
 
 

 
 
 

CWGHR Think Tank: 

“Equitable Access to Rehabilitation in the Context of HIV and 
other episodic diseases” 

 

 

 

Background Paper 

 

 

 

March 29, 2011 

9:00 a.m. – 1:30 p.m. 

University of Toronto 
Dalla Lana School of Public Health 

155 College Street, room 614 
Toronto, Canada 



 2

 
Acknowledgements 

 
Production of this paper has been made possible through a financial contribution from 
the Public Health Agency of Canada. The views expressed herein do not necessarily 

represent the views of the Public Health Agency of Canada. 
 
 
 

We also thank our Think Tank Advisory Committee members:  
Larry Baxter, Stéphanie Claivaz-Loranger, Le-Ann Dolan, Bob Gardner, Stephanie 

Nixon, Chris Sulway and Elisse Zack 
 
 
 
 

About CWGHR: Bridging HIV, Disability and Rehabilitation 
 
Established in 1998, CWGHR emerged as an innovator in bridging the traditionally 
separate worlds of HIV, disability and rehabilitation. We are a national charitable 
organization aiming to address the complex and fluctuating health and social needs of 
people living with HIV and other episodic conditions by improving access to 
rehabilitation care, support and services. CWGHR’s mission is to be a leader and 
catalyst for improved rehabilitation services for people living with HIV through integrated 
research, education, policy and practice. CWGHR works from a pan-disease approach 
that includes HIV and other episodic disabilities. 
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Introduction 
 
CWGHR would like to Thank you for joining our think tank session to explore, discuss 
and further the agenda of equitable access to rehabilitation services for people with 
episodic diseases. 
 
This document is meant to orient you to the objectives of our meeting and provide you 
with some background information to prepare the group for the planned discussions. 
 
Objectives of the Think Tank Meeting 
 
The Think Tank will bring together individuals with expertise in research, education, 
policy and practice in relation to equitable access to rehabilitation in the context of HIV 
and other episodic disabilities. The session aims to: 
 

o Use dialogue to advance thinking about issues associated with equitable 
access to rehabilitation, specifically within the context of complex chronic and 
episodic conditions; 

o Define what needs to happen to ensure equitable access to rehabilitation for 
people living with episodic disabilities 

o Identify the kinds of strategies, partnerships and actions that could drive this 
campaign for equitable access to rehabilitation 

 
Following the Think Tank, a white paper will be produced to reflect the issues, priorities 
and recommendations developed during the dialogue. This paper will be circulated to 
the Think Tank participants, national advocacy organizations, government officials and 
other key stakeholders. 
 
Background Information 
 
 
“I had to wait six months to see a rehabilitation professional who was publicly funded, as I don’t 
have an extended health plan at work and couldn’t afford to pay out of pocket. I ended up on 
ODSP as it became a crisis and I couldn’t stay at work. I ended up in hospital. Once I got the 
help I needed, my problems improved and I was eventually able to go back to work. But I’m 
scared. This has happened before and I know this will happen again. This is a recurring 
condition. Maybe I should stay on disability, even though I can work right now. At least they will 
pay for some rehab services, and maybe I won’t have to wait six months to get help.” 

– Person living with a lifelong episodic condition

 
 
 
 



 4

The Changing Rehabilitation Landscape1  
 
Reasonable and timely access to health services remains a critical issue across 
Canada’s national, provincial and regional landscapes. Although recent health policy 
attention has largely been concentrated on hospitals, physicians, nurses, surgical 
services and diagnostic services, there has been a series of events within the last 
decade that have also affected access to rehabilitation services. Examples include the 
partial delisting of community-based physical therapy services in many settings, the 
regionalization of health services and the reorganization of health delivery models.  
At the same time, many factors are affecting the demand for rehabilitation. Canada’s 
population is aging and there is an increase in the number of people living with complex, 
chronic conditions with disabling components. Advances related to earlier diagnosis and 
treatment and a shift toward health promotion and disease prevention also point to an 
enhanced role for rehabilitation. Finally, the scope of many rehabilitation professions is 
increasing. 
These shifts lead to an increased need for rehabilitation programs and services to treat, 
and also prevent and mitigate, more serious health conditions. However, availability of 
and access to rehabilitation services are not keeping pace with this growing need. 
Furthermore, the services that do exist are often fragmented and/or inaccessible to 
many people. 
 
