/21 202122 202223 202324 2024/25 2020/21  2021/22 20222 2023/24  2024/25

Figure 7: RCA system performance dashboard view for the proportion designated ALC for rehab within
2 days of admission in acute care from 2020/21 to 2024/25 (Ontario)

Legacy LHIN Region ¥ Fiscal Year
Regional Level ONTARIO =] [can ~] [2024/25 -]
Activation/restoration High intensity rehab Low intensity rehab
7% 7% 5%
2024/25 I I 2024/25 2024/25 I
2020/21 2021/22 202223 202324 202425 202021 2021/22 202223 2023/24 2024/25 2020421 202122 2022(23 202324 2024/25

The 2024/25 proportion of patients designated ALC for rehab within 2 days of acute care admission has:
o Decreased for high intensity rehab (7%) as compared to 2023/24

o Decreased for low intensity rehab (5%) as compared to 2023/24

o Decreased for activation/restoration (7%) since 2021/22. (See Figure 7)

Top legacy LHIN performers for proportion of patients designated ALC for rehab
within 2 days in 2024/25:

©  High intensity rehab: MH (2%), C (4%), ESC (4%), HNHB (4%), NE (4%)
©  Low intensity rehab: C (2%), HNHB (2%), MH (2%), WW (2%)
©  Activation/restoration: ESC (0%), NW (0%), NSM (1%)

Limitations: As the data source for these ALC related indicators is the WTIS, the same limitations that
apply to the wait time in acute care for inpatient rehabilitative care indicator are also applicable.
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Quality Improvement Initiative: RCA Rehab Referral Pathways

The proportion of patients designated ALC for rehab within 2 days of acute care admission identifies
patients who can potentially be admitted directly to inpatient rehabilitative care from the community
or emergency departments, bypassing an acute care admission. The RCA has developed resource
toolkits to facilitate identification of community-dwelling individuals who would be benefit from
direct access to inpatient rehab with or without falls.

2. Fall-related measures

Source: ICES AHRQ Project # 0950 056 006

The 2024 calendar reporting year continued the reporting format of the past two reporting years, based
on Ontario Health Teams (OHTSs). Prior to 2022, the fall-related measures were reported at the sub-
regional level.

CW and MH legacy LHINs are top performers across the three fall-related
indicators that RCA reports on (i.e., ED visits, repeat ED visits and hospital
admissions due to a fall).

Rate of ED visits due to a fall (age-standardized)
In 2024, a total of 139,123 older adults visited the ED due to a fall as compared to 132,791 in 2023,
which is a 5% increase.

The 2024 provincial age-standardized rate of ED visits for falls among community-dwelling older
adults was 4,505 per 100,000. This rate of ED visits due to falls has decreased as compared to 2023
(4,524 per 100,000); although, still higher as compared to 2022 (4,468 per 100,000).

Top legacy LHIN performers for rate of ED visits due to a fall in 2024:
MH (3,718 per 100,000)
ESC (3,858 per 100,000)
CW (3,897 per 100,000)

Rate of hospital admissions due to a fall (age-standardized)

The 2024 provincial age-standardized rate for hospital admission from ED due to a fall among
community-dwelling older adults was 1,019 per 100,000. This rate has decreased as compared to
2023 (1,036 per 100,000) and 2022 (1,022 per 100,000).

Rehabilitative Care System Performance Report — Performance Report 2024/25 Page 17 of 29


https://rehabcarealliance.ca/wp-content/uploads/2026/01/Rehab-Access-Pathway.pdf
https://rehabcarealliance.ca/wp-content/uploads/2026/01/Rehab-Access-Pathway.pdf
https://rehabcarealliance.ca/frail-seniors/rehab-access-pathway/
https://rehabcarealliance.ca/frail-seniors/rehab-access-pathway/
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Paramedic-Post-Fall-Rehabilitative-Care-Pathway.pdf
https://rehabcarealliance.ca/frail-seniors/rehab-access-pathway/

Top legacy LHIN performers for rate of hospital admissions due to a fall in
2024:

CW (787 per 100,000)

MH (892 per 100,000)

C (872 per 100,000)

3. Measures related to inpatient high intensity rehab

Volume and Rehab Client Groups (RCGs) (See Figures 8 and 9, and Table 4)

Inpatient high intensity rehab admissions with an assigned RCG increased by 18% over the five-year

period, rising from 26,861 in 2020/21 to 31,813 in 2024/25.

- The reasons for this increase are difficult to determine, as it is unclear whether the growth
reflects an expansion in the number of NRS designated beds over time, changes in utilization
patterns, or other system-level factors.

33% of the 2024/25 inpatient high intensity rehab admissions were from TC LHIN.

