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BACKGROUND AND OVERVIEW 

The Rehabilitative Care Alliance (RCA) has revised its Rehabilitative Care Capacity Planning Framework to enhance consistent and evidence-informed planning and organization of rehabilitative care across 

regional and provincial levels. 

First introduced in 2015, the updated 2026 Framework reflects evolving healthcare system priorities, changing patient needs, and advancements in care delivery models. It offers a structured approach to 

assessing current capacity, forecasting future demand, and supporting planning efforts at the regional, Ontario Health Team, and organizational levels.  

The RCA has developed this resource, the Rehabilitative Care Compendium: Resource to Support Capacity Planning to accompany the refreshed RCA Capacity Planning Framework. This resource provides 

information on a number of conditions/populations typically requiring rehabilitative care. 

These include:   

 Acquired Brain Injury 

 Amputee 

 Burns 

 Chronic Obstructive Pulmonary Disease 

 Congestive Heart Failure/Coronary Arterial Disease 

 Hip Fracture 

 Neurological Conditions (Parkinson’s Disease, Multiple Sclerosis, Cerebral Palsy) 

 Older Adults with Frailty 

 Oncology 

 Pediatric Population 

 Spinal Cord Injury 

 Stroke 

 Total Joint Replacement (Total Knee Replacement, Total Hip Replacement) 

 

 

Recommendations regarding the use of bedded vs. community-based rehabilitative care and the prevalence and incidence of each condition/population is provided as available. Information is categorized into 

five domains that align with the RCA Capacity Planning Framework: population, resources, utilization, access and effectiveness.  

The compendium is not intended to capture all recommendations on rehabilitative care across all populations and should not be taken as a complete overview of conditions typically requiring rehabilitative care. 

The information in this compendium is based on a review of current evidence and best practice guidelines, where available for rehabilitative care at the time of publication.  

Additional comments and suggested updates on this document are welcome for future iterations. Please send comments to rehabcarelliance@uhn.ca. 

mailto:rehabcarelliance@uhn.ca
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Condition/Population Bedded Rehabilitative Care Recommendations 
 

Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Acquired Brain Injury 
(ABI) 

Population: For patient profile recommended for bedded rehab, see 

source 1. 

Resources: Rehabilitation team should ideally consist of a speech-

language pathologist, occupational therapist, physiotherapist or 

kinesiologist, audiologist, social worker, neuropsychologist (and 

psychometrist where applicable), psychologist with behaviour therapy 

expertise, nurse, physiatrist/specialist in physical medicine and 

rehabilitation, rehabilitation support personnel, recreational therapist, 

registered dietician/nutritionist, optometrist, pharmacist and others 

based on cultural needs.2 

Access:  Every individual with traumatic brain injury should have timely, 

specialized interdisciplinary rehabilitation services. 2 Rehabilitation 

should be initiated when the individual is medically stable.2 

Utilization: To achieve optimal efficiencies of inpatient rehabilitation, 

individuals with traumatic brain injury should receive a minimum of 3 

hours per day of therapeutic interventions, ensuring focus on cognitive 

tasks as recommended in C2.3, C2.4, C2.5, C2.6, C.2.7. 2 

 

Sources: 
1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance for 

Ontario Health Teams (Acquired Brain Injury). 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/ABI-

Specialized-Rehab_Guidance-for-OHTs.pdf 

2. Ontario Neurotrauma Foundation. (2023). Clinical Practice Guideline for 

the Rehabilitation of Adults with Moderate to Severe Brain Injury. 

https://www.braininjuryguidelines.org 

 
 

Population: For patient profile recommended for community-based 

rehab, see source 1. 

Resources: Individuals with moderate to severe brain injury should 

be considered for evaluation of cognitive functioning relative to their 

goals by neuropsychology, occupational therapy, and speech and 

language pathology.1 

Access: Individuals with ongoing disability after traumatic brain 

injury should have timely access to specialized outpatient or 

community-based rehabilitation to facilitate continued progress and 

successful community reintegration. 2,3  The individuals living in the 

community with an ABI may or may not have received or required 

inpatient rehabilitation following injury.1 

 
Sources: 
1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance 

for Ontario Health Teams (Acquired Brain Injury). 
https://rehabcarealliance.ca/wp-content/uploads/2023/04/ABI-
Specialized-Rehab_Guidance-for-OHTs.pdf 

2. New Zealand Guidelines Group. Traumatic Brain Injury: Diagnosis, 
Acute Management and Rehabilitation. Wellington, NZ: New Zealand 
Guidelines Group (2006) 

3. Bayley, M. T., Lamontagne, M.-E., Kua, A., Marshall, S., Marier-
Deschênes, P., Allaire, A.-S., Kagan, C., Truchon, C., Janzen, S., Teasell, 
R., & Swaine, B. (2018). Unique features of the INESSS-onf 
rehabilitation guidelines for moderate to severe traumatic brain injury: 
Responding to users’ needs. Journal of Head Trauma Rehabilitation, 
33(5), 296–305. https://doi.org/10.1097/htr.0000000000000428 

 

In 2019, there were 1,475,726 

individuals living with traumatic 

brain injury (including concussion) 

in Ontario, and 95,296 newly 

identified individuals. 1 

 
Source: 
1. Ontario Brain Institute. (2019). 

Traumatic brain injury including 
concussion. 
https://braininstitute.ca/resources
/brainhealth/traumatic-brain-
injury-concussion 

 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/ABI-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/ABI-Specialized-Rehab_Guidance-for-OHTs.pdf
https://www.braininjuryguidelines.org/
https://rehabcarealliance.ca/wp-content/uploads/2023/04/ABI-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/ABI-Specialized-Rehab_Guidance-for-OHTs.pdf
https://doi.org/10.1097/htr.0000000000000428
https://braininstitute.ca/resources/brainhealth/traumatic-brain-injury-concussion
https://braininstitute.ca/resources/brainhealth/traumatic-brain-injury-concussion
https://braininstitute.ca/resources/brainhealth/traumatic-brain-injury-concussion
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Condition/Population Bedded Rehabilitative Care Recommendations 
 

Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Amputee - Population: For patient profile recommended for bedded versus community-based rehab, see source 1. 

- Resources: Rehabilitation team should demonstrate competencies in pre-amputation counselling, prosthetic candidacy, prosthetic care, 

training and education, orthotic care for the remaining limb.1 The team should ideally consist of physical rehabilitation and medicine physician, 

physiotherapist, occupational therapist, social worker, prosthetics, nutritionist, recreational therapist, nurse, pharmacist.1 

Access: Early assessment and planning of rehabilitation may commence at a pre-op stage to help prepare the patient for rehabilitation.1 A pre-

amputation consultation also enables the physiotherapist to give appropriate advice, information and reassurance; issues such as phantom 

limb sensation and avoidance of falls may be discussed.1 However, it is acknowledged that patients who require emergency amputation may 

not have the opportunity for pre-amputation consultation, assessment and treatment.2 Following amputation, patients may be discharged 

home to further heal or to a general rehab program and later be admitted to inpatient rehab for prosthetic training.1 Best practices for care of 

patients with amputated limbs recommends rehabilitation through all levels of care, pre-and post-op with care following the patient and 

delivered during inpatient care and into the community.2  

 

Sources: 

1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance for Ontario Health Teams (Amputee). https://rehabcarealliance.ca/wp-

content/uploads/2023/04/Amputee-Specialized-Rehab_Guidance-for-OHTs.pdf 

2. Smith, S., Pursey, H., Jones, A., Baker, H., Springate, G., Randell, T., Moloney, C., Hancock, A., Newcombe, L., Shaw, C., Rose, A., Slack, H., & Norman, C. 

