
RCA Framework for Bedded Levels 
of Rehabilitative Care – Overview

July 2026



Overview

• Brief overview of the RCA

• RCA Framework for Bedded Levels of Rehabilitative Care

 Rationale for developing the framework

 Overview of the bedded framework

• Understanding the key differences between the bedded levels of rehabilitative care

 Rehabilitation vs. Activation/Restoration

 Complex Medical Management: Short Term vs. Long Term

• Resources
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Rehabilitative Care Alliance

• The Rehabilitative Care Alliance was 

established by the Local Health Integration 

Networks (LHINs) in 2013 and is now funded 

by Ontario Health.

• The RCA works with partners across the 

province to strengthen and standardize 

rehabilitative care in Ontario through better 

planning, ongoing evaluation and quality 

improvement, and the integration of best 

practices across the care continuum. 

• Our work is guided by available evidence and 

data, subject matter experts and the active 

participation of hundreds of stakeholders 

across the province, including patient and 

family representatives.
3Source: Ontario Health, ALC Information Program



Rationale for the 
RCA Framework for Bedded Levels 
of Care
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Rehabilitative Care Before RCA Bedded Framework
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Rehabilitative Care Before RCA Bedded Framework

Lack of standardization and clarity across 

the province regarding:

• The focus and clinical components of 

rehabilitative care  

• The eligibility criteria for rehabilitative 

care
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Confusion for patients, families & 

referrers 

Limited ability to produce and 

understand data on resource 

utilization compromising our 

understanding system and patient 

level outcomes.



Rehabilitative care after … 

• The RCA bedded framework has helped to reduce confusion and provide clarity about rehabilitative 

care by defining: 

 the levels of rehabilitative care

 the recommended standard components and human resources within each level of rehabilitative 

care.  

• As a foundational document, the bedded framework is not population-specific and the specialized 

tertiary services provided by some health service provider organizations may be beyond the 

resource thresholds described within the framework.
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• Shared understanding of the target population, goals and rehabilitative 

care resources within each level of care

• Common starting point for local, regional and provincial planning of 

rehabilitative care



Rehabilitative Care in Ontario (rehabcareontario.ca)

• A shared understanding of the levels of rehabilitative care also supports clearer communication about 

the rehabilitative care programs that are available within organizations on the RCA’s web-based rehab 

portal – www.rehabcareontario.ca. Make sure it’s up to date for your organization and region.
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http://www.rehabcareontario.ca/


RCA Framework for Bedded Levels 
of Care: Overview
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RCA bedded framework – levels of rehabilitative care

• For each of the bedded levels of care, the framework also describes key aspects of the following: 
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• Target population • Medical Care

• Patient functional characteristics • Nursing Care

• Estimated LOS • Health Professionals

• Discharge indicator • Amount of therapy



RCA bedded framework – levels of rehabilitative care

Information on the bedded framework is available in two formats:

• The full RCA Framework for Bedded Levels of Rehabilitative Care (Updated March 2023) - the 

framework provides detailed information including: 

 Background and purpose of framework

 Executive Summary – Key elements of bedded rehabilitative care

 Role of rehab in acute care

 Virtual Care

 Conceptual framework

 Eligibility criteria for bedded rehabilitative care

 Bedded framework 

• Key Features of RCA Bedded Levels of Rehabilitative Care (Updated March 2023) - highlights the 

key features of the bedded levels of rehabilitative care to determine which level best meets the 

rehabilitative care needs of patients.
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https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Key-Features-RCA-Bedded-Levels.pdf


Eligibility criteria for bedded levels of rehabilitative care

• The RCA bedded framework defines the eligibility criteria for bedded levels of rehabilitative care that 

takes into consideration the patient’s:

 Restorative potential

 Medical manageability required

 Identified goals

• The eligibility criteria can also be found as a stand alone document 
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https://rehabcarealliance.ca/wp-content/uploads/2023/04/Eligibility-Criteria_Bedded.pdf


Understanding the key differences 
between the bedded levels of 
rehabilitative care:
Rehabilitation vs. Activation/Restoration
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Functional Trajectories/Goals
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Rehabilitation Activation  / Restoration

High Intensity Low Intensity

Functional 

Trajectory
Progression

Level of 

Care - Goal

To provide a time limited coordinated, 

interprofessional high intensity or low intensity 

rehabilitation plan of care.