The top two legacy LHINs with the highest percentage change in patient volume from 2023/24 to

2024/25:

- Increase in admissions: NSM (23%) and NE (10%)

- Decreased in admissions: C (10%) and MH (3%)

The 2024/25 three largest admitted volume of RCGs remained consistent since 2020/21:

- Orthopaedic conditions: 9,904 admissions (31% of total admissions)

- Stroke: 6,070 admissions (19% of total admissions)

- Medically complex: 4,922 admissions (15% of total admissions)

The most notable growth from 2023/24 to 2024/25 by RCG:

- Spinal cord dysfunction: 9% increase

- Debility: 8% increase

The most significant decline 2024/25 as compared to 2023/24 by RCG:

- Amputation of Limb: 7% reduction in admitted volume

Figure 8: Volume of patients admitted to inpatient rehab and CCC from 2020/21 to 2024/25

patient volume

35,000
31,813
30,563
30,000 28,445 28,867
26,861
25,000
2020/21 2021/22 2022/23 2023/24 2024/25
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Figure 9: Volume and percent change in patients admitted to inpatient rehab from 2023/24 to
2024/25 by legacy LHIN
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2023/24 volume 2,013 1,970 1,031 2,475 819 2,04210,2571,061 2,175 938 3,408 506 1,451 402
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Table 4: Admitted patient volumes in high intensity rehab (NRS beds) by Rehabilitation Client Group
from 2023/24 to 2024/5 (Ontario)

Rehabilitation Client Group 2023/24 2024/25 % change
Amputation of Limb 850 790 7% |
Arthritis 122 125 2% 1
Brain Dysfunction 953 966 1% 1
Burns 73 77 5% 1
Cardiac 1,026 1,034 1% 1
Debility 3,317 3,591 8% 1
Major Multiple Trauma 513 532 4% 1
Medically Complex 4,796 4,922 3% 1
Neurological Conditions 837 830 -1% |
Orthopaedic Conditions 9,392 9,904 5% 1
Other Disabling Impairments 100 105 5% 1
Pain Syndromes 285 271 5% |
Pulmonary 884 847 4% |
Spinal Cord Dysfunction 1,608 1,749 9% 1
Stroke 5,807 6,070 5% 1
Total 30,563 31,813 4% 1
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Functional Status (See Figures 10 and 11)

The average admission FIM® score for all RCGs has gradually increased from 71 in 2020/21 to 74 in
2024/25, while the average FIM® change has remained relatively stable at approximately 24 since
2020/21, reaching 25 in 2024/25.

Across the RCGs with the highest admission volumes (i.e., orthopaedic conditions, stroke, medically
complex), the average functional improvement based on FIM® score ranged from 25 to 26.
Patients admitted with stroke and neurological conditions continued to be admitted to inpatient
rehab at lower functional levels, with average admission FIM® scores between 69 and 70 in
2024/25. This trend has remained consistent since 2020/21.

In 2024/25, the RCGs demonstrating the greatest functional gains over the course of an inpatient
rehabilitative care stay and their average FIM® change were:

- Major multiple trauma: 30

- Spinal cord dysfunction: 29

- Burns: 28

In 2023/24, patients with burn injuries made the greatest functional gains, with an average FIM®
change of 30; followed by those with spinal cord dysfunction (average FIM® change of 28).

Figure 10: Average admission FIM® and FIM® change for all Rehabilitation Client Groups from 2020/21
to 2024/25 (Ontario)

2024/25 25
2023/24 24
2022/23 2
2021/22 2
2020/21 24
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Rehabilitative Care System Performance Report — Performance Report 2024/25 Page 20 of 29




Figure 11: Average admission FIM® and FIM® change by Rehabilitation Client Group in 2024/25
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Length of Stay (LOS) (See Figure 12)

o Populations with high intensity inpatient rehab stays exceeding 30 days include individuals with

amputation of limb, burn injuries, and spinal cord injuries. In contrast, patients admitted for cardiac

conditions typically have the shortest lengths of stay, usually 20 days or fewer.
e Overall, the average LOS from 2020/21 to 2024/25 has generally remained stable or increased

across most groups, with the exception of individuals with major multiple trauma. For this group,
inpatient rehab LOS has decreased significantly since 2022/23, dropping from 31 days (n=506) to 29
days (n=516), and then to 25 days (n=478).
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Figure 12: Average length of stay by Rehabilitation Client Group from 2020/21 to 2024/25 (Ontario)
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Active Length of Stay Efficiency (see Table 6)
e In 2024/25, patients with cardiac conditions, major multiple trauma and orthopaedic conditions

demonstrated the greatest functional improvement per day while in inpatient rehab, each with an
Active LOS Efficiency of 1.5. Active LOS Efficiency reflects how effectively rehab programs support
functional recovery relative to the length of inpatient stay; thereby, assessing the rate of functional
improvement (Canadian Institute of Health Information, 2026). Higher values indicate greater
functional gains per day of treatment, which is considered more desirable (Canadian Institute of
Health Information, 2026).