(2016). Clinical guidelines for the pre- and post-operative physiotherapy management of adults with lower limb amputations (2nd ed.). British Association 

of Chartered Physiotherapists in Amputee Rehabilitation (BACPAR). https://www.bacpar.org/Data/Resource_Downloads/PreandPostOpGuidelines-

Recommendations.pdf 

-  

-  

 

 

From 2020–2021, and 2022-2023, 

there were approximately 7,720 

hospitalizations per year for 

diabetes-related lower limb 

amputations across Canada with 

3,080 requiring leg amputation.1 

There were 23,500 hospitalizations 

annually for diabetic foot ulcers, 

gangrene, or infections that did not 

involve amputation.1 

In Canada, the overall age-adjusted 

incidence of lower-limb amputation 

(LLA) was approximately 22.9 per 

100,000 individuals per year (2006–

2012), but this accounts 

predominantly for vascular/diabetic 

causes.2 

 
Sources: 

1. Canadian Institute for Health 
Information. (2024). Examining 
diabetes-associated lower limb 
amputations from an equity 
perspective. 
https://www.cihi.ca/en/equity-in-
diabetes-care-a-focus-on-lower-
limb-amputation/examining-
diabetes-associated-lower-limb-
amputations-from-an-equity-
perspective 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/Amputee-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Amputee-Specialized-Rehab_Guidance-for-OHTs.pdf
https://www.bacpar.org/Data/Resource_Downloads/PreandPostOpGuidelines-Recommendations.pdf
https://www.bacpar.org/Data/Resource_Downloads/PreandPostOpGuidelines-Recommendations.pdf
https://www.cihi.ca/en/equity-in-diabetes-care-a-focus-on-lower-limb-amputation/examining-diabetes-associated-lower-limb-amputations-from-an-equity-perspective
https://www.cihi.ca/en/equity-in-diabetes-care-a-focus-on-lower-limb-amputation/examining-diabetes-associated-lower-limb-amputations-from-an-equity-perspective
https://www.cihi.ca/en/equity-in-diabetes-care-a-focus-on-lower-limb-amputation/examining-diabetes-associated-lower-limb-amputations-from-an-equity-perspective
https://www.cihi.ca/en/equity-in-diabetes-care-a-focus-on-lower-limb-amputation/examining-diabetes-associated-lower-limb-amputations-from-an-equity-perspective
https://www.cihi.ca/en/equity-in-diabetes-care-a-focus-on-lower-limb-amputation/examining-diabetes-associated-lower-limb-amputations-from-an-equity-perspective
https://www.cihi.ca/en/equity-in-diabetes-care-a-focus-on-lower-limb-amputation/examining-diabetes-associated-lower-limb-amputations-from-an-equity-perspective
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Condition/Population Bedded Rehabilitative Care Recommendations 
 

Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

2. Imam, B., Miller, W. C., Finlayson, 
H. C., Eng, J. J., & Jarus, T. (2017). 
Incidence of lower limb 
amputation in Canada. Canadian 
Journal of Public Health, 108(4), 
374–380. 
https://doi.org/10.17269/CJPH.10
8.6093 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://doi.org/10.17269/CJPH.108.6093
https://doi.org/10.17269/CJPH.108.6093
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Condition/Population Bedded Rehabilitative Care Recommendations 
 

Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Burns 
 

Population: For patient profile recommended for bedded rehab, see 

source 1. 

Resources: Interprofessional team should ideally include: physicians 

(including physical medicine and rehabilitation specialist and 

psychiatrist), nurses, physical therapists, occupational therapists, 

occupational therapist assistants or physical therapist assistants, 

speech-language pathologists, social workers, dietitians, pharmacists, 

vocational therapists, recreational therapists, massage therapists, 

behavioural specialists, and spiritual care practitioners.1 Burn 

rehabilitation for both inpatient and outpatient care requires 

competencies in domains including: evaluation and/or treatment and 

discharge planning, wound care and assessment, critical management, 

edema, pain and/or anxiety management, positioning, splinting, range 

of motion, post-operative management, functional mobility and gait, 

activities of daily living, physical agents and/or modalities, scar 

assessment and management, management of cutaneous impairment, 

endurance and muscular strength, community reintegration and health 

and wellness. 3,4 

Utilization: Individuals should receive 6 to 7 days of treatment per week 

in the inpatient rehabilitation program to prevent detrimental 

functional loss and support recovery.3 

Access: Rehabilitation should begin as soon as possible, as early as in 

ICU.3 Early ambulation, early mobilization and early exercise therapy are 

identified as standards of burn rehabilitation.4 

 
Sources: 
1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance for 

Ontario Health Teams (Burns). https://rehabcarealliance.ca/wp-

Population: For patient profile recommended for community-based 

rehab, see source 4. 

Resources: Burn rehabilitation for both inpatient and outpatient care 

requires competencies in domains including: evaluation/treatment 

and discharge planning, wound care and assessment, critical 

management, edema, pain/anxiety management, positioning, 

splinting, range of motion, post-operative management, functional 

mobility and gait, activities of daily living, physical agents/modalities, 

scar assessment and management, management of cutaneous 

impairment, endurance and muscular strength, community 

reintegration and health/wellness.3,4  Mental health support through 

psychiatrist and/or other health professional and expertise in 

addressing post-traumatic stress disorder, is a critical aspects of 

rehabilitation due to the high prevalence of mental health diagnoses 

post-burn injury and high utilization of mental health services among 

survivors of major burn injury. 4,5,6 Community therapists are 

encouraged to reach out to specialized regional burn rehabilitation 

programs for consultation regarding complex burn cases or burn 

specific issues.3 

Access: Burn therapy starts immediately or as soon after 

presentation for treatment as possible and continues until scar 

maturation, which is commonly 12-18 months. 1 The time to reach 

scar maturity varies between individuals.1 Functional and exercise 

goals established during inpatient rehab can continue in an 

outpatient rehab.1 Rehabilitative care needs to be sustained during 

all phases of care, from acute to community, as burn complications 

can be delayed by weeks or months. 2,3 

 

From 2017-2022 in Canada, there 

were 13,795 burn‑related 

hospitalizations over 5 years.1 

 

National burn hospitalization 

incidence remained constant at 

0.007% of the population.1 

 

ED visit incidence for burns 

decreased slightly from 0.13% to 

0.12%.1 

 

Source: 
1. Little, D., & Mason, S. A. (2024). 

Epidemiology of accidental burn 
injuries: National trends in 
hospitalizations and emergency 
department visits (2017–2022). 
Journal of Burn Care & Research, 
45(Supplement_1), 221. 
https://doi.org/10.1093/jbcr/irae0
36.282 

 
 
 
 
 
 
 
 
 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/Burn-Specialized-Rehab_Guidance-for-OHTs.pdf
https://doi.org/10.1093/jbcr/irae036.282
https://doi.org/10.1093/jbcr/irae036.282
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Condition/Population Bedded Rehabilitative Care Recommendations 
 

Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

content/uploads/2023/04/Burn-Specialized-Rehab_Guidance-for-
OHTs.pdf 

2. Parry, I., Forbes, L., Lorello, D., Benavides, L., Calvert, C. Hsu, S., Choinard, 
A., Godleski, M. et al. (2017). Burn Rehabilitation Therapists Competency 
ToolVersion 2: An expansion to include long-term rehabilitation and 
outpatient care. Journal of Burn Care Research, 38 (1), e261-e268. 
https://doi.org/10.1097/BCR.0000000000000364 

3. Agency for Clinical Innovation. (2025). Burn physiotherapy and 
occupational therapy management: Evidence check. 
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0004/976531/ACI-
Burn-physiotherapy-occupational-therapy-evidence-check.pdf 

4. American Burn Association. (n.d.). Clinical practice guidelines. 
https://www.ameriburn.org/quality-care/clinical-practice-guidelines  

 

 

Sources: 
1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance 

for Ontario Health Teams (Burns). https://rehabcarealliance.ca/wp-
content/uploads/2023/04/Burn-Specialized-Rehab_Guidance-for-
OHTs.pdf 

2. Parry, I., Forbes, L., Lorello, D., Benavides, L., Calvert, C. Hsu, S., 
Choinard, A., Godleski, M. et al. (2017). Burn Rehabilitation Therapists 
Competency ToolVersion 2: An expansion to include long-term 
rehabilitation and outpatient care. Journal of Burn Care Research, 38 
(1), e261-e268. https://doi.org/10.1097/BCR.0000000000000364 

3. Palmu, R., Suominen, K, Vuola, J. & Isometsa, E. (2010). Mental 
disorders among acute burn patients. Burns, 36(7), 1072-1079. 
https://doi.org/10.1016/j.burns.2010.04.004 

4. Mason, S., Nathens, A., Byrne, J., Ellis, J., Fowler, R., Gonzalez, A., 
Karanicolas, P., Moineddin, R & Jeschke, M. (2017). Association 
between burn injury and mental illness among burn survivors: A 
population-based, self-matched, longitudinal cohort study. Journal of 
American College of Surgeons, 225(4), 516-524. 
http://dx.doi.org/10.1016/j.jamcollsurg.2017.06.004 

5. New South Wales Agency for Clinical Innovation. (2025). Burn 

physiotherapy and occupational therapy: Clinical practice guide (2nd 

ed.). Agency for Clinical Innovation. 

https://aci.health.nsw.gov.au/__data/assets/pdf_file/0018/236151/ACI

-Burn-physiotherapy-and-occupational-therapy-guide.pdf  

6. Twichell, M. (2023). Inpatient rehabilitation following burn injury. 

Physical Medicine and Rehabilitation Clinics of North America, 34(4), 

755–765. https://doi.org/10.1016/j.pmr.2023.06.002 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/Burn-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Burn-Specialized-Rehab_Guidance-for-OHTs.pdf
https://doi.org/10.1097/BCR.0000000000000364
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0004/976531/ACI-Burn-physiotherapy-occupational-therapy-evidence-check.pdf
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0004/976531/ACI-Burn-physiotherapy-occupational-therapy-evidence-check.pdf
https://www.ameriburn.org/quality-care/clinical-practice-guidelines
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Burn-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Burn-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Burn-Specialized-Rehab_Guidance-for-OHTs.pdf
https://doi.org/10.1097/BCR.0000000000000364
https://doi.org/10.1016/j.burns.2010.04.004
http://dx.doi.org/10.1016/j.jamcollsurg.2017.06.004
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0018/236151/ACI-Burn-physiotherapy-and-occupational-therapy-guide.pdf
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0018/236151/ACI-Burn-physiotherapy-and-occupational-therapy-guide.pdf
https://doi.org/10.1016/j.pmr.2023.06.002
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Condition/Population Bedded Rehabilitative Care Recommendations 
 

Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Chronic Obstructive 

Pulmonary Disease 

(COPD) 

 

Population: For patient profile recommended for bedded rehab, see 

source 1. 

