Increasing Equitable Access to Rehabilitation
Frequently Asked Questions (FAQ)
Keeping people healthier, especially in an aging society, managing the increasing prevalence and impact of
chronic conditions, providing continuity of quality care and creating an integrated healthcare system are all
fundamental goals of contemporary health system reform. Rehabilitation is a crucial component of the
continuum of care for increasing numbers of people and can improve functionality, enhance coping and
prevent or delay deterioration experienced by those living with chronic illness. Ensuring timely, equitable
access to multidisciplinary rehabilitation services is an integral part of keeping people healthy. Improved
access to community‐based rehabilitation bridges gaps in the continuum of care reducing demand for hospital
and other acute care services. Rehabilitation is an essential component of a high‐performing health system.

What is driving the increased need for rehabilitation?
Medical advances have lengthened the lives of Canadians and transformed illnesses that were once imminently fatal into
chronic, manageable conditions.1 While these changes may rightly be deemed successes, they have also contributed to
significant increases in the prevalence of chronic and/or episodic illness. It is estimated that as many as half of all adults live
with some form of chronic illness,2 whether it be arthritis, chronic obstructive pulmonary disease, hypertension, a mood
disorder, multiple sclerosis, HIV or another persistent health issue. One out of every six Canadians over the age of 35 has
been diagnosed with more than one chronic health condition.3 It is expected that these numbers will continue to grow as
our population is aging at a rapid pace.4

How does high quality rehabilitative care improve the health of people living with chronic
illness?
Chronic and/or episodic illnesses are often disabling. They can impair physical, emotional and/or cognitive functioning,
reduce social participation for both individuals living with illness and their caregivers, impact quality of life and even result
in premature death.1,5,6 Disability resulting from chronic disease may be continuous or intermittent/episodic7 and may be
more severe among the growing number of Canadians living with multiple chronic illnesses,8,9 often called multi‐
morbidities.10
Evidence shows that rehabilitation services7 have both immediate and long‐lasting14,15 positive effects on the well‐being of
people living with chronic illness, including:





improving quality of life;11,12,13
decreasing the impact of the disease and/or secondary health issues,12,14 for example, work time lost;
enhancing functioning and coping;12,13,15 and
supporting therapeutic adherence.15,16

When rehabilitation services are provided early, they may also prepare people living with chronic disease to cope with
episodes of illness increasing their ability to engage in work and other productive activities more consistently.17
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How does high quality rehabilitative care contribute to a high performing health system?
Equitable access to rehabilitation is a crucial component of the continuum of care, which ensures Canadians have access to
the most appropriate health services , when and where they need them.18 High quality rehabilitation also contributes to
overall system efficiency and sustainability by preventing or delaying deterioration and reducing the resulting demand for
hospital and other acute health care services.19,20

How can high quality rehabilitative care for people living with chronic illness be
integrated into the system?
The skills and competencies of rehabilitation professionals make them value‐added members of interdisciplinary primary
health and community care teams. They are well positioned to contribute to the type of health care services which optimize
the health of people living with chronic and/or episodic disease. These services are:









provided by an interdisciplinary team;1,21,22
well‐coordinated and easy to navigate;1,21,22
person‐centred, responsive to individual needs and include supported self‐management;1,21,22
holistic, and take into account a person’s illness experience not only their disease;23
proactive rather than reactionary;1,21,22
adaptable, and prepared to address multi‐morbidities;1
accessible during periods of ill health;Error! Bookmark not defined. and
located in the domain of primary/community care.1

Ideally, rehabilitation service providers would be located in many primary and community health setting and would work
closely with physicians, nurses and other medical care providers to deliver insured, integrated health services to people
living with chronic and/or episodic illnesses. For this to occur, rehabilitation services outside the hospital context must be
publically funded or universally covered by provincial health insurance plans, and regional health authorities must work to
integrate rehabilitation into emerging care strategies like primary care networks.

What are the current barriers to accessing rehabilitation services?
Inequitable access to rehabilitation services is a critical gap in health care in many regions. For most Canadians,
rehabilitation services provided outside the hospital setting are not publically funded. For some, these services may be
insured through their employee benefits plan, but for many, this coverage is not available or is inadequate. Lack of funding
for and/or delisting of community‐based rehabilitation services has resulted in inequitable access to rehabilitation and
contributed to a fragmented continuum of care. Often individuals who are most likely to be affected by chronic illness, for
example people with low socioeconomic status,24 are disproportionately affected. Barriers to access include:







cost of private provision;25,26
availability of services,26,27which differs by geographical region, health and social status;
strict eligibility criteria,26,28 both for insurance coverage and participation in services;
wait lists for publically‐funded care;27,29
lack of awareness of the full potential of rehabilitation services among health practitioners and individuals living
with chronic and/or episodic illness;28 and
a health system‐wide orientation toward acute, reactive care rather than prevention and the proactive
development of self‐management and coping strategies.22
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