A Snapshot of Human Resources in Rehabilitation 
In 2007, there were 15,850 physiotherapists (PTs)2 

and 12,285 occupational therapists 
(OTs)3 

across Canada. The Health Human Resource Ratio (HHR) is a gross measure of 
provider density in a given area. Across Canada, the estimates are approximately 4.8 
PTs4 

and 3.7 OTs5 per 10,000 population.  
 
Despite growth in absolute numbers, the growth of the population in some jurisdictions 
is outstripping the growth in the HHR ratio.6 Demand for rehabilitation services is 
forecasted to increase sharply.7 8 However, it is unclear if there is, or will be, a sufficient 
                                                 
1 Background material has been adapted in part from: Landry, M. Availability of Rehabilitation Services Along Ontario’s continuum of 
Care; Rehabilitation Policy Brief #1, September 2009, a presentation by CWGHR to the Ontario Ministry of Health and Long Term 
Care on March 30, 2010, and in part from a presentation by Michel D. Landry to CWGHR, entitled “Supply and demand for 
rehabilitation services: What’s past is prologue,” October 2008. 
2 Canadian Institutes for Health Information. Workforce Trends of Physiotherapists in Canada, 2007. 
http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=hhrdata_e. As cited in Landry, M. Availability of Rehabilitation Services Along 
Ontario’s continuum of Care; Rehabilitation Policy Brief #1, September 2009. 
3 Canadian Institutes for Health Information. Workforce Trends of Occupational Therapists in Canada, 2007. 
http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=hhrdata_e. As cited in Landry, M. Availability of Rehabilitation Services Along 
Ontario’s continuum of Care; Rehabilitation Policy Brief #1, September 2009. 
4 Landry M et al. The precarious supply of physical therapists across Canada: exploring national trends in health human resources 
(1991 to 2005). Human Resources for Health 2007; 5(23):1-6.  
5 Canadian Institutes for Health Information. Workforce Trends of Occupational Therapists in Canada, 2007. 
http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=hhrdata_e. As cited in Landry, M. Availability of Rehabilitation Services Along 
Ontario’s continuum of Care; Rehabilitation Policy Brief #1, September 2009. 
6 Landry M et al. The precarious supply of physical therapists across Canada: exploring national trends in health human resources 
(1991 to 2005). Human Resources for Health 2007; 5(23):1-6.  
7 Lewis DL, Abernathy T, Molloy DW, Connelly D, Knott TC, Mngoma N, Coulas G, Breau R. Demand for Rehabilitation of Ontario’s 
Elderly: A Social Forecasting Approach. Available at http://www.rgpc.ca/research/research.cfm Accessed 2007 Nov 5. Ascsited in 
Landry, M. Availability of Rehabilitation Services Along Ontario’s continuum of Care; Rehabilitation Policy Brief #1, September 2009. 
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and stable supply of PTs and OTs to meet growing demand. Disequilibrium in the 
supply/demand curve for rehabilitation services may have important consequences at 
the individual and population levels. 
 
Barriers to Access to Rehabilitation 
 
There are many barriers to accessing rehabilitation. A few are listed here: 
 

1. Fragmentation and lack of coordination among policies and programs can be a 
barrier to access, including coordination among rehabilitation services, income 
support and employment. 

 
2. Obstacles to accessing front-line rehabilitation services that are based on an 

individual’s (lack of) capacity to pay. For example, consider the worker with 
chronic disabilities who lacks an extended health plan and cannot afford 
rehabilitation services to address her/his pain, mobility or other health 
challenges. This is where the capacity to pay may also be linked to current 
eligibility criteria for publicly funded rehabilitation; these working individuals can 
frequently have less access to rehabilitation than people on public disability 
income support (e.g., Ontario Disability Support Program). 

 
3. Many people are not aware that rehabilitation services are available to them and 

limited referrals are being made by primary health physicians to rehabilitation 
professionals.  

 
4. Long wait lists for publicly-funded, affordable outpatient rehabilitation services 

highlight inequitable access and can exacerbate conditions, lead to increased 
costs associated with acute and/or long-term care and result in further increased 
costs as disabling conditions deteriorate without access to necessary 
preventative or therapeutic rehabilitation. 