Resources: Interprofessional team should ideally include a medical 

director, physiotherapist, occupational therapist, respiratory therapist, 

nurse educator, kinesiologist, and other consulting team members (e.g., 

dietary, social work, psychiatry/psychology, spiritual support).1 All 

members of the interprofessional team demonstrate ongoing 

competency in: understanding of the fundamentals of respiratory 

rehabilitation: supervised exercise, self-management education, 

psychological support and patient involvement in goal setting as well as 

early involvement of primary care, team skills of treating to target 

outcome measures for exercise, quality of life, symptoms (e.g., 

dyspnea, cough and fatigue) and mental health.1 

Utilization: Rehab program is multicomponent, interdisciplinary and 

individualized, and should run for at least 6 to 8 weeks to total 40 hours 

with two to three sessions per week at 1.5-2 hours per session.2 After 

completion, individuals benefit from ongoing exercise programs to 

maintain function, improve exercise capacity, reduce dyspnea and 

symptoms of anxiety and depression where applicable, and improve 

their well-being.2,3 

Access: Individuals admitted to hospital for an acute exacerbation of 

COPD are considered for pulmonary rehabilitation at the time of 

discharge; and once referred they should start rehab within 1 month of 

hospital discharge.4 

Effectiveness: For recommended measures, see source 4. 

 

 

Sources: 

Population: For patient profile recommended for community-based 

rehab, see source 1. 

Resources: Some aspects of rehab can be delivered virtually (e.g., 

telemonitoring), while other rehab interventions require in-person 

sessions (e.g., chest physiotherapy).1   

Utilization: Rehab program is multicomponent, interdisciplinary and 

individualized, and should run for at least 6 to 8 weeks.2 After 

completion, individuals benefit from ongoing exercise programs to 

maintain function, improve exercise capacity, reduce dyspnea and 

symptoms of anxiety and depression where applicable, and improve 

their well-being.2,3, 

 

 

 

Sources: 
1. Health Quality Ontario. (2023). Chronic obstructive pulmonary disease: 

The quality standard in brief. https://www.hqontario.ca/Evidence-to-
Improve-Care/Quality-Standards/View-all-Quality-Standards/Chronic-
Obstructive-Pulmonary-Disease 

2. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance 
for Ontario Health Teams (Pulmonary Rehab). 
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Pulmonary-
Specialized-Rehab_Guidance-for-OHTs.pdf 

3. Health Quality Ontario, Ministry of Health and Long-Term Care. (2015). 
Quality-based procedures: clinical handbook for chronic obstructive 
pulmonary disease (acute and postacute). Toronto (ON): Queen’s 
Printer for Ontario. http://www.hqontario.ca/Evidence-to-Improve-
Care/Health-Technology-Assessment/OtherPublications/Clinical-
Handbooks-for-Quality-Based-Procedures 

4. Global Initiative for Chronic Obstructive Lung Disease (GOLD). (2023). 

Global strategy for prevention, diagnosis and management of COPD: 

Up-to-date prevalence and 

incidence rates can be accessed on 

the dashboard for Public Health 

Ontario. 1 

 

Sources: 
1. Public Health Ontario. (2025). 

Chronic disease incidence and 
prevalence. 
https://www.publichealthontario.
ca/en/data-and-analysis/chronic-
disease/chronic-disease-incidence-
prevalence 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Chronic-Obstructive-Pulmonary-Disease
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Chronic-Obstructive-Pulmonary-Disease
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Chronic-Obstructive-Pulmonary-Disease
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Pulmonary-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Pulmonary-Specialized-Rehab_Guidance-for-OHTs.pdf
http://www.hqontario.ca/Evidence-to-Improve-Care/Health-Technology-Assessment/OtherPublications/Clinical-Handbooks-for-Quality-Based-Procedures
http://www.hqontario.ca/Evidence-to-Improve-Care/Health-Technology-Assessment/OtherPublications/Clinical-Handbooks-for-Quality-Based-Procedures
http://www.hqontario.ca/Evidence-to-Improve-Care/Health-Technology-Assessment/OtherPublications/Clinical-Handbooks-for-Quality-Based-Procedures
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
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Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance for 
Ontario Health Teams (Pulmonary Rehab). 
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Pulmonary-
Specialized-Rehab_Guidance-for-OHTs.pdf 

2. Health Quality Ontario, Ministry of Health and Long-Term Care. (2015). 
Quality-based procedures: clinical handbook for chronic obstructive 
pulmonary disease (acute and postacute). Toronto (ON): Queen’s Printer 
for Ontario. http://www.hqontario.ca/Evidence-to-Improve-Care/Health-
Technology-Assessment/OtherPublications/Clinical-Handbooks-for-
Quality-Based-Procedures 

3. Global Initiative for Chronic Obstructive Lung Disease (GOLD). (2023). 
Global strategy for prevention, diagnosis and management of COPD: 2023 
report. Fontana (WI): GOLD. https://goldcopd.org/2023-gold-report-2/ 

4. Health Quality Ontario. (2023). Chronic obstructive pulmonary disease: 
The quality standard in brief. https://www.hqontario.ca/Evidence-to-
Improve-Care/Quality-Standards/View-all-Quality-Standards/Chronic-
Obstructive-Pulmonary-Disease 

 

2023 report. Fontana (WI): GOLD. https://goldcopd.org/2023-gold-

report-2/ 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/Pulmonary-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Pulmonary-Specialized-Rehab_Guidance-for-OHTs.pdf
http://www.hqontario.ca/Evidence-to-Improve-Care/Health-Technology-Assessment/OtherPublications/Clinical-Handbooks-for-Quality-Based-Procedures
http://www.hqontario.ca/Evidence-to-Improve-Care/Health-Technology-Assessment/OtherPublications/Clinical-Handbooks-for-Quality-Based-Procedures
http://www.hqontario.ca/Evidence-to-Improve-Care/Health-Technology-Assessment/OtherPublications/Clinical-Handbooks-for-Quality-Based-Procedures
https://goldcopd.org/2023-gold-report-2/
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Chronic-Obstructive-Pulmonary-Disease
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Chronic-Obstructive-Pulmonary-Disease
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Chronic-Obstructive-Pulmonary-Disease
https://goldcopd.org/2023-gold-report-2/
https://goldcopd.org/2023-gold-report-2/
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Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Congestive Heart 

Failure / Coronary 

Arterial Disease 

(CHF/CAD) 

 

 

 

 

 

 

 

 

 

Population: For patient profile recommended for bedded rehab, see 

source 1. 

Resources: Interprofessional team may include physicians, nurses, 

nurse practitioners, physiotherapists, occupational therapists, speech-

language pathologists, social workers, pharmacists, dietitians, 

kinesiologists, psychologists, cardiac technologists. The team must be 

knowledgeable in cardiovascular conditions, cardiovascular risk factors, 

and profession-specific treatment for these conditions (example: 

appropriate type/level of exercise or activities, basic ECG interpretation, 

discipline-specific treatment strategies counselling skills, cognitive 

behavior therapy, etc.). 1 

Access: Patients referred for cardiovascular rehab should be contacted 

within 2 weeks of referral for an intake appointment; the intake 

assessment should be timely, ideally within one month of referral.2 For 

details on the intake assessment, see source 2. (p. 13-15). For CHF, if 

the person’s condition is stable, they should be offered an exercise-

based, personalized program with a psychological and educational 

component that is preceded by assessment.2 For CAD, to achieve 

optimal benefit from exercise programs, cardiac rehabilitation should 

commence within 30 days of hospital discharge.3 

Effectiveness: At a minimum the following indicators should be tracked: 

median number of days between receipt of referral and patient 

enrollment, number of patients referred, percentage of patients who 

received self-management education (individually or in a group setting) 

before program discharge, percentage of patients who achieved at least 

a half metabolic equivalent increase in their exercise capacity from 

initial to final exercise, documentation of emergency response strategy 

and appropriately qualified staff (see section 4 of source 4).4 

Population: For patient profile recommended for community-based 

 rehab, see source 1. 