Provides a combined and coordinated use of 

medical, nursing and allied health professional 

skills.

To promote activity, increase strength, endurance, 

independence and ability to manage activities of 

daily living by providing access to therapies with a 

focus on restoring function. 

Uses functional practice opportunities, wellness 

and self-care activities that support the return of 

patients to their previous living environment or 

other appropriate community environment.  



Target Population 
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Rehabilitation Activation / Restoration

High Intensity Low Intensity

T
a
rg

e
t

P
o

p
u

la
ti

o
n Patients are medically stable

with significant functional impairments and 

require and are able to participate in a 

comprehensive interprofessional rehabilitation 

program at a high or low intensity to enhance 

functional & cognitive ability.    

Patients are medically stable

and physically and cognitively able to participate in 

restorative activities* designed to enable pts to return 

home by increasing their strength, endurance and ability 

to manage ADLs following an acute care hospital stay or 

admission from the community. 

*Assistance with walking and self care and participate in 

individual and/or group exercise programs, recreational activities 

and group dining 



Patient Functional Characteristics 
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Rehabilitation Activation / Restoration

High Intensity Low Intensity

P
a

ti
e

n
t 

F
u

n
c

ti
o

n
a

l 

C
h

a
ra

c
te

ri
s

ti
c

s

Achievement of goals requires a coordinated team approach by a 

dedicated/in-house interprofessional team of Regulated Health 

Professionals (RHPs)

Achievement of goals does not require daily 

access to a comprehensive, 

interprofessional rehabilitation team using a 

coordinated team approach. 

• Team provides daily re-

assessment by RHPs

• Team provides frequent re-

assessment by RHPs

Achievement of goals primarily addressed 

through: 

• exercise 

• recreational activities 



Patient Functional Characteristics 
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Rehabilitation Activation / Restoration

High Intensity Low Intensity

P
a

ti
e

n
t 

F
u

n
c

ti
o

n
a

l 

C
h

a
ra

c
te

ri
s

ti
c

s

While the patient’s initial 

functional tolerance may 

fluctuate, the patient has the 

cognitive ability and the 

physical tolerance to participate 

in and progress through 

daily rehabilitation

While the patient’s initial 

functional tolerance may 

fluctuate, the patient has the 

cognitive ability and the 

physical tolerance to 

participate in and progress 

through rehabilitation 

3-5 days per week

Although the patient’s functional tolerance 

may fluctuate, the patient has the 

cognitive ability and physical tolerance to 

participate in restorative activities 

Patients are expected to return to their previous living 

environment or other appropriate community environment 

following participation in rehabilitation.

Patients are expected to have a 

discharge location, typically home.  Some 

patients could be preparing for active 

rehabilitation before returning home.



Estimated LOS and Discharge Indicator
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Rehabilitation Activation/Restoration

High Intensity Low Intensity

E
s
ti

m
a
te

d

L
O

S
*

• Consider best practice targets where available based on 

RPGs and/or clinical assessment and rehab goals

• To be considered in conjunction with the Discharge 

Indicators

• Up to 90 days

Typically, a range of 

7 – 40 days

Typically, a range of 

30 – 60 days
Up to 90 days

The rehabilitative care team in the bedded program will inform patients after admission about the anticipated length of stay of 

the specific program to which the patient has been admitted.

D
is

c
h

a
rg

e
 

In
d

ic
a
to

r

• No longer requires ongoing nursing care and on-site 

access to MD. 

• Identified rehab goals for bedded level of rehabilitative care 

have been met and additional progress can be achieved 

independently or with the assistance of a caregiver at home 

or through community-based rehabilitation

• No longer requires ongoing nursing care and on-site 

access to MD. 

• Identified rehab goals for bedded level of rehabilitative 

care have been met and additional progress can be 

achieved independently or with the assistance of a 

caregiver at home or through community-based 

rehabilitation

*At each transition point, mechanisms for the coordination and communication of the post-discharge rehabilitative care plan 

with the receiving provider(s) and patient and families/caregivers should be in place to support a successful transition. 