¢ Five Rehab Client Groups — Arthritis, Cardiac, Debility, Major Multiple Trauma and Pain Syndromes —
have shown increasing efficiency in functional recovery relative to LOS since 2022/23.
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Table 5: Average active LOS efficiency by Rehabilitation Client Group from 2022/23 to 2024/25
(Ontario)

Rehabilitation Client Group Average LOS active efficiency

T e T AT Trend
2022/23 2023/24 2024/25

Amputation of Limb 0.7 0.6 0.7 fluctuating
Arthritis 1.2 1.3 1.4 increasing
Brain Dysfunction 1.1 1.1 1.1 no change
Burns 1.0 0.9 1.1 fluctuating
Cardiac 1.4 1.5 1.5 increasing
Debility 1.2 1.2 1.3 increasing
Major Multiple Trauma 13 1.2 1.5 increasing
Medically Complex 1.3 1.2 1.3 fluctuating
Neurological Conditions 1.1 1.2 1.1 fluctuating
Orthopaedic Conditions 1.5 1.5 1.5 No change
Other Disabling Impairments 1.1 1.4 1.2 fluctuating
Pain Syndromes 1.1 1.3 1.3 increasing
Pulmonary 1.1 1.2 1.0 fluctuating
Spinal Cord Dysfunction 1.2 1.2 1.2 no change
Stroke 1.1 1.1 1.1 no change

4. Rehab Provider Experience Survey

The RCA launched its fourth annual Rehab Provider Experience Survey in the fall of 2025. The purpose of
the survey is to better understand the experiences of rehabilitation professionals at the time of data
collection, and to explore the feasibility of using survey results as a part of rehabilitative care system
indicator representing the Provider Experience domain within the Quintuple Aim for Healthcare
Improvement (Nundy et al., 2022). A summary of the 2025 Provider Experience Survey is available on
the RCA website.

In winter of 2025, members of the RCA System Evaluation and Rehab Workforce Task Groups identified
a smaller set of survey questions for the annual survey, as a provincial rehab system pulse check of
providers’ experience. The refined survey focused on questions related to:

Basic sociodemographic and employment characteristics

Levels of stress and burnout in relation to the work environment

Considerations around leaving one’s current position and the reasons for doing so

Concerns that influence overall provider experience.

2025 Survey Respondents (see Figures 13 and 14)

Four hundred and eighty-seven respondents participated in the survey in 2025, which is fewer than
the previous years. Due to snowball sampling, it is difficult to calculate the response rate for the
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survey. As such, the survey results should be interpreted with caution as they do not represent the

entire rehab workforce population.

Based on the distribution of responses, there was an increase in response from Ontario Health (OH)

Central and Toronto regions as compared to 2023

Figure 13: Number of Survey Respondents from 2022 to 2025 (Ontario)
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Figure 14: Survey Respondent Distribution by Ontario Health Regions from 2022 to 2025 (Ontario)
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Sociodemographic information and Employment Profile:

Rehabilitative Care System Performance Report — Performance Report 2024/25

Most respondents were trained in Canada (88%) and were in the 35-54 age group (56%).

10% identified as Francophone and 2% identified as First Nations or Métis

Most respondents were in permanent employment (91%) working in clinical roles (84%).

One third had over twenty years of experience of working in rehab (33%).

As compared to 2024, there was a higher representation of 2025 respondents employed in

acute care (31% versus 19%) and lower representation employed in rehab/CCC (38% versus

41%).
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Key Findings
A greater proportion of respondents was not considering leaving or changing jobs as compared to
2024 (61% versus 55%).
In 2025, 141 respondents identified that that their top three reasons why they were considering
leaving the current role was related to:
- Job stress burnout (63%)
- Better career opportunities (39%)
- Professional development (31%).
As compared to 2024 survey, job stress and burnout was highlighted as a much more important
consideration (63% versus 41%). Better career opportunities and professional development had a
similar trend to previous years.
In 2025, there was an increase in the proportion of survey respondents reporting ‘experiencing one
or more symptoms’ and ‘multiple symptoms of burnout’; and a decrease in the proportion of
respondents reporting ‘no symptoms of burnout’ as compared to 2024. (See Figure 15)
In 2025, 453 respondents identified that their top three very important concerns were:
- Work-life balance (48%)
- Compensation (43%)
- Support for healthcare workers’ well-being (31%).
These concerns were identical to the 2024 response.

Figure 15: Work situation relative to burnout from 2022 to 2025 (Ontario)
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3.0 LOOKING AHEAD

The RCA has initiated discussions with members of the System Evaluation Task Group to re-evaluate all
rehabilitative care system performance indicators. Since the inception and implementation of these
indicators more than a decade ago, they have not undergone a comprehensive review. At the same
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time, the broader health system reporting landscape has experienced—and continues to experience—
significant changes, including but not limited to:
ALC related measures now being reported by Ontario Health through its Health System Insight (HSI)
dashboards; and
The transition from CCRS to the Integrated interRAI Reporting System (IRRS) beginning in April 2026
for complex continuing care—related measures.
As noted in the introduction, this re-evaluation effort will also integrate rehabilitative care system
indicators that align with the health equity and provider experience domains of the Quintuple Aim in
Healthcare Improvement (Nundy et al., 2022).
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