Resources: Leadership consisting of a designated program lead and 

medical director; interprofessional team members, either through 

internal staffing or referrals to external providers (mental health 

professional such as psychologist, psychiatrist, social worker; 

registered dietitian; kinesiologist, physiotherapist or exercise 

physiologist; registered nurse). 1 

Utilization: Typically delivered over 12 weeks or more, with 

individualized care delivery that can be provided on-site, virtually, or 

through a combination of both approaches to best meet participant 

needs. 1 

Access: Eligible participants are contacted within 2 weeks of referral 

to confirm interest in participation and schedule an intake 

assessment, with intake assessments being completed within 6 

weeks of referral. 1  

Effectiveness: For recommended evaluation measures, see each 

standard in source 1. 

 

Sources: 
1. Ontario Health. (2026). Operational standards: Outpatient 

cardiovascular rehabilitation programs – Care for adults. 
https://ontariohealth.ca/content/dam/ontariohealth/documents/outp
atient-cardiovascular-rehabilitation-standards.pdf 

 

Up-to-date prevalence and 

incidence rates can be accessed on 

the dashboard for Public Health 

Ontario. 1 

 

Sources: 

1. Public Health Ontario. (2025). 
Chronic disease incidence and 
prevalence. 
https://www.publichealthontario.c
a/en/data-and-analysis/chronic-
disease/chronic-disease-incidence-
prevalence 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://ontariohealth.ca/content/dam/ontariohealth/documents/outpatient-cardiovascular-rehabilitation-standards.pdf
https://ontariohealth.ca/content/dam/ontariohealth/documents/outpatient-cardiovascular-rehabilitation-standards.pdf
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
https://www.publichealthontario.ca/en/data-and-analysis/chronic-disease/chronic-disease-incidence-prevalence
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Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

 

Sources: 

1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance for 
Ontario Health Teams (Cardiovascular Rehab). 
https://rehabcarealliance.ca/wp-
content/uploads/2023/04/Cardiovascular-Specialized-Rehab_Guidance-
for-OHTs.pdf 

2. Health Quality Ontario. (2022). Heart failure: Care in the community for 
adults (Quality standard). 
https://www.hqontario.ca/Portals/0/documents/evidence/quality-
standards/qs-heart-failure-quality-standard-en.pdf 

3. Cardiac Care Network of Ontario & Ministry of Health. (2023). Quality-
based procedures clinical handbook for coronary artery disease. 
https://www.ontario.ca/files/2023-12/moh-qbp-clinical-handbook-
coronary-artery-disease-en-2023-12-11.pdf 

4. Cardiac Care Network of Ontario. (2014). Standards for the provision of 
cardiovascular rehabilitation in Ontario. 
https://www.corhealthontario.ca/resources-for-healthcare-planners-&-
providers/rehabilitation/CCN_Cardiovascular_Rehab_Standards_2014.pdf 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/Cardiovascular-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Cardiovascular-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Cardiovascular-Specialized-Rehab_Guidance-for-OHTs.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-heart-failure-quality-standard-en.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-heart-failure-quality-standard-en.pdf
https://www.ontario.ca/files/2023-12/moh-qbp-clinical-handbook-coronary-artery-disease-en-2023-12-11.pdf
https://www.ontario.ca/files/2023-12/moh-qbp-clinical-handbook-coronary-artery-disease-en-2023-12-11.pdf
https://www.corhealthontario.ca/resources-for-healthcare-planners-&-providers/rehabilitation/CCN_Cardiovascular_Rehab_Standards_2014.pdf
https://www.corhealthontario.ca/resources-for-healthcare-planners-&-providers/rehabilitation/CCN_Cardiovascular_Rehab_Standards_2014.pdf
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Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Hip Fracture 

 

Population: Adults aged 50 years + that have sustained a fragility hip 

fracture (fracture of the femur caused by low energy trauma, such as 

falls from a standing height).1 

Resources: Rehabilitative care program needs to include therapies that 

improve the following: independence in self-care, balance and gait 

assessment and training, nutritional supplementation, education on 

safety and fall prevention, a restorative and/or maintenance exercise 

program, environmental modifications, osteoporosis management and 

education, and medication management.1 

Utilization: While the average length of stay is dependent on 

individual’s clinical needs, all hip fracture patients that are discharged 

to inpatient rehab should have the target average LOS of 24-28 days, 

and those requiring rehabilitation for longer duration, up to length of 

stay of 90 days.2 For utilization (duration, frequency and assessment 

domains) for inpatient rehab, see section 3 of the RCA Hip Fracture Best 

Practice Addendum. 

Access:  All older adults with a hip fracture should receive active 

rehabilitation program following acute care discharge.2 Post-acute 

rehab to begin no later than day 6 post-surgery and may occur in: 

bedded settings (inpatient rehabilitation and complex continuing care),  

community-based settings (rehabilitation in the home or through 

outpatient physiotherapy clinics) and LTC homes in the case of patients 

admitted from LTC.2 The optimal location for rehabilitative care can be 

determined using the RCA Referral Decision Tree. 

Effectiveness: For process indicators that align with the Ontario Health 

(Quality)’s Hip Fracture Quality Standard, see section 2 of the RCA Hip 

Fracture Best Practice Addendum. 

 

Population: Adults aged 50 years + that have sustained a fragility hip 

fracture (fracture of the femur caused by low energy trauma, such as 

falls from a standing height).1 

Resources: Rehabilitative care program needs to include therapies 

that improve the following: independence in self-care, balance and 

gait assessment and training, nutritional supplementation, education 

on safety and fall prevention, a restorative and/or maintenance 

exercise program, environmental modifications, osteoporosis 

management and education, and medication management. 1 

Utilization: Duration of the community episode of care can vary from 

6 weeks to 3 months (average 8 weeks) depending on the patient.2 

For patients discharged from a community rehab clinic, 

recommendation is to continue with ongoing in-home or group-

based strengthening exercises for 6-12 months. 2,3 Throughout the 

episode, individuals should be reassessed and rehab care extended 

for another 3 months where appropriate.2,4 Frequency of 

rehabilitative care is 2-3 times/week depending on individual’s 

tolerance and number of health professionals seen.2  Initiation of 

occupational therapy in hospital can be continued in the home, 

based on patient’s individual needs 2,3 For treatment 

recommendations, see section 3 of the RCA Hip Fracture Best 

Practice Addendum. 

Access: Outpatient rehabilitation should begin no later than one 

week post-discharge from acute care. 5 In-home rehabilitative care 

visit could be needed as early as 48 hours and should be no later 

than 5 days post-discharge. 2 

Effectiveness: For patient and performance outcome measures, see 

section 3 of the RCA Hip Fracture Best Practice Addendum. 

Annually 12,000 people in Ontario 

sustain a hip fracture with 

approximately: 

- 20% dying within a year of their 

fracture;  

- 20%  who were previously 

independent before their 

fracture are admitted to long-

term care; and  

- Less than half of those who 

were previously living 

independently will be able to 

walk without aids following the 

fracture. 1 

 

Source: 

1. Ontario Health. (2024). Hip 
fracture: Care for people with 
fragility fractures (2024 update). 
https://www.hqontario.ca/portals
/0/documents/evidence/quality-
standards/qs-hip-fracture-2024-
en.pdf 

 

 

 

 

 

 

https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
file:///C:/Users/t245uhn/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/SEUOD7XR/-%09https:/rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-hip-fracture-2024-en.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-hip-fracture-2024-en.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-hip-fracture-2024-en.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-hip-fracture-2024-en.pdf
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Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Sources: 

1. Ontario Health. (2024). Hip fracture: Care for people with fragility 
fractures (2024 update). 
https://www.hqontario.ca/portals/0/documents/evidence/quality-
standards/qs-hip-fracture-2024-en.pdf 

2. Rehab Care Alliance. (2024). Hip fracture: Addendum to rehabilitative care 
for older adults living with/at risk of frailty: From frailty to resilience. 
https://rehabcarealliance.ca/wp-
content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf 
 

 

 

 

Sources: 

1. Ontario Health. (2024). Hip fracture: Care for people with fragility 
fractures (2024 update). 
https://www.hqontario.ca/portals/0/documents/evidence/quality-
standards/qs-hip-fracture-2024-en.pdf 

2. Ministry of Health and Long-Term Care (2013) Quality-Based 
procedures: Clinical handbook for hip fracture. 
https://docplayer.net/8628021-Quality-based-procedures-clinical-
handbook-for-hip-fracture-healthquality-ontario-ministry-of-health-
and-long-term-care.html 

3. Handoll, H, Sherrington C, Mak, J (2011) Interventions for improving 
mobility after hip fracture surgery in adults. Cochrane Library, DOI: DOI: 
10.1002/14651858.CD001704.pub4 

4. McDonough, C. et al. (2021). Physical Therapy Management of Older 
Adults With Hip Fracture. Journal of Orthopaedic & Sports Physical 
Therapy. 51(2): CPG1-CPG81. 
https://www.jospt.org/doi/10.2519/jospt.2021.0301 

5. Rehab Care Alliance. (2024). Hip fracture: Addendum to rehabilitative 

care for older adults living with/at risk of frailty: From frailty to 

resilience. https://rehabcarealliance.ca/wp-

content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-hip-fracture-2024-en.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-hip-fracture-2024-en.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-hip-fracture-2024-en.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-hip-fracture-2024-en.pdf
https://docplayer.net/8628021-Quality-based-procedures-clinical-handbook-for-hip-fracture-healthquality-ontario-ministry-of-health-and-long-term-care.html
https://docplayer.net/8628021-Quality-based-procedures-clinical-handbook-for-hip-fracture-healthquality-ontario-ministry-of-health-and-long-term-care.html
https://docplayer.net/8628021-Quality-based-procedures-clinical-handbook-for-hip-fracture-healthquality-ontario-ministry-of-health-and-long-term-care.html
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Hip_Fracture_Best_Practice_Addendum.pdf
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Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Neurological 

Conditions: 

Parkinson’s disease 

 

 

 

 

 

 

 

 

 

 

 

 

Parkinson’s Disease 

Population: Individuals living with Parkinson’s disease. 