Medical and Nursing Care 
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Rehabilitation Activation / Restoration

High Intensity Low Intensity

M
e
d

ic
a
l 

C
a
re Physician assessment on admission

24/7 on-call physician

Access to daily physician or applicable alternate 

designate assessment is available if needed

Access to weekly physician follow-

up/oversight 

N
u

rs
in

g
 

C
a
re

Typically, requires up to 3 hours nursing care per day; 

however, some patients may require up to 4 hours per 

day

Requires nursing care ≤ 2 hours/day.



Statement on the Interprofessional Rehab Team 

• Members of the interprofessional rehab team (also see Health Professionals section), as a result of their training, 

have developed a specialized skill set to develop and implement comprehensive, goal-directed plans with 

patients and families that assess function and what individuals require to return to the community or transition to 

the next level of care. 

• Rehab plans address all aspects of a person’s needs, including their physical, cognitive and psychosocial needs. 

Rehab nursing enables patients and families to adapt to illness and injury and uses therapeutic communication 

and integration of therapeutic skills in activities of daily living as a way to make a difference to rehabilitation 

outcomes. 

• Activities of the team include but are not limited to: assessment, providing rehab treatment, discharge planning, 

education and counselling, collaborating with other members of the team, and preparing clinical documentation. 

For more information about rehab professionals and their areas of expertise, see Section 3: About Rehab 

Professionals of the RCA’s primer in the   RCA’s Patient and System-Level Benefits of Rehabilitative Care: A 

primer to support planning by OHTs and Ontario Health (2020) 
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https://rehabcarealliance.ca/wp-content/uploads/2022/10/RCA_Primer_on_Rehab_-_Section_3.pdf
https://rehabcarealliance.ca/wp-content/uploads/2022/10/RCA_Primer_on_Rehab_for_OHTs.pdf


Health Professionals
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Rehabilitation Activation / Restoration

High Intensity Low Intensity

H
e

a
lt

h
 P

ro
fe

s
s

io
n

a
ls

Therapy (in alignment with treatment plan and patient 

tolerance) is provided by regulated health professionals 

within a dedicated, interprofessional team model of care 

with expertise in rehabilitation populations.

Care is evidenced by the establishment of achievable treatment 

goals, the daily/frequent assessment and documentation of 

the functional status of patients and the occurrence of 

regular case discussion amongst treating practitioners.

Delivered largely by non-regulated health 

professionals, who may or may not be 

under the direction/supervision of a 

regulated health professional 

to provide programming for 

restoration/activation.

The interprofessional team should have the expertise and skills 

to assess and treat a variety of conditions (e.g., brain injury, 

neurological conditions, older adults with frailty, orthopedics, 

spinal cord injury, stroke).



Health Professionals
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Rehabilitation Activation / Restoration

High Intensity Low Intensity

H
e
a

lt
h

 P
ro

fe
s

s
io

n
a

ls

The interprofessional team of regulated health professionals

should include but may not be limited to: 

 Clinical dietitian

 Discharge planner (as filled by: social worker, discharge 

planner/coordinator, patient flow coordinator, etc.)

 Nurse

 Occupational therapist

 Pharmacist

 Physiotherapist

 Physiatrist and/or Geriatrician

 Social worker

 Speech-language pathologist

Ideally, consultation is available from all of the following 

professionals: 

Chaplain/pastoral care provider, chiropodist, psychiatrist and/or 

geriatric psychiatrist, psychologist and/or neuropsychologist, 

recreation therapist, neurologist and wound care specialist. 

Consultation may also be available from audiology.

On-site therapy resources are limited to:

 Physiotherapy (limited to providing an 

exercise program of 15 min/day on a 1:1 

basis)

 Non-regulated Activation / Recreational 

staff 

 Nursing

 Social worker

 Dietitian

 Occupational Therapy and Speech 

Language Therapy may be available on a 

consultation basis



Amount of Therapy

• The rehabilitation environment is one that is active and stimulating throughout the day. Activities between core 
sessions may include group therapy, educational sessions with patients and families re: self-management 
strategies, activities with therapy assistants, nurses and others.