 
 

 

                                                                                                                                                             
8 Landry MD, Jaglal S, Wodchis WP, Raman J, Cott CA. Analysis of Factors Affecting Demand for Rehabilitation Services in 
Ontario, Canada: A Health Policy Perspective. Disability & Rehabilitation. 2008; 30(24): 1837 – 1847  
 

 
“If I had been able to afford to see a physiotherapist when I first started experiencing this pain, I may not 
have had such a crisis where I could not move and couldn’t get out of bed. I had to be taken to the 
hospital as I couldn’t move. And the depression that went along with the physical pain made it that much 
worse.”   

– Person living with arthritis
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The Potential for Integrated Rehabilitation 
 
The opportunity exists to advance a health equity agenda that aligns with provincial 
priorities and pan-Canadian trends focusing on: 
 

• Increased, more equitable, and patient-centred access to rehabilitation services 
• Integration of rehabilitation with other health care services with an emphasis on 

prevention, sustainability and value to provide services proactively to lessen pain, 
maintain function and prevent further complications that lead to acute care and 
related costs to individuals and the health care system 

• Opportunities for coordination and integration of disability, rehabilitation and 
income support policies and programs to keep people at work 

 
 
Ideas for Moving Integrated Rehabilitation into Action 
 

• Cross-Ministry integrated action aligned with provincial priorities, e.g. social 
services, educational programs, health promotion, long-term care, housing 

• Creation of a broad-based coordinated network, e.g. cross-disability; 
interprofessional and interdisciplinary including PT, OT, SLP and vocational 
counsellors; interjurisdictional; multi-sector, including people living with a range of 
chronic and disabling conditions 

• Offering services in an integrated way, e.g., bundle of diverse services for wide-
ranging chronic and episodic conditions; integrated into existing services, e.g. 
Family Health Teams and Community Health Centres 

 
 
 
 

 
QUESTIONS FOR CONSIDERATION 

We request participants to consider the following two questions for discussion: 
 
1. In 100 words or less, what change could make the biggest impact on access to 

rehabilitation for people living with episodic disabilities?  
2. In 100 words or less, what change could make the fastest impact on access to 

rehabilitation for people living with episodic disabilities? 
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Working Definitions for this Meeting9 

 
 
 
Availability and access: Availability is understood as the extent to which rehabilitation 
providers or services exist, or are present, in the environment. Access, on the other 
hand, is understood as the extent to which individuals could access the appropriate 
service(s) at the right time, including overcoming barriers to contact or approach a 
rehabilitation provider.  
 
 
Disability: A disability may be physical, cognitive, mental, sensory, emotional, 
developmental or some combination of these. Disability is an umbrella term, covering 
impairments, activity limitations and participation restrictions. An impairment is a 
problem in body function or structure; an activity limitation is a difficulty encountered by 
an individual in executing a task or action; while a participation restriction is a problem 
experienced by an individual in involvement in life situations. Thus, disability is a 
complex phenomenon, reflecting an interaction between features of a person’s body 
and features of the society in which he or she lives.10 
 
 
Episodic and chronic disability: “Episodic” conditions refer to long term conditions 
with fluctuating/alternating, often unpredictable periods, degrees and severity of 
wellness and illness. This increases the importance of appropriate services at the right 
place and time. “Episodic” is a working term/definition as we recognize that other terms 
(e.g. recurrent, cyclical, non-static) are also used and may be appropriate in different 
contexts. Examples of episodic disabilities include multiple sclerosis, HIV, lupus, 
arthritis, mental illness and some forms of cancer. 
 
 
Rehabilitation: Rehabilitation is a goal-oriented process that enables individuals with 
impairment, activity limitations and participation restrictions to identify and reach their 
optimal physical, mental and/or social functional level through client-focused partnership 
with family, providers and the community. Rehabilitation focuses on abilities and aims to 
facilitate independence and social integration. 
 

                                                 
9 These definitions are drawn in part from: Landry M, Cott C, Deber R, Cameron J, Zack E. Availability and Access to Rehabilitation 
Services Along Ontario’s Continuum of Care. Final Report. September 2009. 
10 This understanding is based on the World Health Organization’s International Classification of Functioning Disability and Health 
(ICF), 2001. 