Resources: the following interprofessional team is recommended, but not limited to: physiotherapists to address gait, balance, cueing 

strategies, fall prevention; occupational therapists to address ADLs, transfers, handwriting, fatigue management, home safety, cognition,; 

speech language pathologists to address hypophonia (e.g., LSVT‑based approaches), swallowing, communication (including need for alternative 

and augmentative communication equipment), and nutritionists. 1,2 

Utilization: Regular and early exercise regimen may improve motor function and possibly slow progression. 1 LSVT BIG is an intensive, evidence-

based physical/occupational therapy program is designed for Parkinson’s disease.3 This program requires high-effort, repetitive exercises that 

involve training 4 days a week for 4 weeks (16 sessions) plus daily homework and carryover exercises.3 

Access: Rehab should begin at diagnosis, not delayed until functional decline.1 In early stages of the disease, patients should be offered 

rehabilitative services for assessment, education and advice (see the bullet on resources for discipline-specific interventions).1 

 

Sources: 
1. Grimes, D., Fitzpatrick, M., Gordon, J., Miyasaki, J., Fon, E. A., Schlossmacher, M., Suchowersky, O., Rajput, A., Lafontaine, A. L., Mestre, T., Appel-

Cresswell, S., Kalia, S. K., Schoffer, K., Zurowski, M., Postuma, R. B., Udow, S., Fox, S., Barbeau, P., & Hutton, B. (2019). Canadian guideline for Parkinson 
disease. Canadian Medical Association Journal, 191(36), E989–E1004. https://doi.org/10.1503/cmaj.181504 

2. National Institute for Health and Care Excellence. (2017). Parkinson’s disease in adults (NICE guideline NG71): Non-pharmacological management of 
motor and non-motor symptoms. NICE. https://www.nice.org.uk/guidance/ng71/chapter/Recommendations#non-pharmacological-management-of-
motor-and-non-motor-symptoms 

3. Peterka M, Odorfer T, Schwab M, Volkmann J, Zeller D. LSVT-BIG therapy in Parkinson's disease: physiological evidence for proprioceptive recalibration. 
(2020). BMC Neurology, 20(1):276. https://doi.org/10.1186/s12883-020-01858-2. 

 
 
 
 
 
 
 
 
 
 

In Canada, approximately 110,000–

120,000 people live with 

Parkinson’s disease, with about 

12,000–13,000 new cases 

diagnosed annually.1 

In Ontario, prevalence is ~459 per 

100,000 population and continues 

to rise due to population aging.2 

 

 

Sources: 

1. Public Health Agency of Canada. 
(2025). Parkinsonism in Canada, 
including Parkinson disease: Data 
blog. Government of Canada. 
https://health-
infobase.canada.ca/datalab/parkin
son-blog.html 

2. Maclagan, L. C., Marras, C., Sewell, 
I. J., Wu, C. F., Butt, D. A., Tu, K., & 
Kwong, J. C. (2023). Trends in 
health service use among persons 
with Parkinson’s disease by 
rurality: A population‑based 
repeated cross‑sectional study. 
PLOS ONE, 18(5), e0285585. 
https://doi.org/10.1371/journal.po
ne.0285585 

https://doi.org/10.1503/cmaj.181504
https://www.nice.org.uk/guidance/ng71/chapter/Recommendations#non-pharmacological-management-of-motor-and-non-motor-symptoms
https://www.nice.org.uk/guidance/ng71/chapter/Recommendations#non-pharmacological-management-of-motor-and-non-motor-symptoms
https://doi.org/10.1186/s12883-020-01858-2
https://health-infobase.canada.ca/datalab/parkinson-blog.html
https://health-infobase.canada.ca/datalab/parkinson-blog.html
https://health-infobase.canada.ca/datalab/parkinson-blog.html
https://doi.org/10.1371/journal.pone.0285585
https://doi.org/10.1371/journal.pone.0285585
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Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Neurological 
Conditions: Multiple 
Sclerosis 

Multiple Sclerosis 

Population: Patients living with Multiple Sclerosis (MS) 

Resources: The following interprofessional team is recommended, but not limited to: neurologists, MS nurses/nurse practitioners, 

physiotherapists, occupational therapists, neuropsychologists, social workers, and mental health providers with MS knowledge.1 

Access: Rehab should be available across the disease continuum, not time‑limited, and periodic access during relapses, progression, and life 

transitions is recommended.2 

Effectiveness: Suggested measures of effectiveness for a MS-designated care unit can be found in source 3, table 2. 

 

Sources:  

1. Petrin, J., Marrie, R. A., Devonshire, V., Jichici, D., Hrebicek, O., Metz, L. M., Morrow, S. A., Oh, J., Smyth, P., & Donkers, S. J. (2023). Good multiple 
sclerosis (MS) care and how to get there in Canada: Perspectives of Canadian healthcare providers working with persons with MS. Frontiers in Neurology, 
14, 1101521. https://doi.org/10.3389/fneur.2023.1101521 

2. Multiple Sclerosis Canada. (n.d.). Rehabilitation in MS. https://mscanada.ca/rehabilitation-in-ms 
3. Soelberg Sorensen, P., Giovannoni, G., Montalban, X., Thalheim, C., Zaratin, P., Comi, G. (2019). The multiple sclerosis care unit. Multiple Sclerosis (24), 

p.627–36. https://doi.org/10.1177/1352458518807082 

 

Ontario has one of the highest MS 

prevalence rates in the world, 

estimated at ≈ 270–330 per 100,000 

population 

(~ 0.27–0.33% of Ontarians).1 

The annual incidence of MS in 

Ontario is estimated at ~ 8–10 new 

cases per 100,000 population per 

year.1 

 

Sources: 

1. Scott, K. (2022). Multiple sclerosis 

in Ontario: Prevalence, 

demographics, and healthcare 

costs. Ontario Brain Institute. 

https://canadacommons.ca/artifact

s/3441588/ 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

https://doi.org/10.3389/fneur.2023.1101521
https://mscanada.ca/rehabilitation-in-ms
https://doi.org/10.1177/1352458518807082
https://canadacommons.ca/artifacts/3441588/
https://canadacommons.ca/artifacts/3441588/
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Community-Based Rehabilitative Care Recommendations Incidence/Prevalence 

Neurological 
Conditions: Cerebral 
Palsy 

Cerebral Palsy 

Population: Children and adults living with Cerebral Palsy (CP) 

Resources: The following interprofessional team is recommended, but not limited to physiotherapist, occupational therapist, speech language 

pathologist, PM&R physician, social worker, pediatrician, orthotist.1,2,3 The involvement of the team will depend on age, GMFCS level, 

comorbidities, family goals and patient transitions (i.e., school, adolescence, adulthood). 1,2,4 

Utilization: Rehabilitative care is highly personalized, individualized and with a focus on wellness (see Cerebral Palsy Health and Wellness 

Record | Holland Bloorview for a useful tool for goal-setting).4 Utilization of rehab therapy varies, evidence consistently favours higher practice 

volumes, tailored to age, GMFCS level, tolerance, and family capacity.1,2,3 

Access: Rehab for pediatric population should be initiated early with a child-active, goal-directed therapy.1,5 Whenever possible, therapies 

should be provided in a natural environment, such as the home, and with caregiver involvement.2 

 

Sources: 

1. Novak, I., Mcintyre, S., Morgan, C., Campbell, L., Dark, L., Morton, N., ...Goldsmith, S. (2013). A systematic review of interventions for children with 
cerebral palsy: State of the evidence. Developmental Medicine and Child Neurology, 55, 885–910. 