• The minutes below reflect the amount of time spent with the patient or family to provide direct assessment and/or 
therapy per day by the following core therapies: Occupational Therapy, Physiotherapy and Speech-Language 
Pathology, some of which may be provided by a therapy assistant under the direction and supervision of the 
associated regulated health professional. 
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Rehabilitation Activation/Restoration

HI 

Low 

End

HI

Medium 

End

HI 

High End

LI 

Low End

LI 

High End

Total minutes of 

direct 

assessment 

and/or therapy 

per day

60 

minutes

90 – 120 

minutes

180 

minutes

30 

minutes

30 – 60 

minutes

15 – 30 minutes

# Days / week 

patient is able to 

participate
5 days 5 days

5 – 7 

days
3-5 days 5 days

3-5 days 
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Understanding the key differences 
between the bedded levels of 
rehabilitative care: 
Complex Medical Management: Short 
Term vs. Long Term



Functional Trajectories/Goals

*https://www.ontario.ca/page/hospital-chronic-care-co-payment
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Complex Medical Management: Short Term Complex Medical Management: Long Term 

Functional 

Trajectory
Stabilization & Progression Maintenance

Level of 

Care - Goal

To provide medically complex and specialized 

services 

to avoid further loss of function, increase 

activity tolerance and progress patient

so that the patient may be able to go home OR 

may be able to be discharged to another level 

of (rehabilitative) care wherever possible.

To provide medically complex and specialized 

services over an extended period of time 

to maintain, slow the rate of or avoid further 

loss of function 

where “in the opinion of the attending physician, 

the patient requires chronic/complex continuing 

care and is, and will continue to be more or less a 

permanent resident in the hospital.”*

https://www.ontario.ca/page/hospital-chronic-care-co-payment


Target Population 
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Complex Medical Management: Short Term Complex Medical Management: Long Term 

May require access to a physician on a 24/7 on-call basis

T
a
rg

e
t

P
o

p
u

la
ti

o
n

On admission, patients typically have limited physical 

and/or cognitive capacity to engage in a rehab 

program due to medical complexity.  

However, it is believed that the patient has 

restorative potential and that this level of care 

will provide the opportunity to optimize 

restorative potential where possible and assess 

the patient’s rehabilitative care needs following 

further stabilization of medical condition.

Patients are medically complex, with long-term 

illnesses or disabilities typically requiring:

• Ongoing medical / nursing support

• Skilled, technology-based care not available 

at home or in long-term care facilities.  

• Assessment and active care management by 

specialized inter-professional teams. 



Patient Functional Characteristics
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Complex Medical Management: Short Term Complex Medical Management: Long Term

P
a

ti
e

n
t 

F
u

n
c

ti
o

n
a

l 
C

h
a

ra
c

te
ri

s
ti

c
s

Patients are medically stable (although the patient may be at risk for an acute exacerbation) such that 

there is:

• a clear diagnosis/prognosis 

• co-morbidities have been established

• no undetermined acute medical issue(s) (e.g., excessive shortness of breath, congestive heart failure)

• vital signs are stable

• medication needs have been determined

• an established plan of care

Some patients may experience temporary fluctuations in their medical status, which may require 

changes to medications/plan of care.



Patient Functional Characteristics
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Complex Medical Management: Short Term Complex Medical Management: Long Term 

May require access to a physician on a 24/7 on-call basis

P
at

ie
n

t 
Fu

n
ct

io
n

al
 C

h
ar

ac
te

ri
st

ic
s Patients require skilled nursing and medical care that 

cannot be met on an ongoing basis in other levels of 

rehabilitative care

Patients for whom it is anticipated as their 

medical condition and tolerance improves,  that 

they will be able to engage in  limited 

rehabilitative activities

.

Patients require skilled nursing and medical care 

that cannot be met on an ongoing basis in LTC or 

other community setting

Patients for whom it is anticipated, due to 

limited physical and/or cognitive capacity, that 

the degree of additional functional gain will be 

low



Estimated LOS and Discharge Indicator
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Short Term Complex Medical Management Long Term Complex Medical Management

E
s
ti

m
a
te

d

L
O

S
*

Up to 90 days Will remain in this level because the patient’s functional 

status/medical care needs cannot be met in the 

community.

The rehabilitative care team in the bedded program will inform patients after admission about the 

anticipated length of stay of the specific program to which the patient has been admitted.