2. Canadian Paediatric Society. (2023). Care for children and youth with cerebral palsy. https://cps.ca/en/documents/position/care-for-children-and-youth-
with-cerebral-palsy 

3. Anaby, D., Korner-Bitensky, N., Steven, E., Tremblay, S., Snider, L., Avery, L., & Law, M. (2017) Current Rehabilitation Practices for Children with Cerebral 
Palsy: Focus and Gaps, Physical & Occupational Therapy In Pediatrics (37:1), p. 1-15, http://doi.org/10.3109/01942638.2015.1126880 

4. Holland Bloorview Kids Rehabilitation Hospital. (n.d.). Cerebral palsy health and wellness record. https://hollandbloorview.ca/research-
education/knowledge-translation-products/cerebral-palsy-health-and-wellness-record 

5. Resi‑Alliant Kid Lab. (n.d.). Early detection and intervention toolkit for children with cerebral palsy (EDIT‑CP). https://resialliantkidlab.com/edit-cp/ 
 

 

In Ontario in 2019, there were 

46,732 Ontarians living with 

Cerebral Palsy (~ 3.19 per 1,000 

population). 1 

In the same year, approximately 740 

new people were newly identified 

with cerebral palsy in Ontario (~ 

0.05 per 1,000 population per 

year).1 

 

Source: 

1. Ontario Brain Institute. (2019) 
Cerebral palsy in Ontario. 
[Infographic]. 
https://braininstitute.ca/img/Cereb
ral-Palsy_Infographic.pdf 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://hollandbloorview.ca/research-education/knowledge-translation-products/cerebral-palsy-health-and-wellness-record
https://hollandbloorview.ca/research-education/knowledge-translation-products/cerebral-palsy-health-and-wellness-record
https://cps.ca/en/documents/position/care-for-children-and-youth-with-cerebral-palsy
https://cps.ca/en/documents/position/care-for-children-and-youth-with-cerebral-palsy
http://doi.org/10.3109/01942638.2015.1126880
https://hollandbloorview.ca/research-education/knowledge-translation-products/cerebral-palsy-health-and-wellness-record
https://hollandbloorview.ca/research-education/knowledge-translation-products/cerebral-palsy-health-and-wellness-record
https://resialliantkidlab.com/edit-cp/
https://braininstitute.ca/img/Cerebral-Palsy_Infographic.pdf
https://braininstitute.ca/img/Cerebral-Palsy_Infographic.pdf
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Older adults with 

frailty  

 

Population: Older adults experiencing functional decline with restorative potential.1 Determining restorative potential requires a 

comprehensive geriatric assessment and consideration of the baseline functional and psychological status, medical diagnosis/prognosis and 

comorbidities, medical stability, availability of care partner supports and  rehabilitative care goals that are culturally appropriate, person-

centred, specific, measurable, realistic and timely. 1  Cognitive impairment must not be used in isolation to influence a determination of 

restorative potential.4 

Resources: Rehabilitative care for older adults with frailty requires an interprofessional approach, and the rehabilitative care team may include: 

nurse, social worker, occupational therapist, physiotherapist, speech language pathologist, clinical pharmacist, dietitian, kinesiologist, 

psychologist, communication liaison (to assist with care transitions), unregulated health care providers (e.g., personal support worker, 

therapeutic recreationist, occupational therapy assistant, physiotherapy assistant or communicative disorders assistant), specialist physician or 

advanced practice provider with expertise in geriatrics (e.g., geriatric medicine, care of the elderly, geriatric psychiatry, neurology, physiatry 

and others), and traditional healer.1,4 Members of the team must have expertise in geriatric and rehabilitative care as per the Competency 

Framework for Interprofessional Comprehensive Geriatric Assessment, and they must engage in ongoing professional development to ensure 

delivery of equitable care.1,3 Recommended activities and resources for virtual delivery for interventions and clinical activities can be found in 

source 1. 

Access: Ensuring equitable access to and delivery of rehabilitative care for older adults with frailty requires continuous staff training in 

strategies to identify and address unconscious bias, including approaches grounded in anti-racism, anti-oppression, Indigenous cultural safety, 

and LGBTQ2S+ cultural safety.1  Use of virtual care should be considered on a case-by-case basis, especially considering potential barriers to 

access (e.g., older adult’s access to technology, communication abilities, safety issues, cognitive ability, confidentiality).1 

Effectiveness: Evaluating effectiveness of a program should include: macro-level indicators (e.g., health care utilization, cost savings, 

population health outcomes that include measures of effective equity, anti-oppression and culturally appropriate practices), macro-level 

indicators that focus on program performance (e.g., achievement of rehabilitative goals, appropriate prescription of medications, cultural and 

community linkages, self-management support) and micro-level indicators (e.g., experience, pre/post frailty, function and perceived sense of 

well-being). 1 Programs can also utilize the RCA Gap Analysis tool that can help them evaluate their processes against recommended best 

practices within specific domains of care.  

 

Sources: 

1. Rehab Care Alliance and Provincial Geriatrics Leadership Ontario (2022). Rehabilitative care for older adults living with frailty: Best practice framework. 
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Rehab_for_Older_Adults_Living_with_Frailty_Framework.pdf 

Provincial Geriatrics Leadership 

Ontario estimates that in 2026, 

approximately 776,000 older adults 

(65+) in Ontario are living with 

frailty.1  This represents roughly 1 in 

5 older Ontarians.1 

 

Source: 
1. Geriatrics Ontario. (2026). Self-

assessment tool for the 
competency framework of the 
interprofessional comprehensive 
geriatric assessment. 
https://geriatricsontario.ca/resourc
es/self-assessment-tool-for-the-
competency-framework-of-the-
interprofessional-comprehensive-
geriatric-assessment/ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://rehabcarealliance.ca/older-adults-with-frailty-rehab-guidelines/
https://rehabcarealliance.ca/wp-content/uploads/2022/10/Rehab_for_Older_Adults_Living_with_Frailty_Framework.pdf
https://geriatricsontario.ca/resources/self-assessment-tool-for-the-competency-framework-of-the-interprofessional-comprehensive-geriatric-assessment/
https://geriatricsontario.ca/resources/self-assessment-tool-for-the-competency-framework-of-the-interprofessional-comprehensive-geriatric-assessment/
https://geriatricsontario.ca/resources/self-assessment-tool-for-the-competency-framework-of-the-interprofessional-comprehensive-geriatric-assessment/
https://geriatricsontario.ca/resources/self-assessment-tool-for-the-competency-framework-of-the-interprofessional-comprehensive-geriatric-assessment/
https://geriatricsontario.ca/resources/self-assessment-tool-for-the-competency-framework-of-the-interprofessional-comprehensive-geriatric-assessment/
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2. Provincial Geriatrics Leadership Ontario. (2018). Self-assessment tool for the competency framework of the interprofessional comprehensive geriatric 
assessment. https://geriatricsontario.ca/resources/self-assessment-tool-for-the-competency-framework-of-the-interprofessional-comprehensive-
geriatric-assessment/ 

3. Rehabilitative Care Alliance. (2023). RCA Framework for Bedded Levels of Rehabilitative Care. https://rehabcarealliance.ca/wp-
content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative Care.pdf 

4. Rehab Care Alliance (2022). RCA Framework for Bedded Levels of Rehabilitative Care. RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://geriatricsontario.ca/resources/self-assessment-tool-for-the-competency-framework-of-the-interprofessional-comprehensive-geriatric-assessment/
https://geriatricsontario.ca/resources/self-assessment-tool-for-the-competency-framework-of-the-interprofessional-comprehensive-geriatric-assessment/
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative%20Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative%20Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
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Oncology Population: For patient profile recommended for bedded rehab versus community-based rehab, see source 1. 

Resources: Oncology rehab requires interprofessional expertise from: neuropsychologists, psychiatrists, PM&R physicians, geriatricians, 

psychologists, dietitians, social workers, physiotherapists, occupational therapists, respiratory therapists, speech language pathologists, 

complete decongestive therapists or therapists with lymphedema management training, wound care specialists, nurses with cancer specific 

training, sex therapists, kinesiologists, pharmacists, palliative care and orthotists.1 

Access: Accessing rehabilitative care may be needed at different points throughout the cancer journey in consideration of late effects that may 

result from treatment months or several years following initial treatment (e.g., side effects from radiation, chemotherapy).1,2,3 Repeated 

screening for rehab is recommended throughout patient journey to address symptom-specific impairments.1,2,3 

 
Source: 

1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance for Ontario Health Teams (Oncology). https://rehabcarealliance.ca/wp-
content/uploads/2023/04/Oncology-Specialized-Rehab_Guidance-for-OHTs.pdf 

2. Byrne, J. (April 14, 2020) Chronic, late effects of cancer treatment: The consequences of a cure. HemOnc today. 
https://www.healio.com/news/hematology-oncology/20200414/chronic-late-effects-of-cancer-treatment-the-consequences-of-a-cure 

3. Treanor, C., & Donnelly, M. (2016). Late effects of cancer and cancer treatment—the perspective of the patient. Supportive Care Cancer (24), p.337–346. 
https://doi.org/10.1007/s00520-015-2796-4 

 
 

In 2020, 78,772 new cancer cases 

were diagnosed in Ontario, with the 

age‑standardized incidence rate: 

~508 per 100,000 (males) 

~463 per 100,000 (females).1 

 

Source: 

1. Ontario Health (Cancer Care 
Ontario). (2024). Ontario cancer 
statistics 2024: Key findings. 
https://www.cancercareontario.ca/
sites/ccocancercare/files/assets/On
tario-Cancer-Statistics-key-findings 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/Oncology-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Oncology-Specialized-Rehab_Guidance-for-OHTs.pdf
https://www.healio.com/news/hematology-oncology/20200414/chronic-late-effects-of-cancer-treatment-the-consequences-of-a-cure
https://doi.org/10.1007/s00520-015-2796-4
https://www.cancercareontario.ca/sites/ccocancercare/files/assets/Ontario-Cancer-Statistics-key-findings
https://www.cancercareontario.ca/sites/ccocancercare/files/assets/Ontario-Cancer-Statistics-key-findings
https://www.cancercareontario.ca/sites/ccocancercare/files/assets/Ontario-Cancer-Statistics-key-findings
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Pediatric Population 

 

Population:  For patient profile recommended for bedded versus community-based rehab, see source 1. 

Resources: For resource on pediatric to adult transitions, see source 2.  

Access:  Access will be dependent on condition requiring rehabilitative care intervention. Additional considerations need to be given to 

transition supports for pediatric population moving into adult life, with transition preparation starting as early as possible and well-before age 

cut-off which varies across programs.2  

 

Sources: 

1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance for Ontario Health Teams (Pediatric). https://rehabcarealliance.ca/wp-
content/uploads/2023/04/Pediatric-Specialized-Rehab_Guidance-for-OHTs.pdf 

2. Evidence to Care & Transitions Strategy. (2023). Designing solutions for transitions from childhood to adult life for youth with disabilities: A guide for 
service providers, organizations, and system leaders. Holland Bloorview Kids Rehabilitation Hospital. https://hollandbloorview.ca/TransitionsGuide 

 

N/A 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/Pediatric-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Pediatric-Specialized-Rehab_Guidance-for-OHTs.pdf
https://hollandbloorview.ca/TransitionsGuide
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Spinal Cord Injury Population: For patient profile recommended for inpatient rehab, 

including delineation between a dedicated spinal injury cord (SCI) 

inpatient program and a neuro-rehabilitation inpatient program, see 

source 1.  

Resources: For specialized resources for SCI inpatient programs, see 

source 1.  

Access: Earlier transfer to specialized, interdisciplinary spinal cord injury 

care is linked to shorter overall hospital stays, quicker and more 

substantial rehabilitation progress, and a lower incidence of secondary 

medical complications.1,2,3 Individuals with SCI who develop new 

secondary health conditions or experience challenges managing an 

existing chronic condition may need to be readmitted to inpatient 

rehabilitation. 3 

Effectiveness: For recommended indicators to track effectiveness, see 

SCI-High project page in source 4. 

 

Sources: 

1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance for 
Ontario Health Teams (Spinal Cord Injury). 
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Spinal-Cord-
Injury-Specialized-Rehab_Guidance-for-OHTs.pdf 

2. Harnett A., Bateman A., McIntyre A., Parikh R., Middleton J., Arora M., 
Wolfe D., & Mehta S. (2020). Spinal Cord Injury Rehabilitation Practices. In 
Eng J.J., Teasell R.W., Miller W.C., Wolfe D.L., Townson A.F., Hsieh J.T.C, 
Noonan V., Mehta S., McIntyre A, Queree M., editors. Spinal Cord Injury 
Rehabilitation. Evidence. Version 7.0: 1-100 

3. SCI Implementation, Evaluation, and Quality Care Consortium. (2023). 
Infographic report 2023. https://www.sciconsortium.ca/infographic-
report-2023 

4. SCI-High Project. (2023). Spinal cord injury (SCI) rehabilitation care high 
performance indicators. https://sites.google.com/view/sci-high/home 

Population: For patient profile recommended for community-based 

rehab, including delineation between a dedicated spinal injury cord 

outpatient program and a neuro-rehabilitation outpatient program, 

see source 1. 

Resources: For specialized resources for SCI inpatient programs, see 

source 1. 

Effectiveness:  For recommended indicators to track effectiveness, 

see SCI-High project page in source 4. 

 

Sources: 

1. Rehabilitative Care Alliance. (2023). Specialized rehabilitation guidance 
for Ontario Health Teams (Spinal Cord Injury). 
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Spinal-
Cord-Injury-Specialized-Rehab_Guidance-for-OHTs.pdf 

 

In Canada, based on data up to 

2023 there are ~ 86,000 people 

living with SCI, out of which ~ 

30,000 people live with traumatic 

SCI.1 

 

In Ontario, based on data up to 

2019, there are ~ 6,518 people 

living with a traumatic spinal cord 

injury, with the incidence rate 

increasing from 2.97 to 4.35 per 

100,000 people between 2011 and 

2019.2 

 

Sources: 

1. Praxis Spinal Cord Institute. (2025). 
2023 registry annual report. 
https://praxisinstitute.org/wp-
content/uploads/2025/09/2023Reg
istryAnnualReport_Digital.pdf 

2. Ontario Brain Institute (2023). 
Brain Health in Ontario: Forming an 
Integrated Approach. Ontario Brain 
Institute. 
www.braininstitute.ca/BrainHealth 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/Spinal-Cord-Injury-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Spinal-Cord-Injury-Specialized-Rehab_Guidance-for-OHTs.pdf
https://www.sciconsortium.ca/infographic-report-2023
https://www.sciconsortium.ca/infographic-report-2023
https://sites.google.com/view/sci-high/home
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Spinal-Cord-Injury-Specialized-Rehab_Guidance-for-OHTs.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Spinal-Cord-Injury-Specialized-Rehab_Guidance-for-OHTs.pdf
https://praxisinstitute.org/wp-content/uploads/2025/09/2023RegistryAnnualReport_Digital.pdf
https://praxisinstitute.org/wp-content/uploads/2025/09/2023RegistryAnnualReport_Digital.pdf
https://praxisinstitute.org/wp-content/uploads/2025/09/2023RegistryAnnualReport_Digital.pdf
http://www.braininstitute.ca/BrainHealth
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Stroke Population: Individuals with acute or recent stroke, with established 

rehabilitative goals (specific, measurable attainable, realistic, timely) 

who are medically stable, with demonstrated ability, willingness and 

motivation to participate.1 For a more detailed general inclusion 

criteria, see source 1.  

Resources: Interprofessional team includes physicians (physiatrists, 

neurologists or other physicians trained in stroke care), nurses, 

physiotherapists, occupational therapists, speech-language 

pathologists, social workers and dietitians.1 Additional expertise may be 

required based on individual need and includes: pharmacists, stroke 

navigators, neuropsychologists, psychologists, palliative care specialists, 

recreation and vocational therapists, kinesiologists, rehabilitation 

assistants, spiritual care providers, vision and sexual health specialists, 

creative therapists (e.g., art or music therapists), peer supporters, and 

stroke recovery group representatives.  The  

individual with stroke, their family and/orcaregivers should also be 

included as part of the team.1 

Utilization: Individualized treatment plan should include at least 3h of 

direct, task-specific therapy per day for at least 6 days per week.1,2 

Access:  All individuals admitted to hospital with acute stroke should 

have an assessment by rehabilitative care profession as soon as 

possible, ideally within 48h of admission.1 Rehabilitation should be 

initiated early, as soon as the individual is medically stable.1  

Effectiveness: For recommended system, process and patient 

indicators, please see Delivery of inpatient stroke rehabilitation section 

in source 1. 