D
is

c
h

a
rg

e
 I

n
d

ic
a
to

r Medical/functional recovery so as to allow 

patient to safely transition to the next level of 

rehabilitative care or an alternative level of care 

environment. 

Patients who are unable to transition to another 

level of care and require ongoing care will be 

considered for transition to a long-stay level of 

care.

The patient is designated to be more or less a 

permanent resident in the hospital and will remain until 

the medical/functional status changes 

so as to allow the patient to safely transition to another 

level of care or to the community.

*At each transition point, mechanisms for the coordination and communication of the post-discharge 

rehabilitative care plan with the receiving provider(s) and patient and families/caregivers should be in 

place to support a successful transition. 



Medical and Nursing Care
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Short Term Complex Medical Management
Long Term Complex Medical 

Management

M
e
d

ic
a
l 

C
a
re

Physician assessment on admission

24/7 on-call physician

Access to scheduled physician care/daily medical oversight 

as clinically necessary

Access to weekly physician 

follow-up/oversight.

Up to 8 monitoring visits per month.

N
u

rs
in

g
 C

a
re

Typically requires nursing care > 3 hours/day



Health Professionals
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Short Term Complex Medical Management
Long Term Complex Medical 

Management

H
e
a

lt
h

 P
ro

fe
s

s
io

n
a

ls

Regulated health professionals available to maintain and 

maximize cognitive, physical, emotional and functional 

abilities through limited rehabilitative activities*

*e.g. regain sitting balance, improve upper extremity strength and 

coordination, increase transfers and functional mobility, assess and train 

patient/caregiver on optimal positioning, learning how to sequence 

activities through functional tasks, self-care with assistance, being 

up/walking for short periods

Regulated health professionals are 

available to maintain and optimize 

cognitive, physical, emotional and 

functional abilities



Amount of Therapy

• The rehabilitation environment is one that is active and stimulating throughout the day. Activities between core 

sessions may include group therapy, educational sessions with patients and families re: self-management 

strategies, activities with therapy assistants, nurses and others.

• The minutes below reflect the amount of time spent with the patient or family to provide direct assessment 

and/or therapy per day by the following core therapies: Occupational Therapy, Physiotherapy and Speech-

Language Pathology, some of which may be provided by a therapy assistant under the direction and supervision 

of the associated regulated health professional. 
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Short Term Complex Medical Management
Long Term Complex Medical 

Management
Total minutes of direct 

assessment and/or therapy per 

day
15 -30 minutes Regulated health professionals 

are available to maintain and 

optimize cognitive, physical, 

emotional and functional abilities

# Days / week patient is able to 

participate 3 - 5 days



33

Resources 



Resources 
• RCA Framework for Bedded Levels of Rehabilitative Care (Updated March 2023)

• Key Features of RCA Bedded Levels of Rehabilitative Care (Updated March 2023)

• Referral Decision Tree for Rehabilitative Care (Updated March 2026)

• Patient/Caregiver Information Letters for Bedded Levels of Rehabilitative Care (March 2023) provide brief, 

standardized information letters describing the levels of care:

 Rehabilitation

 Activation/Restoration

 Short Term Complex Medical Management

• Rehabilitative Care in Ontario (rehabcareontario.ca)

 The RCA’s provincial website that makes it easier to find rehabilitative services within each region offered by 

organizations that are publicly-funded and are provided/supervised by regulated health professionals. 

 Fillable Template for Creating Program/Service Information for rehabcareontario.ca

• See also the RCA’s Rehab Care Standards page Rehab Care Standards – Rehab Care Alliance
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https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Key-Features-RCA-Bedded-Levels.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Referral-Decision-Tree-for-Bedded-and-Community-Based-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Rehabilitation_Bedded.docx
https://rehabcarealliance.ca/wp-content/uploads/2023/04/Activation_Restoration.docx
https://rehabcarealliance.ca/wp-content/uploads/2023/04/STCCM_Bedded.docx
https://rehabcareontario.ca/
https://rehabcarealliance.ca/wp-content/uploads/2022/09/RehabCareOntario_Service_Info_Fillable_Template_-_July_2019.docx
https://rehabcarealliance.ca/rehab-care-standards-2/
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rehabcarealliance.ca