 

Sources: 

Population: Individuals with acute or recent stroke that meet the 

criteria for rehabilitation candidacy, medical stability and 

rehabilitation readiness and willingness, with current medical, 

personal care and rehabilitation needs that can be met in the 

community and who can attend therapy alone or with an available 

caregiver. 1 Additionally, community-based rehab is appropriate for 

individuals who require varying rehab intensity and frequency, may 

require one rehab discipline or care coordination/case management, 

can establish goals independently or with support from family and 

therapy team and have rehab goals related to transferring skills from 

hospital to home settings, including those with limited expectation 

for future improvement.2 

Resources: Interprofessional team at a minimum includes an 

occupational therapist, physiotherapist, speech-language 

pathologist, social worker and a dedicated stroke 

coordinator/navigator.2 Other resources include: nurse/access to a 

nurse with stroke care expertise, rehabilitation assistants, pathways 

for accessing other interprofessional team members/specialists 

(e.g., dietitian, pharmacist, recreation therapists, psychiatrist, 

physiatrist, spasticity clinic, seating clinic, etc.), access to a primary 

care provider.2 Community-based rehab can be delivered through a 

neurological rehabilitation  

program or team, in areas where stroke volumes do not allow for a 

dedicated team if the team members providing the care have stroke 

expertise, and have a process for maintaining their stroke expertise 

(e.g., mentorship, ongoing education and training).2 

Utilization: On average over an 8–12-week period at a frequency  

dictated primarily by the individual’s needs and goals and guided by 

In Ontario, based on data up to 

2019 there were ~ 367,800 

Ontarians were living with stroke.1 

There are ~  15,600 new stroke 

cases per year in Ontario (based on 

the 2019 data).1 

 

Source: 

1. Krembil Brain Institute. (2019). 
Stroke infographic. 
https://braininstitute.ca/img/Strok
e_Infographic.pdf 
 

 

https://braininstitute.ca/img/Stroke_Infographic.pdf
https://braininstitute.ca/img/Stroke_Infographic.pdf
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1. Heart and Stroke Foundation of Canada. (2025). *Canadian stroke best 
practice recommendations for stroke rehabilitation: Rehabilitation, 
recovery, and community participation following stroke (7th ed., Part 1)*. 
https://www.strokebestpractices.ca/-/media/1-stroke-best-practices/rrcp-
part-1/csbpr7-rrcp-part-one-module-final-eng-2025.pdf 

2. Ontario Stroke Network. (2012). Provision of greater intensity therapy in 
inpatient rehabilitation: Three hours of therapy per day. CorHealth 
Ontario. 

best practice for frequency (45 minutes per day per required 

discipline, 2-5 days per week).2,3 

Access: First rehab visit should be within 48h of discharge from 

acute care hospital or within 72h of discharge from an inpatient 

stroke rehabilitation program.2,3 

Effectiveness: For recommended system, process and patient 

indicators please see Outpatient and community-based 

rehabilitation and early supported discharge section in source 1.  

 

Sources:  

1. Heart and Stroke Foundation of Canada. (2025). *Canadian stroke 
best practice recommendations for stroke rehabilitation: 
Rehabilitation, recovery, and community participation following 
stroke (7th ed., Part 1)*. https://www.strokebestpractices.ca/-
/media/1-stroke-best-practices/rrcp-part-1/csbpr7-rrcp-part-one-
module-final-eng-2025.pdf 

2. CorHealth Ontario. (2022). Community stroke rehabilitation model of 
care. https://www.corhealthontario.ca/Community-Stroke-Rehab-
Model-of-Care-092022.pdf 

3. Teasell, R., Salbach, N., Foley, N., Mountain, A., Cameron, J., de Jong, 
A., Acerra, N., Bastasi, D., Carter, S., Fung, J., Halabi, M., 
Iruthayarajah, J., Harris, J., Esther, K., Noland, A., Pooyania, S., 
Rochette, A., Stack, B., Symcox, E., Timpson, D., Varghese, S., Verrilli, 
S., Gubitz, G., Casaubon, L., Dowlatshahi, D., Lindsay, M. P (2020). 
Canadian Stroke Best Practice Recommendations: Rehabilitation, 
Recovery and Community Participation Following Stroke. Part One: 
Rehabilitation and Recovery Following Stroke, 6th Edition Update 
2019, International Journal of Stroke, 15(7), 1-26. 
https://www.strokebestpractices.ca/recommendations/stroke-
rehabilitation/outpatient with stroke-and-community-based-stroke-
rehabilitation-including-esd 

4. Canadian Stroke Best Practices Advisory Committee. (2025). Heart 

https://www.strokebestpractices.ca/-/media/1-stroke-best-practices/rrcp-part-1/csbpr7-rrcp-part-one-module-final-eng-2025.pdf
https://www.strokebestpractices.ca/-/media/1-stroke-best-practices/rrcp-part-1/csbpr7-rrcp-part-one-module-final-eng-2025.pdf
https://www.strokebestpractices.ca/-/media/1-stroke-best-practices/rrcp-part-1/csbpr7-rrcp-part-one-module-final-eng-2025.pdf
https://www.strokebestpractices.ca/-/media/1-stroke-best-practices/rrcp-part-1/csbpr7-rrcp-part-one-module-final-eng-2025.pdf
https://www.strokebestpractices.ca/-/media/1-stroke-best-practices/rrcp-part-1/csbpr7-rrcp-part-one-module-final-eng-2025.pdf
https://www.corhealthontario.ca/Community-Stroke-Rehab-Model-of-Care-092022.pdf
https://www.corhealthontario.ca/Community-Stroke-Rehab-Model-of-Care-092022.pdf
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and Stroke Foundation of Canada. 
https://www.strokebestpractices.ca/recommendations/stroke-

rehabilitation-planning/4-outpatient-and-community-based-

rehabilitation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.strokebestpractices.ca/recommendations/stroke-rehabilitation-planning/4-outpatient-and-community-based-rehabilitation
https://www.strokebestpractices.ca/recommendations/stroke-rehabilitation-planning/4-outpatient-and-community-based-rehabilitation
https://www.strokebestpractices.ca/recommendations/stroke-rehabilitation-planning/4-outpatient-and-community-based-rehabilitation
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Total Joint 
Replacement (TJR)  

Population: The optimal location for rehabilitative care following 

primary unilateral or simultaneous bilateral hip and knee replacement 

can be determined using the adapted RCA Referral Decision Tree. 1 Less 

than 10% of patients in acute care who have had primary, elective TJR 

will require inpatient rehabilitation.2 Inpatient rehabilitation may be 

considered when the patient is: unable to transfer in/out of bed, unable 

to ambulate with a gait aid sufficiently for household mobility; and if 

applicable, unable to ascend/descend stairs with 1-assist (for entry/exit 

of home).1 If admitted to inpatient rehab is needed, community-based 

rehabilitative care service is agreed upon prior to discharge.1 

Resources: Requires a dedicated interprofessional musculoskeletal 

ororthopaedic team with general knowledge about the TJR rehab 

assessment and treatment process, and who has access to 

skills/training to develop and maintain the necessary skills and 

knowledge base.1 This includes but is not limited to: physiotherapist, 

kinesiologist, occupational therapist, nurse, rehab assistant.1 See source 

1 for therapeutic interventions and considerations for total knee and 

total hip replacement (p.33-40).1 

Utilization: Timing, frequency and intensity of rehabilitative care is 

driven by patient’s functional goals.3 Length of stay is guided by 

progress towards functional goals, with a transition plan to return home 

and continue rehabilitation in a community-based setting as soon as 

appropriate.1 

Effectiveness: For TJR clinical outcome measures see source 1 (p.41). 

 

Sources: 
1. Rehab Care Alliance. (2026). Total joint replacement (TJR) framework. 

https://rehabcarealliance.ca/wp-content/uploads/2026/04/TJR-

Population: The optimal location for rehabilitative care following 

primary unilateral or simultaneous bilateral hip and knee 

replacement can be determined using the adapted RCA Referral 

Decision Tree. 1  More than 90% of patients in acute care who have 

had primary, elective TJR will require outpatient/community-based 

rehabilitation. 2 

Resources: Rehabilitation is provided or supervised by a regulated 

rehabilitative care professional with knowledge and clinical 

experience in arthritis and TJR surgery such as a physiotherapist.1 

Utilization for total knee replacements:  Usual progression 

(estimated ~80% of patients) includes offering treatments should be 

offered 2 times per week for 6-7 weeks, with variation in frequency 

and duration depending on individual’s progress and care needs.1,3,4 

Slower Progression (estimated ~20% of patients) includes up to 12 

weeks of supervised rehabilitative care.1  Both 1:1 and group 

treatments produce similar outcomes.1,3 

Utilization For total hip replacements: Usual progression is suitable 

for most patients and it includes an average of 4 sessions in a group 

or 1:1 format.1  Slower progression includes 1:1 treatment up to 8 

sessions after the initial class or follow-up session to support 

exercise progression, provide re-checks and assess gait-aids and 

functional needs.1,3 

Access: For total knee replacement - rehab should begin within 7 

days of discharge from acute care.1,5,6,7 For total hip replacement - 

rehab session should occur approximately 2-4 weeks post 

discharge.1 

Effectiveness: For TJR process indicators see source 1 (p.11).  For TJR 

clinical outcome measures see source 1 (p.55-56). 

In Ontario, based on 2022-2024 

data: 

THR ~ 150–170 per 100,000 

population per year; and 

TKR~ 200–230 per 100,000 

population per year.1 

 

Source: 

1. Canadian Institute for Health 
Information. (2025). Hip and knee 
replacements in Canada: CJRR data 
tables, 2022–2023 and 2023–2024. 
https://www.cihi.ca/ 

https://rehabcarealliance.ca/wp-content/uploads/2026/04/TJR-Framework.pdf
https://rehabcarealliance.ca/wp-content/uploads/2026/04/TJR-Framework.pdf
https://rehabcarealliance.ca/wp-content/uploads/2026/04/TJR-Framework.pdf
https://rehabcarealliance.ca/wp-content/uploads/2026/04/TJR-Framework.pdf
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Framework.pdf 
2. Ontario Ministry of Health. (2013). Quality-based procedures: Clinical 
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